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GASTRON 


i L.  J 


1 c*z.  / 


LIBRARY 


An  important  contribution  to  the  organic 
extracts  which  are  serviceable  in  medicine. 
Gastron  is  obtained  by  direct  extraction  from 
the  entire  fresh  stomach  membrane,  peptic 
and  pyloric;  it  contains  in  solution  the  acti- 
vated enzymes  and  all  the  principles,  organic 
and  inorganic,  of  the  fresh  glandular  tissue. 

GASTRON  has  wide,  increasing,  clinical 
application. 

Fairchild  Bros.  S Foster 

New  York 
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Scarlet  Fever 
treptococcus  Antitoxin 


Prepared  under  U.  S.  Government  License  No.  17 


During-  immunization  the  potency  of  the  serum  of  in- 
dividual horses  is  determined  by  the  KIRKBRIDE 
method  of  skin  tests  on  white  goats,  permitting  a larger 
number  of  potency  tests.  Only  those  horses  which  yield 
a highly  potent  antitoxic  serum  are  bled  for  the  produc- 
tion of  Antitoxin. 

After  the  serum  is  refined  and  concentrated  the  potency 
is  again  determined  by  the  KIRKBRIDE  method.  Con- 
firmation tests  are  made  in  accordance  with  the  reg- 
ulations of  the  Hygienic  Laboratory  in  Washington. 

SCARLET  FEVER  STREPTOCOCCUS  ANTITOXIN 
(Lederle)  neutralizes  scarlet  fever  toxin  and  also  pos- 
sesses antibacterial  immune  substances,  which  some 
authorities  believe  of  value  in  checking  septic  processes. 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  provides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 


Radium  Therapy — An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 

Deep  X-ray  Therapy  —Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalization. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


We  desire  to  confer  and  cooperate  with  the  medical  pro- 
fession, and  welcome  inquiries  pertaining  to  this  work 
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Specialists  in  the  Southwest 


EL  PASO,  TEXAS 

K.  D.  LYNCH,  M.  D. 

genito  urinary  Surgery 

E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

Itlh  Mills  Bldg.  El  Paso 

610  Martin  Bldg.  El  Paso 

W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal 

Diseases 

FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

921  First  National  Bank  Bldg.  El  Paso 

Diseases  of  the  Stomach  and  Intestines 

and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

W.  L.  BROWN.  M.  D.  C.  P.  BROWN,  M.  D. 

BROWN  AND  BROWN 

G.  WERLEY,  M.  D. 

Suite  10U  Roberts-Banner  Bldg.  El  Paso 

Diseases  of  the  Heart 

i01-2  Roberts-Banner  Bldg.  El  Paso 

H.  P.  DEADY,  M.  D. 

Special  Attention  to 

F.  P.  MILLER,  M.  D. 

Surgery  and  Gynecology 

General  Medicine  and  Surgery 

First  National  Bank  Bldg.  El  Paso 

1200  First  Nat’l  Bank  Bldg.  El  Paso 

L.  G.  WITHERSPOON,  M.  D. 

PAUL  ELY  M’CHESNEY,  M.  D. 

Plastic  Surgery 

Neurology  and  Psychiatry 

311  Roberts  Banner  Bldg.  El  Paso 

5H  Mills  Bldg.  El  Paso 

JAMES  VANCE,  M.  D. 

JOHN  W.  CATHCART,  M.  D. 

and 

Practice  Limited  to 

Surgery 

C.  H.  MASON.  M.  D. 

313-1  Mills  Bldg.  . El  Paso 

Practice  Limited  to 

X-Ray  and  Radium 

HOURS:  11  TO  12:30 

311  Roberts-Banner  Bldg.  El  Paso 

J.  A.  RAWLINGS,  M.  D. 

• 

and 

LESLIE  M.  SMITH,  M.  D. 

HARRY  LEIGH,  M.  D. 

Practice  Limited  to 

Practice  Limited  to 

Dermatology  and  Syphilology 

Diseases  of  Children  and 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

Obstetrics 

1029  First  National  Bank  Bldg.  El  Paso 

40-J  Roberts-Banner  Bldg.  El  Paso 
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PHOENIX,  ARIZONA 


CHAS.  S.  VIVIAN,  M.  D. 
UROLOGY 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

503  Goodrich  Bldg.  Phoenix 


306  Goodrich  Bldg. 


Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
407  Goodrich  Bldg.  Phoenix 


I.  L.  GARRISON,  M.  D. 

Diseases  of  Women 
Intravenous  Chemotherapy 

205-6-7  Goodrich  Bldg.  Phoenix 


MIHAJLO  MATANOVICH,  B.S..M.D. 


H.  T.  BAILEY,  M.  D. 

Practice  Limited  to 

Eye.  Ear.  Nose  and  Throat 

323  Ellis  Bldg.  Phoenix 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Skin 

224-5  Luhrs  Bldg.  Phoenix 


Genito. Urinary  and  Skin  Diseases 

402  Heard  Bldg.  Phoenix 


TUCSON,  ARIZONA 


M.  C.  COMER,  M.  D.,  F.  A.  C.  S. 

Eye.  Ear.  Nose  and  Throat 
Peroral  Endoscopy  and  Uranoplasty 

Thomas  Davis  Clinic  Tucson,  Arizona 


ALBUQUERQUE,  N.  M. 


HARRY  R.  CARSON,  M.  D. 

Diseases  of  Children 


Heard  Building 


Phoenix 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


H.  M.  PURCELL,  M.  D. 

Urology 

207  Goodrich  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

614  Goodrich  Bldg.  Phoenix 
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THE  EL  PASO 
PASTEUR  INSTITUTE 

12th  Floor  First  National  Bank  Bldg. 

□ □ □ 

An  institution  for  the  preventive  treatment 
of  rabies.  Conducted  upon  strictly  ethical 
principles  and  the  technique  as  outlined  by 
Pasteur  rigidly  adhered  to. 

Established  in  1908 

Treatment  lasts  twenty-one  days. 

□ □ □ 

HUGH  S.  WHITE,  M.  D. 

FRED  C.  LAMB,  Analytical  Chemist 


The  Homan  Sanatarium 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 
Descriptive  Booklet  on  Request 

Telephone  1616 


Waite’s  Laboratory 


Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 


PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 

EL  PASO  TEXAS 
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ALBUQUERQUE  SANATORIUM 


Located  in  the  heart  of  the  great  Southwest — the  Land  of  Sunshine.  Average 
annual  rainfall  less  than  7 inches.  Altitude  moderate.  On  the  main  line  of  the 
Santa  Fe. 

The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern,  fire-proof  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available. 


W.  A.  GEKLER,  M.  D.,  Medical  Director 
A.  L.  Hart,  M.  D.  H.  P.  Rankin,  M.  D.  B.  J.  Weigel,  M.  D. 


Trademark  yi,  / "V  T>  Tl/T  Trademark 

Registered  Jo  -L  Q XV  IVA  Registered 

Binder  and  Abdominal 
Supporter 

(Patented) 


Trade 

Trade 

Mark 

Mark 

Reg. 

Reg. 

For  Men,  Women  and 
Children 


For  Ptosis,  Hernia,  Obesity,  Pregnancy,  Re- 
laxed Sacroiliac  Articulations,  High  and  Low 
Operations,  Floating  Kidneys,  Etc. 

Ask  for  36-page  Illustrated  Folder 
Mail  orders  filled  at  Philadelphia  only — within  24  hours 

Katherine  L.  Storm,  M.  D. 

Originator,  Patentee,  Owner  and  Maker 
1701  Diamond  Street  PHILADELPHIA 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


VI 


LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 
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tMade  For  the  Profession 

ASEPTO  SYRINGES  FOR  G-U  WORK 

Have  vou  prescribed  the  Asepto  Syringe  Outfit  in  any  of 
your  G-U  Work?  It  has  been  adopted  by  the  U.  S.  Army 
and  U.  S.  Navy  Medical  Corps,  recommended  by  many 
officers  in  the  U.  S.  Public  Health  Service  and  used  by 
leading  Urologists. 

The  rubber  bulb  of  the  Asepto  Syringe  permits  gentle  re- 
gulation of  the  force  of  injection  and  eliminates  back- 
flow.  A single  compression  of  the  bulb  will  either  fill  or 
empty  the  syringe  and  only  one  hand  is  required. 

Asepto  Syringes  are  also  furnished  in  forty  styles  and  sizes 
irrigation,  aspiration  and  medication. 


Please  send  me  Illustrated  Circular  on  Asepto  Syringes. 


Name. 


Address. 


BECTON,  DICKINSON  & CO. 

RUTHERFORD,  N.  J. 


No.  2043 

For  Patients  Use 


Makers  of  Genuine  Luer  Syringes,  Yale  Quality  Needles,  B-D  Thermometers, 
Ace  Bandages,  Asepto  Syringes,  Sjyyg  mo  manometers  and  Stethoscopes. 


Southwestern  Surgical  Supply  Company 


No.  11  North  Third  Ave. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc 


ANNOUNCEMENT 

We  have  just  opened  a store  at  No.  11  North  Third  Ave.,  Phoenix,  Arizona,  and  the 
Profession  is  cordially  invited  to  call  and  inspect  our  stock. 

Exclusive  Sales  and  Service  Agents  in  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.— X-RAY  APPARATUS. 

We  are  also  agents  for  some  of  the  leading  manufacturers  of  Physio-Therapy  equip- 
ment, including — 

Hanovia  Chemical  & Mfg.  Co. — Quartz  Lamps 
Liebal-Florsheim  Co. — Physio-Therapy 
H.  G.  Fischer  & Co. — Diathermy  Machines 
Engeln  Electric  Co. — Diathermy  & X-ray  Machines 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


Vlll 


As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Try 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


What  is  a “proprietary” 
product? 

“Manufactured  articles  that  some 
person  or  persons  have  an  exclu- 
sive right  to  make  and  sell.” 

— Webster 

In  other  words,  a product  to 
which  the  manufacturer  gives  a 
distinctive  name  in  order  to  pro- 
tect his  customers  from  inferior 
and  imitation  products. 


DENNOS  SS 


is  one  of  the  proprietaries,  and  we  are 
proud  of  it.  Try  Dennos  and  you’ll  be 
satisfied  too. 


The  DENNOS  FOOD  CO. 

Portland,  Oregon 
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Elastic  Hosiery 

ABDOMINAL 

SUPPORTERS 

made  to  order  from 
fresh,  live  rubber,  by 
competent  workmen, 
giving  you  a perfect 
fit  and  fresh  durable 
goods.  Also  Office  Fur- 
niture and  Dressings. 

An  Up-to-Date  Stock 
at  right  prices. 

KENISTON-ROOT  CORPORATION 

418  W.  Sixth  St.,  Los  Angeles,  Cal. 
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The  Management  of  an  Infant’s  Diet 


Malnutrition,  Marasmus,  Infantile  Atrophy,  Athrepsia 

In  an  endeavor  to  improve  conditions  that  may  be  properly  grouped  under  the  above- 
mentioned  terms,  the  first  thought  of  the  attending  physician  is  an  immediate  gain  in  weight, 
and  the  second  thought  is  to  so  arrange  the  diet  that  this  initial  gain  will  be  sustained  and 
progressive  gain  be  established.  Every  few  ounces  gained  means  progress  not  only  in  the 
upward  swing  of  the  weight  curve,  but  in  digestive  capacity  in  thus  clearing  the  way  for  an 
increasing  intake  of  food  material.  As  a starting  point  to  carry  out  this  entirely  rational 
idea,  the  following  formula  is  suggested : 

8 level  tablespoonfuls 

9 fluidounces 
15  ounces 

This  mixture  furnishes  over  56  grams  of  carbohydrates  in  a form  readily  assimilated 
and  thus  quickly  available  for  creating  and  sustaining  heat  and  energy.  The  mixture  supplies 
over  15  grams  of  proteins  for  depleted  tissues  and  new  growth,  together  with  over  4 grams 
of  inorganic  elements  which  are  necessary  in  all  metabolic  processes.  These  food  elements 
are  to  be  increased  in  quantity  and  in  amount  of  intake  as  rapidly  as  continued  improve- 
ment is  shown  and  ability  to  take  additional  nourishment  is  indicated.  Suggestions  for  this 
readjustment  are  set  forth  in  a clear  manner  in  a pamphlet  devoted  exclusively  to  the  sub- 
ject, which  will  be  sent  to  physicians  upon  their  request. 

Continued  repetition  of  highly  successful  and  oftentimes  remarkable  results  from  the 
application  of  this  procedure  justifies  its  universal  recognition. 


Mellin’s  Food 
Skimmed  Milk 
Water 


Mellin’s  Food  Co.,  I7s7re1ea,,e  Boston,  Mass. 
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STOVARSOL 


(REG.  U.  S.  PATENT  OFFICE) 


Acetylamino-oxyphenylarsonic  Acid 

Indicated  in  Amebic  Dysentery 

Accepted  by  Council  of  Pharmacy  and  Chemistry  A.  M.  A. 

Distributed  in  bottles  of  25  tablets,  each  tablet  0.25  grams 
May  be  obtained  through  your  druggist 


Literature  furnished  on  request 


MANUFACTURED  BY 

POWERS-WEIGHTMAN-ROSENGARTEN  CO. 

New  York  PHILADELPHIA  St.  Louis 


/murmiwnm 
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THE  MENNINGER  PSYCHIATRIC  HOSPITAL 


A Private  Sanatarium 
for  the  treatment  of 
nervously  and  men- 
tally sick,  according  to 
the  most  approved  mod- 
ern methods. 

Fully  equiped  for  hydro- 
therapy, showers,  spray, 
Scotch  douche,  Sitz  bath, 
prolonged  neutral  immer- 
sions) and  electrotherapy. 

These  treatments  are 
given  by  a graduate  mas- 
seuse and  physiothera- 
pist. 

T^e  matron  and  super- 
visor of  the  nurses  plans 
t^o  attractive  meals  and 
notable  dishes  served 
to  the  patients. 
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INDUSTRIAL  LEAD  POISONING  IN  THE  SMELTING 
PROCESS  OF  LEAD  ORES 

S.  D.  Swope,  M.  D. 

American  Refining-  & Smelting  Co., 

CHIHUAHUA,  MEXICO 


In  the  Journal  of  Industrial  Hygiene 
there  have  appeared,  in  the  last  two  years, 
a number  of  articles  on  lead  poisoning,  or 
saturnism,  in  connection  with  the  various 
industries.  These  articles  have  been  prin- 
cipally confined  to  poisoning  in  the  various 
industries  where  lead  and  some  of  its  com- 
pounds enter  into  the  process  of  manufac- 
ture of  pottery,  paints,  rubber  goods,  and 
chemical  lead  combinations.  I do  not  re- 
call that  any  of  these  articles  have  gone 
deeply  into  the  subject  of  lead  poisoning 
incident  to  the  two  basic  industries  of  the 
production  of  lead;  viz.,  mining  and  smelt- 
ing of  this  universally  used  metal. 

Of  course,  it  is  generally  understood  that 
lead  enters  the  human  system  by  three 
sources:  the  alimentary  canal,  in  food,  in- 
jested  dust,  and  precipitated  fumes;  the 
tegumentary  system,  by  reabsorbed  sud- 
oriferous solutions,  and  through  the  respir- 
atory system  in  inspired  dust  and  sublimat- 
ed gases. 

With  the  exception  of  house  painting, 
mining  and  smelting,  very  few  occupations 
produce  lead  poisoning  through  all  three 
of  these  avenues  of  entrance.  In  house 
painting  the  respiratory  tract  is  invaded 
only  during  the  sanding  down  process,  and 
then  the  atmosphere  is  comparatively  clear 
and  the  dust  particles  heavy  enough  to 
gravitate  quickly  to  the  floors  or  ground. 
In  the  mining  of  dry  lead  ores,  notably  sand 
carbonates  in  cavernous  deposits,  and  in 
the  reduction  of  lead  ores  to  bullion  form, 
the  workman,  in  certain  parts  of  the  indus- 
try, is  bathed  in  an  atmosphere  impreg- 
nated with  lead  and  absorbs,  swallows,  and 
breathes  more  or  less  of  the  metal  in  pow- 
dered and  gaseous  form  constantly  during 
his  working  hours. 

The  treatment  of  such  cases  naturally  re- 
solves itself  into  two  procedures : preven- 
tion, and  cure. 


The  first  is  comparatively  easy  from  a 
theoretical  standpoint  but  exceedingly  dif- 
ficult, in  the  smelting  and  mining  process- 
es, from  a practical  view.  The  wearing  of 
a proper  respirator  and  careful  body  cleanli- 
ness would  settle  the  question. 

The  constant  wearing  of  respirators  is 
attended  with  so  much  obiection  that  the 
procedure  is  verv  difficult  to  maintain, 
even  with  old  laborers  who  have  gone 
through  the  throes  of  a three-day  attack 
of  lead  colic,  with  its  attendant  misery. 
“Respirators  are  hot;  they  irritate  the 
skin ; they  are  dirty,  and  they  don’t  do  any 
good,”  are  among  the  excuses  of  those  who 
should  wear  them  all,  or  part,  of  the  time 
they  are  at  work  in  lead. 

Bodily  cleanliness  among  the  laborers  in 
the  great  arid  southwest  is  a consideration 
foreign  to  the  mental  attitude  of  a very 
large  per  cent  of  the  laboring  population. 
Some  of  them  maintain  the  habit  of  bath- 
ing on  St.  John  the  Baptist’s  Day,  which, 
luckily,  comes  on  the  twenty-fourth  of  June. 
In  a country  where  water  is  scarce  and  the 
supply  often  limited,  even  for  drinking, 
body  cleanliness  is  difficult  to  maintain, 
even  if  there  were  not  hereditary  objection. 
The  laborers  wear  the  same  clothing  twen- 
ty-four hours  a day,  seven  days  of  the 
week,  and  frequently,  apparently,  until  the 
garments  drop  off  their  reeking  bodies. 
Their  food  is  eaten,  generally,  with  un- 
washed fingers,  without  the  aid  of  knife, 
fork, ' or  spoon.  That  they  do  not  absorb 
more  lead  is  probably  solely  due  to  the 
active  laxative  effect  of  the  ingestion  of 
large  quantities  of  chile — the  native  pepper. 
The  habits  of  some  of  these  people,  ac- 
cumulated through  centuries  of  heredity, 
are  about  as  easy  to  change  as  the  leopard’s 
spots.  It  will  require  several  generations 
of  evolutionary  change  to  produce  an  ideal 
condition  for  proper  prophylaxis.  As  in 
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other  things,  so  will  eternal  vigilance  bring 
success  here. 

Elimination  and  restoration  of  function 
constitute  our  curative  procedures.  Two 
distinctive  elements  interfere  with  these 
procedures : faulty  metabolism  and  perma- 
nent physical  changes. 

Under  faulty  metabolism,  we  have  to 
contend  with  poor  food,  alcoholism,  and 
constipation.  Under  permanent  physical 
changes : hepatic  derangement,  with  prob- 
ably intercellular  deposit  of  the  metal ; de- 
posit in  bones;  and  changes  in  cerebral, 
glandular,  and  sympathetic  nervous  sys- 
tem, with  the  consequent  anemia  mental 
attitudes,  effects  on  progeny,  and  local 
paralysis. 

Of  the  changes  in  the  central  nervous 
system  we  have  only  subjective  evidence, 
but  the  spinal  cord  and  local  nerve  trunks 
give  us  sufficient  objective  evidence  of 
their  involvement.  In  the  absence  of  post- 
mortem possibilities  and  competent  labora- 
tory investigations,  the  handling  of  the 
nerve  cases  is  rather  a haphazard  proce- 
dure. In  my  opinion,  when  we  have  a nerve 
block  in  one  of  the  trunk  lines,  there  is 
very  little  prospect  of  permanent  restora- 
tion. and  the  best  treatment  is  to  get  the 
sufferer  out  of  any  lead  environment,  elim- 
inate as  far  as  possible  the  already  accumu- 
lated lead  in  the  system  and  recommend  a 
complete  change  in  occupation.  Here  we 
have  to  contend  with  the  difficulty  of  doing 
without  the  services  of  a skilled  laborer, 
which  it  has  required  many  years  to  de- 
velop and  who  knows  no  other  means  of  ac- 
quiring a livelihood. 

These  are  some  of  the  problems  present- 
ed to  a physician  in  charge  of  the  largest 
lead  smelting  plant  in  the  world,  where 
eleven  hundred  men  are  employed  regular- 
ly, ninety-five  per  cent  of  whom  are  na- 
tives of  Mexico,  largely  drawn  from  the 
poorer  laboring  class.  With  seven  furnaces 
running  continuously,  producing  bullion  at 
the  rate  of  600,000  pounds  per  day,  our 
workmen  are  bathed  in  an  atmosphere  im- 
pregnated with  lead  fumes  and  are  con- 
stantly covered  with  lead  laden  dust  and 
precipitation.  In  1923  there  were  882  cases 
of  lead  poison  reported  in  this  institution. 

When  I took  charge  on  July  1,  1924, 
there  were  thirty  cases  reported  for  the 
month  of  June  and  137  for  the  year  to  date. 
My  predecessor  had  cleaned  up  considerably 
before  turning  over  the  job  to  me.  For  the 
balance  of  the  year  1924  we  had  only  twen- 
ty-eight cases,  bringing  up  the  year  to  165 
cases.  In  1925  we  got  along  with  twenty- 
nine  cases,  and  for  the  first  half  of  1926 


we  have  had  but  six  cases  to  report.  It 
would  seem  that  we  have  reached  a day  of 
fair  weather  but  there  is  the  constant  mut- 
tering of  distant  thunder,  and  small  dark 
clouds  of  approaching  storm  are  constantly 
seen  hovering  about  the  leaden  horizon. 

In  July,  1924,  I began  examining  all  the 
men  working  about  the  furnaces  for  indi- 
cation of  lead  poisoning,  and  found  in  each 
of  the  three  shifts,  from  ten  to  fifteen  who 
showed  signs  of  lead.  A survey  at  this 
time  showed  that  there  were  forty-five 
workmen  employed  in  the  plant,  who  had 
suffered  from  lead  poisoning  three  times  or 
more.  In  July  we  established  a prophylac- 
tic station  at  the  furnaces  and  installed 
therein  a Clague  Electric  Treatment  Unit. 
This  station  was  put  in  charge  of  a native 
workman  who  had  had  some  little  training 
in  the  local  company  hospital  and  he  was 
given  an  unlimited  supply  of  magnesium 
sulphate,  while  I visited  him  daily  for 
moral  support  and  instruction.  Each  labor- 
er who  showed  symptoms  of  lead  poisoning 
was  given  a half  hour  seance  with  the 
Clague  each  day  and  unless  he  could  prove 
a mighty  good  alibi,  he  was  given  about 
two  ounces  of  saturated  solution  of  magne- 
sium sulphate.  The  results  have  already 
been  shown. 

We  found  three  sources  of  lead  poisoning 
in  the  smelter:  the  bucking-room  m sam- 
pling mill  department  furnished  a few,  the 
D & L roasters  a few.  and  the  furnaces  the 
balance. 

When  we  get  a real  case  of  lead  colic, 
we  take  the  man  entirely  out  of  the  lead, 
give  him  the  Clague  baths  for  twenty-six 
days,  sufficient  salts  to  insure  compara- 
tively little  reabsorption  and  a Q.  S.  & I. 
tonic.  Some  of  our  bad  cases  cleared  up 
in  the  early  stages,  are  free  from  symptoms 
now,  and  are  performing  efficient  service. 
In  the  chronic  cases  that  show  no  other 
symptoms,  objective  or  subjective,  than  the 
local  paralysis,  we  give  high  frequency  elec- 
tric stimulation  and  massage  which  tempo- 
rarily relieve  some  of  the  symptoms,  and 
when  they  again  become  exaggerated,  the 
treatment  is  repeated.  These  cases  are 
generally  in  old  and  skilled  laborers  and 
they  can  be  given  a place  to  work  where 
the  probability  of  accumulating  more  lead 
in  their  system  is  reduced  to  the  minimum. 

We  have  public  hot  and  cold  shower 
baths  and  encourage  daily  bathing,  though 
the  encouragement  is  frequently  attended 
with  discouraging  results.  We  preach  and 
pray  for  sobriety  and  personal  hygiene  and 
practical  sanitation,  but  are  constantly 
haunted  by  the  thoughts  that  we  must  be 
wicked. 


JANUARY,  1927 


3 


The  Evaluation  of  Surgical  Risks  from  the  Standpoint 
of  the  General  Practitioner 

H.  R.  Carson,  M.  D. 

PHOENIX,  ARIZONA 


INTRODUCTION 

Please  allow  me  to  express  my  apprecia- 
tion to  the  surgeons  of  Phoenix  for  the 
wonderful  support  accorded  the  speaker  in 
physco  and  gas  anesthesia  work.  This  sup- 
port has  enabled  me  to  give  more  anes- 
thetics, which  increased  experience,  I trust, 
has  improved  my  efficiency  in  anesthesia 
to  their  patients.  At  least,  it  has  enabled 
me  to  earn  a sufficient  income  to  have  the 
means  to  attend  congresses  on  Anesthesia  of 
the  Associated  Anesthetists  of  the  United 
States  and  Canada,  where  anesthesia  prob- 
lems are  discussed;  to  visit  prominent  an- 
esthetists in  their  own  clinics  and  watch 
their  work;  to  subscribe  for  Current  Re- 
searches in  Anesthesia  and  Analgesia — the 
bi-monthly  published  by  the  International 
Anesthesia  Research  Society;  and  to  pur- 
chase the  best  in  gas  and  anesthetic  appli- 
ances. I am  proud  to  be  a member  of  the 
two  before-mentioned  associations — and  to 
be  known  as  an  anesthetist. 

Several  years  ago,  a bust  of  Dr.  Wm.  T. 
G.  Morton  was  placed  in  the  New  York  Uni- 
versity Hall  of  Fame,  Dr.  Morton  receiving 
the  same 'number  of  votes  as  Mark  Twain. 
This  honor  was  in  recognition  of  the  first 
public  demonstration  of  surgery  without 
pain,  at  Massachusetts  General  Hospital, 
October  13,  1846.  Dr.  Warren,  the  surgeon, 
remarked:  “Gentlemen,  this  is  no  humbug.” 
Dr.  Bigelow  said:  “I  have  seen  something 
today  that  will  go  around  the  world.” 

On  March  30,  1912,  the  University  of 
Pennsylvania  unveiled  a medallion  to  Dr. 
Crawford  W.  Long,  and  on  March  30,  1925, 
Georgia  unveiled,  in  Congressional  Hall  of 
Fame,  a statue  of  Long  as  one  of  her  two 
most  distinguished  citizens — a recognition 
of  the  first  anesthetic,  given  March  30, 
1842 — eighty-three  years  ago — to  James 
Venerable,  of  Jackson,  Georgia.  These  are 
the  only  two  doctors  so  honored  and  they 
belong  to  the  very  beginning  of  anesthesia. 

This  year  the  British  Medical  Society 
added  a Section  on  Anesthesia,  meeting  at 
Nottingham,  England,  on  July  20  to  23, 
with  Sam  Johnson  of  Toronto,  president 
and  F.  H.  McMechan  of  Avon  Lake,  Ohio, 
vice-president. 

(The  following  remarks,  down  to  “Dis- 
cussion’’ are  quoted  from  the  address  by  Dr. 
F.  H.  McMechan,  published  in  the  Journal 


of  the  Canadian  Medical  Association.  1925, 
XV.  1209-1217  and  other  journals)  : — 

Even  in  this,  the  fourth  era  of  surgery, 
the  family  doctor  is  still  all  too  often  called 
upon  to  answer  the  challenging  jibe — “The 
operation  was  a success  but  the  patient 
died !”  Hence  the  necessity  for  some  rou- 
tine way  in  which  the  family  doctor,  for 
his  own  guidance  and  his  professional  ad- 
vice to  others,  may  determine  a given  pa- 
tient’s fitness  for  operation  and  more  ac- 
curately forecast  the  probable  result.  The 
basic  problem  is  really  an  evaluation  of  the 
patient’s  reserve  vitality,  which,  after  all, 
is  the  paramount  factor  in  recovery. 

SAFETY  FIRST 

In  preventing  needless  deaths,  the  inter- 
national Anaesthesia  Research  Society  has 
established  certain  essentials  of  safety-first 
for  its  uniform  anaesthesia  record.  These 
essentials  are: — 

1.  — The  determination  of  surgical  risk 
before  operation. 

2.  — Five-minute  blood  pressure  guides, 
and  protection  during  the  entire  operative 
period. 

3.  — Remedial  therapy  and  after-care 
based  on  the  degree  of  circulatory  depres- 
sion. 

Classification  of  Risks. — A.  H.  Miller,  of 
Providence,  R.  I.,  of  the  Anaesthesia  Re- 
search Society  Record  Committee,  has  clas- 
sified surgical  risks  and  tabulated  the  com- 
parative death  rates  in  1,000  unselected 
cases  from  the  files  of  a large  general  hos- 
pital as  follows: — 

CHART  i 

A,  B and  C Risks — Comparative  Death  Rates. 

A.  Good  Risks — Patients  free  from  organic  disease, 
whose  surgical  condition  is  not  likely  to  prove  dangerous. 

Cases  734  Deaths  2 Death  Rate  0.2% 


B.  Fair  Risks — Patients  suffering  from  organic  dis- 
ease, but  whose  surgical  condition  is  not  especially 
serious. 


Cases  179  Deaths  14  Death  Rate  7.82% 


C.  Poor  Risks— Patients  whose  surgical  condition  or 
organic  disease  (or  both)  is  so  serious  or  so  far  ad- 
vanced as  likely  to  result  in  fatality. 


Cases  87  Deaths  29  Death  Rate  33.33% 


Total  of  1,000  Unselected  Cases 


Cases  1,000  Deaths  45  Death  Rate  4.5% 


Read  before  the  Arizona  State  Medical  Association,  held  an  Grobe,  Arizona,  April  26  to 
28,  1926;  also  before  the  Maricopa  County  Medical  Society  in  Phoenix,  Arizona. 


4 


SOUTHWESTERN  MEDICINE 


These  contrasting  figures  are  quite  strik- 
ing and  point  the  lesson  that  if  a lot  of  ex- 
plaining about  unexpected  deaths  is  to  be 
avoided,  patients  must  be  very  accurately 
classified  and  evaluated  as  to  their  surgical 
risk  before  operation. 

KNOWN  COMPLICATING  FACTORS 
In  determining  risk,  certain  known  and 
complicating  factors  are  usually  available 
for  evaluation.  Thus  as  'height  and  weight 
depart  from  insurance  averages  and  as  age 
lies  in  the  extremes  of  life,  the  hazard  in- 
creases proportionately.  The  operation  to 
be  done  may  be  slight  or  extensive;  easy 
or  difficult ; brief  or  prolonged ; safe  or  dan- 
gerous ; elective  or  emergency ; and  the  risk 
varies  accordingly.  The  patient  may  be 
otherwise  in  the  best  of  health ; or  on  the 
contrary  may  have  organic  disease,  with  a 
grave  pathological  condition,  and  the  pros- 
pects of  a successful  operation  and  safe  re- 
covery are  directly  influenced  by  such  com- 
plications. The  operating  team  using  all 
the  resources  of  physiological  surgery  and 
anaesthesia  will  save  more  poor  risk  pa- 
tients than  will  one  of  lesser  calibre  and 
cruder  methods. 

But  apart  from  such  general  considera- 
tions, which  are  commonly  known  to  the 
family  doctor  who  refers  the  case,  are  there 
really  definite  indices  by  means  of  which 
surgical  risk  and  reserve  vitality  may  be 
more  basically  evaluated?  I hope  to  show 
that  there  are  such  in  relation  to  both  the 
circulatory  and  respiratory  functions. 
DIAGNOSTIC  AND  PROGNOSTIC  INDICES 
Moots’  Index  for  Operability. — The  first 
of  these  important  indices  is  Moots’  index 
for  operability,  whcih  is  secured  by  divid- 
ing the  diastolic  pressure  into  the  pulse 
pressure  and  thus  securing  the  pressure 
ratio  per  cent,  Ohart  II. 

CHART  II 

MOOTS'  INDEX  FOR  OPERABILITY 


Pulse  Pressure  _ Pressure  Ratio  per  cent  or 
Diastolic  Pressure  — Index  for  Operability 

40  ' 75  20 

£q-=50%  (Normal)  jQQ=75%gQ-=25%' 


Moots’  Rule — If  the  pressure  ratio  iis  high  or  low 
there  is  reason  to  apprehend  danger.  If  the  pres- 
sure ratio  lies  between  25 %<  and  75%,  the  case  is 
probably  operable;  if  outside  these  limits  it  is 
probably  inoperable. 


Pressure  Comparative 

Ratio  Per  Cent  Death  Rates 


75%  plus 
60-75% 
40-60% 
40-25% 
25%  minus 


Index  oj 
Operability 
23%  Prob.  inoperable 
10%  Prob.  operable 
3%  Safely  operable 
10%  Prob.  operable 
23%  Prob.  inoperable 


Any  family  doctor  who  takes  blood  pres- 


sures, can  determine  this  index  for  opera- 
bility and  evaluate  a given  patient’s 
chances  accordingly. 

DEGREES  OF  CIRCULATORY  DEPRESSION 

However,  what  happens  during  an  opera- 
tion may  invalidate  any  assurance  of 
safety-first  under  Moots’  index,  and  for 
this  reason  the  Anaesthesia  Research  So- 
ciety insists  upon  five-minute  blood  pres- 
sure guides  and  protection  during  the  en- 
tire operative  period  and  has  established 
certain  degrees  of  circulatory  depression 
for  the  information  of  the  surgical  team. 
These  are: — 

1.  — Safe. — Fifteen  per  cent  increase  in 
pulse  rate  without  increase  in  blood  pres- 
sures ; or  10  per  cent  decrease  in  blood  pres- 
sures without  a decrease  in  pulse  rate. 

2.  — Dangerous. — Twenty-five  per  cent  in- 
crease in  pulse  rate  plus  10  to  25  per  cent 
decrease  in  blood  pressures. 

3.  — Shock. — A pulse  rate  of  100  and  ris- 
ing with  progressively  falling  blood  pres- 
sures reaching  a systolic  of  80  mm.  and  a 
pulse  pressure  of  20  mm.  or  less. 

If  shock  continues  for  thirty  minutes  or 
more  during  operation,  without  effective 
remedial  measures,  death  is  almost  inevit- 
able in  twenty-four  to  seventy-two  hours. 
This  guide  discloses  the  onset  of  shock  at 
least  twenty  minutes  before  it  is  indicated 
in  any  other  way,  thus  providing  this  avail- 
able time  period  for  safety-first  measures. 

In  those  of  the  1,000  cases  reviewed  by 
Miller,  that  were  in  shock  for  thirty  min- 
utes or  more,  the  mortality  was  69.23  per 
cent,  surely  a striking  prognostic  warning. 

THE  NEWER  SHOCK  INDEX 

Now  is  there  some  workaday  index  for 
forecasting  shock  before  operation  and  for 
being  prepared  to  combat  its  probable  oc- 
currence in  connection  with  any  given  pa- 
tient and  surgical  procedure?  It  would 
seem  that  Froes  and  Declairfayt  have  pro- 
vided such  an  index ; and  the  erythrocyte 
count  and  the  haemoglobin  percentage  are 
the  only  additional  data  required,  and  these 
are  usually  readily  secured  by  the  family 
doctor  for  further  evaluation  after  the  pa- 
tient reaches  the  hospital. 

Froes  has  modified  the  Declairfayt  quo- 
tient and  extols  the  dependability  of  the 
newer  shock  index  thus  obtained.  Froes 
multiplies  the  systolic  pressure  by  100,  and 
divides  the  product  by  the  haemoglobin  per- 
centage multiplied  by  the  figure  represent- 
ing the  hundred  thousands  of  erythrocytes. 

For  instance,  in  a patient  with  a systolic 
pressure  of  170  mm.,  erythrocytes  3,600,000 
and  haemoglobin  67  per  cent  the  formula 
would  be: — 
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the  condition  of  the  patient  and  operability, 
is  of  great  diagnosic  and  prognostic  signifi- 
cance. 

GROVER'S  BLOOD  PRESSURE  KEY  AND  ITS 
INTERPRETATIONS 

Perhaps  it  is  already  realized  that  the  in- 
dices for  surgical  risk  and  operability,  so 
far  presented,  bear  a definite  relationship 
to  the  circulatory  evaluations  which  the 
family  doctor  makes  in  his  daily  practice 
and  this  becomes  all  the  plainer  when  such 
relationships  to  diseased  conditions  and 
grave  pathology  are  more  closely  investi- 
gated. 

B.  B.  Grover,  of  Colorado  Springs,  has 
condensed  years  of  clinical  experience  into 
a blood  pressure  key  which  presents  rising 
and  falling  ranges  of  the  systolic  and  di- 
astolic pressures  in  relation  to  each  other 
and  various  pulse  rates  as  well  as  in  con- 
nection with  the  conditions  of  disease  or 
pathology  which  they  suggest,  (see  Chart 
IV). 

To  make  Grover’s  key  of  more  practical 
value,  and  to  visualize  its  interpretation 
and  suggestions,  his  figures  in  each  set  of 
ranges  have  been  worked  out  in  detail,  and 
the  pressure  ratio  per  cent  (Moots’  index 
for  operability)  and  the  energy  index  have 
been  included.  To  appreciate  the  signifi- 
cance of  these  pertinent  indices  of  evalua- 
tion it  should  be  recalled  that  40  to  60  per 
cent  is  the  safely  operable  range  for  Moots’ 
index  and  12  to  18  per  cent  for  the  energy 
index.  It  will  then  be  seen  how  conditions 
of  disease  and  pathology  place  these  indices 
in  the  probably  operable  or  inoperable  rang- 
es, (see  Chart  V). 


CHART  IV. 

BLOOD  PRESSURE  KEY  (Grover) 


60—90 

92—100 

112—140 

142—190 

192—280 

110-170  90-110  74-90  50-72  10-50 

Copyrighted 

1923 

By 

B.  B.  Grover 
M.  D. 

50—70  4 

72—86  4 

88—120  5 

50—70  4 

70—86  4 

88—120  5 

72—86  13 

88—120  1 

50—70  2 

72—86  9 

88—120  5 

50—70  4 

72—86  4 

88—120  5 

72 — 86  6 

88—120  7 

Normal 

50—70  10 

72—86  10 

88—120  14 

50—70  10 

72—86  10 

88—120  14 

90—120  8 

50—70  2 

72—86  15 

120—150  12 

50—70  2 

11 

50—70  11 

90—120  8 

60—80  3 

15 

15 

Pulse  rates — 50-70,  72-86,  88-120.  Indicated  conditions — 1-15. 


170x  100  2412 

36  x 67  “17000“  7 P US 

This  numeral  7 seems  to  be  the  extreme 
limit  for  safety.  With  any  numeral  product 
above  this  figure,  shock  is  almost  inevit- 
able. 

Surely  so  simple  and  available  an  index 
is  worthy  of  routine  use  in  preparing  for 
shock  in  advance  and  in  an  effort  to  reduce 
the  excessive  death  rate  that  follows  in  its 
wake. 

THE  ENERGY  INDEX 

In  evaluating  reserve  vitality  from  the 
circulatory  viewpoint,  we  are  all  too  prone 
to  overlook  the  significance  of  the  pulse 
rate  and  this  leads  us  to  a consideration  of 
the  energy  index  as  an  aid  in  determining 
operative  risk.  The  energy  index  is  the 
sum  of  the  systolic  and  diastolic  pressures 
times  the  pulse  rate.  (Chart  III) 

ENERGY  INDEX 

Systolie-rDiastolicx  Pulse  Rate=Energy  Index 

120  + 80  X 72  =14,500  mm.  Hg. 

per  minute 

Note — Numerals  of  thousands  only  used  as  Index. 

Energy  Index  of 

Condition  Index  Operability 

Increasing  0 — 6 Probably  inoperable 

Cardiac  Weakness  6 — 12  Probably  operable 

Normal  12 — 18  Safely  operable 

Increasing  18 — 24  Probably  operable 

Circulatory  Load..  24 — 30  Probably  inoperable 

Note. — In  this  index  the  systolic  pressure  and 
pulse  rate  ishow  heart  capacity;  and  the  diastolic 
end  resistance,  in  terms  of  mm.  of  Hg.  energy  ex- 
pended for  each  minute. 

Again,  as  presented  graphically,  it  is  evi- 
dent that  the  energy  index,  in  relation  to 
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CHART  V 

BLOOD  PRESSURE  KEY  (Grover) —RANGES  AND  INDICATIONS 


Systolic 

Diastolic 

Pulse  Pressure 

Ratio  % 

Pulse  Rate 

Energy 

Index 

N 

112—140 

74—90 

38—50 

51—55 

72—86 

12—18 

Normal 

readings. 

1 

112—140 

90—100 

22—30 

24—27 

88—120 

18 — 30 

Poor  Myocardium  and 

Incipient  Dilatation. 

2 

112—140 

50—72 

62—68 

125—94 

50—70 

8 — 15 

142—190 

90—110 

52—80 

57—72 

50—70 

12 — 25 

192—280 

50—72 

142—208 

284—275 

50—70 

18—31 

Overworked  Heart  and 

Incipient  Hypertrophy. 

3 

112—140 

10—50 

102—90 

102—180 

60—80 

7—15 

Aortic 

Insufficiency. 

4 

142—190 

110—170 

32—20 

29—11 

50—70 

12—25 

142—190 

110—170 

32 — 20 

29—11 

72—86 

18—31 

192—280 

90—110 

102—170 

113—154 

50—70 

14—27 

192—280 

90—110 

102—170 

113—154 

72—86 

20 — 33 

192—280 

110—170 

82—110 

74—64 

50—70 

15—27 

192—280 

110—170 

82—110 

74—64 

72—86 

22—34 

Intracranial  Tension;  Arteriosclerosis;  Cardio-Vascular  Disease; 

Readings  before 

Apoplexy. 

5 

142—190 

90—110 

52—80 

57—72 

88—120 

19 — 36 

142—190 

110—170 

32—20 

29—11 

88—120 

22—43 

192—280 

90—110 

102—170 

113—154 

88—120 

22—46 

192—280 

110—170 

82—110 

74—64 

88—120 

27—54 

Failing 

Myocardium ; Gardio-Vascular-Renal 

Disease;  Readings 

after  Apoplexy. 

6 

92—110 

74—90 

18—30 

24—33 

72—86 

12—17 

Neuroses. 

7 

92—110 

74—90 

18—30 

24—33 

88—120 

15—24 

Cardiac 

Insufficiency; 

Tuberculosis ; l nf  ections. 

8 

92—110 

10—50 

82—60 

82—120 

90—120 

9 — 19 

92—110 

50—72 

42—38 

84—152 

90—120 

13—22 

Blood 

Dysorasias;  Tuberculosis;  Typhoid; 

Septic  Endocarditis. 

9 

142—190 

90—110 

52—80 

56—72 

72—86 

17—26 

Cardio-Vascular  Strain; 

Cardio-Vascuia.r-Renal  Disease,  Incipient. 

10 

142—190 

74—90 

68—100 

92—111 

50—70 

11—20 

142—190 

74—90 

68—100 

92—111 

72 — 86 

16—26 

192—280 

74—90 

118—190 

140—211 

50—70 

13—16 

192—280 

74—90 

118—190 

140—211 

72—86 

17—32 

Hyperpiesia;  Neuritis; 

Worry;  Overwork; 

Climacteric. 

11 

60—90 

10—50 

50—40 

500—80 

72—86 

5—12 

92—110 

10—50 

80—60 

800—120 

72—86 

7—13 

Toxicosis;  Incipient  Cardiac  Failure. 

12 

142—190 

50—72 

92—118 

184—163 

120—150 

23—39 

Toxic  Thyroid  Endocrine  Dysfunction. 

13 

113—140 

90—110 

22 — 30 

24—27 

72—86 

15—22 

Kidney 

Dysfunction  and  Albuminuria. 

14 

142—190 

74—90 

68—100 

91—111 

88—120 

19 — 33 

192—280 

74—90 

118—190 

159—211 

88—120 

23—44 

Nervous  Hypertension. 

15 

142—190 

10—50 

132—140 

1320—280 

72—86 

11 — 21 

142—190 

50—72 

92 — 118 

184—162 

72—86 

13 — 22 

192—280 

10—50 

182—230 

1182—460 

72—86 

15 — 22 

When  persisting  points  to  heart  failure. 


THE  BREATH-HOLDING  TEST 

The  reactions  of  the  respiratory  function 
are  also  of  vital  importance,  for  basically 
they  gauge  the  acid-base  balance  of  blood 
and  tissue  chemistry  in  terms  of  health, 
function,  disease  and  pathology  and  thus 
become  a means  of  evaluating  operative 
risk  in  relation  to  reserve  vitality. 

The  respiratory  function  has  a para- 
mount index — the  breath-fiolding  test, 
which  may  be  made  on  any  patient  by  any 
family  doctor.  Yandell  Henderson  gives 
the  following  directions  for  making  the 
test : — 

1.  Sit  quiet  for  five  minutes. 

2.  Take  a full,  but  not  too  deep  breath. 


3.  Hold  it  with  mouth  and  nostrils 
closed. 

4.  — Note  time  (breath  is  held)  in  seconds. 

Roughly  a breath-holding  test  of  forty- 

five  seconds  or  over  indicates  normal 
health.  Candidates  who  could  not  hold 
their  breath  forty-five  seconds  were  reject- 
ed as  unfit  for  the  French  Aviation  Serv- 
ice; and  this  is  significant,  as  under  anaes- 
thesia and  operation  patients  have  to  with- 
stand many  of  the  same  bodily  reactions 
as  are  endured  in  high  flying. 

That  this  test  should  be  a delicate  and  an 
accurate  gauge  of  blood  and  tissue  chemis- 
try is  not  surprising  in  the  light  of  Hal- 
dane’s dictum — “That  a deficiency  of  one 
part  by  weight  of  ionized  hydrogen  in  one- 
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billionth  dilution  of  blood  completely  sus- 
pends the  activity  of  the  respiratory  cen- 
tre.” 

As  the  breath-holding-  test  decreases  we 
have  the  indications  for  (1)  beginning-  alka- 
lemia,  acidemia  (ketonemia,  acetonemia), 
and  aminemia  (amino  acids)  ; (2)  which 
become  mild  alkalosis,  acidosis  and  amino- 
sis;  (3)  and  these  conditions  become  grave 
and  (4)  hazardous  as  the  breath-holding 
capacity  becomes  nil,  (see  Chart  VI.) 

The  breath-holding  test  bears  a parallel 


relationship  to  the  vital  capacity.  For  clin- 
ical purposes  the  vital  capacity  in  c.  c.  is 
usually  100  times  the  breath-holding  test 
in  seconds.  Thus  a normal  test  would  pred- 
icate a minimum  vital  capacity  of  3,500 
c.c.  in  the  average  male  and  3,000  c.  c.  in  the 
female ; whereas  a test  of  ten  to  fifteen 
seconds  would  indicate  a vital  capacity  of 
1,500  c.  c.  or  less. 

Paients  with  cardiac  disease  can  lead  a 
normal  life  if  their  vital  capacity  is  above 
90  per  cent;  a vital  capacity  of  70  ner  cent 


CHART  VI 

RESPIRATORY  EVALUATION  OF  OPERATIVE  RISKS 


Breath 

Holding 

Vital  Capacity 

Operative 

Resp. 

Rate 

Pulse 

Rate 

Seconds 

Condition 

M.  c.  c.  F. 

Indication 

Risk 

Inc.  Dec. 

1 nc. 

Dec. 

50 

3,500  3,000 

18 

16 

72 

68 

45 

Normal 

Normal 

J 

Safely 

40 

Alkaiemia 

3.000  2,500 

Operable 

24 

14 

86 

64 

Acidemia 

Restricted 

35 

Aminemia 

00%' 

Activity 

Probably 

30 

Mild 

Alkalosis 

2,500  2,000 

> 

Operable 

30 

12 

100 

60 

25 

Acidosis 

70% 

Dyspnoea 

Aminosis 

Hvperpnoea 

20 

2,000  1,500 

36 

10 

114 

56 

Beginning 

15 

Grave 

Decompensation 

10 

1,500  1,000 

► 

Probably 

Inoperable 

42 

8 

128 

52 

5 

Hazardous 

40%' 

Decompensation 

0 

1,000  500 

J 

48 

6 

142 

48 

Note. — The  Vital  Capacity  in  c.  c.  is  usually  100  times  the  Breath  Holding  Test  in  seconds. 


CHART  VII 

EVALUATIONS  OF  PATIENTS  FOR  ORAL  SURGERY  (Jones) 


B.  H. 

Ratio 

Pulse 

Energy 

Haemoglobin 

No. 

Condition 

Secs. 

Sys.  Dias. 

P.  P. 

% 

Rate 

1 ndex 

% 

1 

Dial)  tes 

..16 

108 

SO 

2 

Diabetes 

..35 

( Operation  for 

gangrene) 

5+%'  Sugar 

3 

Goitre 

...10 

142  95 

47 

49 

110 

26 

70 

4 

Goitre 

...10 

145  67 

78 

116 

150 

22 

70 

5 

Goitre 

...25 

123  82 

41 

50 

112 

23 

70 

6 

Anaemia 

...15 

152  74 

78 

100 

96 

20 

60 

7 

Mit.  Mur 

..  14 

182  62 

120 

195 

110 

27 

70 

8 

Mit.  Regurg 

..40 

115  65 

50 

76 

92 

14 

(Compensating) 

9 

Tuberculosis 

..12 

98  78 

20 

258 

110 

18 

10 

Tuberculosis 

...15 

104  64 

40 

62 

100 

17 

ii 

Pus 

-.20 

120  62 

58 

93 

104 

19 

12 

Sepsis 

..  12 

148  100 

48 

48 

94 

23 

13 

Cellulitis 

.15 

(Temp.  102.4°) 

120 

means  a restricted  life  and  limited  work; 
below  70  per  cent  dyspnoea  comes  on  from 
moderate  exertion  and  at  40  per  cent  dys- 
pnoea is  pronounced  and  decompensation 
is  present  or  readily  occurs. 

It  is  also  informative  to  check  up  the 
respiratory  and  pulse  rate  with  the  breath- 
holding test  and  vital  capacity,  remember- 
ing that  either  or  both  may  be  increased  or 
decreased  from  normal  and  that  operative 
risk  lies  in  the  different  ranges  as  indicat- 
ed. 


The  Breath-Holding  Test  in  Dentistry. — 

That  this  test  is  a valuable  clinical  guide 
may  be  seen  in  the  data  of  W.  I.  -Jones  of 
Columbus,  O.,  in  which  ten  poor-risk  dental 
and  three  poor-risk  surgical  patients  were 
disclosed  in  the  first  fifty  thus  examined, 
(Chart  VII.)  Note  the  striking  difference 
in  the  two  diabetics  (1  and  2)  ; the  latter 
with  considerable  sugar  in  the  urine  but  a 
test  of  thirty-five  seconds,  indicating  good 
renal  permeability  and  fair  surgical  risk 
for  amputation;  the  former  showing  a test 
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CHART  VIII 


RESULTS 

IN  B AND  C OPERATIVE  RISKS  (Ruth! 

R isks 

No. 

Deaths 

D.  Rate 

Av.  D.  Rate  (1.000) 

B 

40 

3 

7.5% 

7.82% 

C 

15 

3 

20.  % 

33.+% 

Age — Years 

B. 

Risks 

Deaths 

C.  Risks 

Deaths 

20—40 

11 

3 

40—60 

15 

l 

5 

1 

60—80 

14 

2 

7 

2 

Duration 

C. 

Risks 

Deaths 

C.  Risks 

Deaths 

Average 

55  + mins. 

70 

mins. 

57+mins. 

98  mins. 

Shortest 

13 

mins. 

80 

mins. 

10  mins. 

100  mins. 

Longest 

115 

mins. 

90 

mins. 

145  mins. 

145  mins. 

B.  H.  Test 

B. 

Risks 

Deaths 

C.  Risks 

Deaths 

Seconds 

50—40 

8 

40—30 

6 

i 

30—20 

10 

i 

5 

1 

20—10 

15 

i 

7 

2 

No 

Record 

1 

3 

P.  Ratio  % 

B. 

Riskh 

Deaths 

C.  Risks 

Deaths 

75  + 

10 

8 

1 

60—75 

10 

3 

4 

1 

40—60 

25—40 

20 

3 

1 

25— 

Energy  Index 

B. 

Risks 

1 

Deaths 

C.  Risks 

Deaths 

0—6 

6—12 

13 

1 

2 

12—18 

12 

3 

1 

18—24 

21 

*> 

6 

2 

24  + 

4 

4 

CHART  VIII — Continued 

RESULTS 

IN  B AND  C OPERATIVE  RISKS  (Ruth) 

Cardiac  Reactions 

Sys 

Dias 

P.  P. 

P.  Ratio  % 

P.  R. 

E.  1. 

B. 

A. 

B. 

A. 

Remarks 

N 

120 

80 

40 

50% 

72 

15 

R 

3 

2 

1 

1+ 

1% 

Vs 

B 

148 

82 

56 

60 

53 

72 

16 

18 

Myoeard.  Deg. 

*146 

84 

62 

73 

100 

82 

19 

24 

Died  Card.  Fail. 

142 

94 

48 

60 

52 

88 

21 

14 

Myoeard.  Deg. 

124 

80 

44 

55 

44 

108 

22 

23 

Mit.  Regnrg. 

124 

80 

44 

55 

27 

84 

17 

19 

Myoeard.  Deg. 

C 

210 

96 

104 

118 

91 

84 

26 

26 

My.  Deg.  Caf.  Saline 

168 

92 

76 

82 

28 

80 

21 

18 

My.  Deg.  Collapse 

162 

72 

90 

130 

43 

40 

9 

14 

Heart  Block 

*148 

90 

58 

64 

41 

92 

22 

15 

My.  Dg.  3rd  day.  Emb. 

*118 

66 

52 

79 

45 

76 

13 

20 

My.  Dg.  D.  4th.  day.  Acul< 

*110 

72 

48 

52 

24 

10S 

20 

21 

My.  D.  Jaun.  ch.  Neph. 

2d  day 

144 

54 

90 

166 

290 

60 

10 

25 

Mit.  Sten.  and  Regurg. 

Decomp. 

176 

100 

76 

76 

48 

130 

36 

29 

B.  M.  R.  50  + %' 

138 

90 

48 

53 

90 

118 

27 

26 

B.  M.  R.  50  + % 

of 

sixteen  seconds 

indicating 

a grave  an-  teen  to  eighteen 

seconds.  Consider 

aesthetic  risk,  although 

walking  into  the  three  circulatory 

cases  <6,  7 and  8) 

Ft. 


the 


Cental  clinic  for  an  examination. 

Note  the  three  goitre  cases  (3,  4 and  5) 
and  see  how  the  test  predicates  the  other 
reactions  of  a more  searching  examination 
to  determine  surgical  risk  and  operability. 
French  observers  have  recently  noted  that 
the  average  test  in  goitre  patients  is  fif- 


contrast  the  mitral  regurgitation  patient, 
whose  booming  murmur  seemingly  could  be 
heard  across  the  room,  with  the  more  seri- 
ous anaemic  and  the  very  grave  mitral  risk 
with  an  operative  index  of  195  per  cent. 
This  test  again  points  the  finger  of  warn- 
ing. The  tuberculosis  cases  (9  and  10) 


JANUARY,  1927 


CHART  IX 


9 


were  anything  but  “good-risk”  patients  tor 
operation  or  anaesthesia  and  yet  they  had 
little  or  no  appreciation  of  the  gravity  of 
their  condition.  It  is  also  interesting  to 
note  the  effects  of  pus,  sepsis  and  cellulitis 
on  the  breath-holding  capacity  (11,  12  and 
13. 

The  Breath-Holding  Test  in  the  Tox- 
aemias of  Pregnancy. — Very  recently  Fitz- 
Patrick,  of  Chicago,  has  reported  on  the  re- 
sults of  the  test  in  871  obstetrical  cases 
primiparae  and  multiparae  of  all  ages,  in- 
cluding the  various  complications  found  be- 
fore and  subsequent  to  pregnancy: — 

1.  — The  average  parturient  woman  has  a 
test  of  twenty-five  seconds. 

2.  — The  shortest  test  (three  seconds) 
was  found  in  a primipara,  forty-four  years 
of  age,  weighing  180  pounds,  who  had  a 
cardio-renal  insufficiency,  with  general 
venous  stasis,  and  who  gave  a history  of 
“rose  fever”  in  her  younger  life. 

3.  — The  longest  test  (sixty-five  seconds) 
was  found  in  a pi'imipara  twenty-four  years 
of  age,  who  held  the  hurdling  champion- 
ship for  girl  athletics  in  her  state 

4.  — The  average  cardio-nephritic  preg- 
nant woman  has  a test  of  eleven  seconds. 

5.  — The  toxaemias  of  pregnancy  due  to 
faulty  excretion  showed  a test  of  eighteen 
seconds,  while  those  due  to  faulty  secretion 
showed  a test  of  fifteen  seconds. 

Fitz-Patrick  concludes: — (1)  That  the 
average  pregnant  woman  has  a test  of  at 
least  twenty-five  seconds.  Any  reduction 
below  this  point  demands  an  explanation : 
(2)  The  pregnant  woman  with  an  apnoeic 
pause  of  fifteen  seconds  has  an  organic  le- 
sion, is  a poor  surgical  risk,  and  should  be 
given  an  anaesthetic  only  by  a professional 
anaesthetist,  nitrous  oxide-oxygen  and 
ethylene-oxygen  being  the  anaesthetics  of 
cho;ce,  and  the  individual  oxygen  need  be- 
inv  determined  and  fully  supplied. 

CORNELL  TEST  FOR  DISCLOSING  INCIPIENT 
NEPHRITICS 

It  should  be  recalled  that  all  breathless- 
ness is  not  necessarily  of  cardiac  origin. 
Patients  who  become  breathless  after  brief 
exertion  should  be  given  Cornell’s  test  for 
the  acidemia  of  incipient  nephritis  as  a 
prelude  to  a more  searching  examination. 
Beaumont  Cornell,  of  Brockville,  Ont.,  has 
shown  t^at  in  ninety-five  out  of  100  cases, 
in  which  undisclosed  nephritis  has  been 
rresent  under  three  years,  there  is  a non- 
cardiac form  of  dyspnoea  associated  with 
mild  exertion.  Cornell’s  charting  of  the 
average  respiratory  and  pulse  rate  response 
to  exercise  in  100  cases  of  early  chronic 
nephritis  is  of  very  pertinent  interest, 
(Chart  VIII). 
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Following  brief  exercise  the  respiratory 
and  the  pulse  rate  both  rise  abruptly.  The 
pulse  rate  comes  back  to  normal  almost  at 
once;  the  respiratory  rate  only  after  seven 
or  eight  minutes.  Cornell  has  found 
that : — 

1.  — Although  not  more  than  20  per  cent 
of  patients,  complain  of  this  dyspnoea,  95 
per  cent  admit  having  it  when  questioned. 

2.  — This  dyspnoea  has  no  accompanying 
cyanosis  and  is  usually  relieved  by  four 
twenty-grain  doses  of  sodium  bicarbonate. 

3.  — Fifty  per  cent  of  cases  note  red.  blue, 
green  or  prismatic  colour  change  of  the 
White  electric  bulb  during  this  sort  of 
dyspnoea. 

4.  — The  degree  of  dvspnoea  coincides 
more  closely  with  the  acidemia  of  the  res- 
piratory centre  than  the  phthalein  output. 

Unless  such  chronic  nephritics  are  dis- 
closed before  operation  they  may  account 
for  some  of  the  needless  and  preventable 
deaths  from  post-operative  kidney  dysfunc- 
tion. 

VAGOTONIA  AND  SYMPATHICOTONIA 

H.  D.  McIntyre,  of  Cincinnati,  O..  is  using 
a cardio-respiratory  test  for  evaluating  cer- 
tain types  of  vagotonic  and  sympathico- 
tonic patients  in  relation  to  therapy  and 
operability.  The  McIntyre  test  is  made  by 
attaching  the  blood  pressure  apparatus  to 
the  arm  and  setting  it  to  record  the  sys- 
tolic pressure.  The  patient  then  takes  a 
deep  inspiration  and  holds  the  breath  for 
thirty  seconds,  with  the  results  in  normal, 
sympathicotonic  and  vagatonic  types  of  pa- 
tients as  indicated,  (Chart  IX),  the  blood 
pressure  changes  being  noted  at  five-second 
intervals. 

McIntyre  has  found  in  patients  suffer- 
ing from  profound  mental  depression  fol- 
lowing epidemic,  septic  and  toxic  conditions 
that  vagotonics  showed  serious  drops  in  the 
systolic  pressure  during  the  thirty  sec- 
onds interval  of  the  breath  holding.  This 
vagotonic  reaction  is  reversible  by  the  use 
of  atropin  and  thyroid  and  the  test  may 
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serve  to  disclose  and  evaluate  those  patients 
whose  adrenalin  reserve  is  not  sufficient  to 
withstand  operation  safely  without  prelim- 
inary atropin  and  thyroid  therapy. 

RESULTS  IN  B AND  C OPERATIVE  RISKS 

Do  the  methods  of  evaluating  reserve  vi- 
tality and  the  indices  for  determining  surgi- 
cal risk  and  operability,  as  presented,  hold 
good  in  practical  use?  Henry  S.  Ruth,  of 
Philadelphia,  has  recently  put  them  to  a 
routine  test  and  the  results  in  several  hun- 
dred consecutive  operations  speak  for  them- 
selves. 

The  A risks  are  not  charted  or  summar- 
ized as  there  were  no  deaths  and  practical- 
ly all  cases  were  so-called  uneventful  recov- 
eries. The  results  in  the  B and  C risks, 
however,  would  seem  to  support  our  con- 
tentions, (Chart  X). 

SUMMARY  AND  CONCLUSIONS 

It  is  interesting  to  note  in  Ruth’s  results 
that  the  patients  who  died  following  opera- 
tion, except  in  one  instance,  were  in  such 
classification  under  all  the  tests  as  to  make 
the  prognosis  not  only  unfavorable  but  al- 
most inevitably  against  recovery.  The  one 
patient  challenging  the  other  results  died 
of  uremia. 

The  cardiac  cases  with  breath-holding 
tests  approaching  the  normal  withstood 
operation  fairly  well.  Those  whose  breath- 
holding test  was  low  either  were  among 
those  who  died  or  who  had  a very  pre- 
carious recovery.  From  the  charted  car- 
diac reactions  it  may  be  noted  that  the 
pressure  ratio  per  cent  and  energy  index 
may  either  or  both  improve  or  become 


worse  during  operation.  A change  in  eith- 
er is  not  necessarily  very  detrimental,  but 
a change  for  the  worse  in  both  would  seem 
to  be  disastrous.” 

DISCUSSION 

The  anesthetic  is  given  to  enable  the 
surgeon  to  perform  an  operation. 

The  surgeon  is  legally  responsible  for 
the  acts  of  the  anesthetist,  if  the  surgeon 
engages  him.  The  surgeon  and  anesthetist 
are  on  the  same  footing,  sharing  equally 
the  responsibility,  if  the  anesthetist  has 
been  specially  called  by  the  patient  or  the 
practitioner. 

If  doctors  and  nurses  were  members  of 
a labor  union,  a strike  would  be  called  if 
the  health  of  the  surgical  team  were 
jeopardized  as  we  allow  our  health  and  effi- 
ciency to  be  undermined  by  breathing  an- 
esthetic vapors  and  gas.  The  operating 
rooms  should  have  forced  draft  ventilation 
to  carry  off  the  ether  and  ethylene  from 
the  room,  with  a suction  intake  pipe  at  the 
mask  or  face  piece,  where  the  vapors  and 
gas  are  being  eliminated.  Some  German 
hospitals  are  so  equipped. 

The  anesthetist  is  asked  to  add  a toxic 
substance  to  the  already  diseased  cell  (B 
and  C risks  especially  diseased),  carry  this 
diseased  cell  further  toward  death,  and  then 
return  it  to  as  near  the  starting  point  as 
possible — while  the  patient  by  fear,  and 
the  surgeon  by  trauma  and  hemorrhage, 
further  depresses  this  diseased  cell.  There- 
fore, control  your  patient’s  fear  by  assur- 
ance and  hypo  (preferable  morphine  1/6  to 
1/4  with  scopalomine  1/150),  handle  your 
tissues  as  gently  as  possible  (especially  the 
peritoneum,  and  add  as  little  of  the  least 
toxic  agent  for  as  short  a time  as  possible 
to  perform  the  needed  surgery.  A variable 
anaesthesia — deep  only  when  necessary — 
should  be  the  aim  to  strive  to  obtain. 

In  infiltration  anesthesia  (and  it  should 
not  be  called  local  anesthesia  when  we  in- 
ject a toxic  substance  into  the  body  to  be 
absorbed  into  the  general  circulation  almost 
totally),  using  0.5  to  1.0  per  cent  solution, 
and  in  inhalation  anesthesia  using  nitrous 
oxide  and  oxygen  and  ethylene  (prefer- 
ably ethylene,  because  of  its  greater  re- 
laxation and  greater  oxygen  allowances), 
we  have,  so  far,  the  least  toxic  agents. 

Early  hours : When  all  the  surgeons  try 
to  operate  the  first  hour,  the  surgical  de- 
partment is  overwhelmed.  I believe  the 
patient  is  better  able  to  withstand  surgical 
trauma  and  the  surgeon  is  more  fit  later 
in  the  day. 

If  these  evaluation  tests  are  routinely 
used  (especially  the  breath-holding  test) 
some  of  the  supposedly  class  A risks  will 
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prove  to  be  class  B or  C risks,  recalling  Dr. 
W.  J.  Jones’,  Columbus,  results  in  his  first 
cases  tested — one  very  grave  risk  (breath- 
holding test  sixteen  seconds)  walked  into 
the  clinic  for  extraction. 

DISCUSSION 

DR.  W.  V.  WHITMORE,  Tucson,  Ariz.  (open- 
ing) : — I will  not  attempt  to  discuss  Dr.  Carson’s 
excellent  paper.  While  it  may  be  true  that  I ad- 
ministered anesthetics  earlier  than  any  other  man 
present,  yet  it  does  not  necessarily  follow  that  1 
am  up-to-date  in  the  modern  methods  of  technic, 
or  am  at  all  competent  to  discuss  this  paper  of 
Dr.  Carson’s. 

Upon  Dr.  Carson’s  arrival  in  the  city  I waylaid 
him  to  get  a copy  of  his  paper,  and  when  1 in- 
formed him  that  I had  never  used  ethylene,  he 
gave  me  a laugh  and  told  me  to  talk  upon  any- 
thing I wished  to,  which  I shall  do. 

Since  arriving  at  this  session,  I have  been  re- 
minded of  a little  experience  of  mine — in  fact  it 
was  my  first  anesthetic  and  there  were  several 
features,  very  interesting  to  me,  connected  with  it. 
I happened  to  assist  at  the  b'irth  of  our  good 
friend  Dr.  Hal  Rice.  I had  taken  one  year  of 
medicine  in  1885-1886  at  New  York  City  and  had 
drifted  into  California,  San  Diego  County,  where 
my  brother  was  living  in  1887.  A fsfw  weeks  after 
my  arrival  there,  a young  doctor,  with  his  wife, 
came  into  the  place.  There  was  no  railroad  there 
then  and  he  had  driven  for  over  sixteen  miles, 
which  evidently  hastened  the  trouble  of  the  wife. 
In  all,  the  town  had  about  400  people,  counting 
children.  There  was  a doctor  there,  but  he  was 
not  available.  This  was  before  the  days  of  tele- 
phone and  other  doctors  were  from  eight  to  twen- 
ty miles  away  and  out  of  immediate  reach.  Final- 
ly, the  young  doctor,  who  was  Dr.  N.  J.  Rice,  saw 
me.  As  I say,  I had  taken  one  year  of  medicine 
then  and,  though  I had  not  even  had  a lecture  on 
obstetrics,  and  knew  absolutely  nothing  about  an- 
esthetics, as  a last  resort  he  asked  me  to  help 
him.  The  doctor  had  never  had  occasion  to  use 
forceps ^ before  and,  having  to  use  them  on  his 
wife,  naturally  he  had  to  have  help.  I gave  the 
anesthetic — got  through  in  some  way,  I don’t 
know  how — but  everybody  lived  and  we  were  all 
happy.  While  it  may  not  be  fitting  for  me  to.  say 
it,  yet  I want  you  to  know  that  this  was  one  of 
my  best  cases.  Dr.  N.  J.  Rice  refers  to  this  day  to 
the  great  moral  support  I was  to  him.  Personal- 
ly, 1 am  quite  proud  of  this,  my  first  anesthetic, 
and  proud  that  my  first  work  in  this  line  was  con- 
nected with  a prominent  and  able  member  of  this 
Association.  On  the  other  hand,  I suppose  Dr. 
Hal  Rice  may  claim  the  credit  of  having  started 
me  on  my  career  as  an  anesthetist. 

My  experience  with  anesthetics  has  been  quite 
the  reverse  of  Dr.  Carson’s.  I feel  that  1 have 
gained  something  by  my  long  experience,  but  1 
do  not  claim  to  be  up-to-date  like  some  of  the 
younger  men.  I suppose  I might  Be  considered 
a fundamentalist. 

I was  much  interested  in  the  doctor's  descrip- 
tion of  a pre-operative  investigation.  I might  say 
that  the  surgeons  for  whom  I am  doing  anesthetics 
are  resorting  more  and  more  to  local  anesthesia, 
so  that  my  services  are  less  in  demand  than  be- 
fore. The  description  Dr.  Carson  gave  of  his  rec- 
ords was  an  inspiration  to  me  and  I am  very  glad 
that  is  being  done.  I suppose,  when  I consider 
my  primitive  ways  in  which  I have  gotten  along 
for  thirty-five:  years,  it  is  a wonder  that  any  of 
my  patients  have  lived,  but  they  have,  and  I shall 
look  forward  year  by  year  to  further  advancement. 


DR.  D.  F.  HARBR1DGE,  Phoenix,  Arzi.: — Had  1 
known  Dr.  Carson  was  going  to  make  this  very 
favorable  statement,  so  interesting  to  me,  I would 
have  brought  over  for  your  information,  a picture 
of  Crawford  W.  Long.  As  Dr.  Carson  has  inti- 
mated, there  has  been  quite  a discussion  as  to  the 
priority  of  claim.  In  1910,  the  British  Medical  As 
sociation  gave  Crawford  W.  Long  credit  for  the 
introduction  of  ether.  Despite  the  stand  taken  in 
Boston,  this  recent  event  in  Washington,  it  seems 
to  me,  absolutely  vindicates  Dr.  Long’s  position. 

The  manner  in  which  the  use  of  ether  was  sug- 
gested to  Dr.  Long  might  be  of  interest  to  this 
assembly.  He  observed  that,  by  the  use  of  ether, 
the  sense  of  exhilaration  induced  enlivened  many 
of  the  members  in  the  social  groups  he  attended, 
so,  in  his  particular  community,  Jefferson  County, 
Georgia,  there  developed  what  were  known  as 
“ether  frolics.”  During  some  of  these  frolics  Long 
noted  that  some,  who  got  more  of  the  ether  than 
others,  received  very  hard  knocks  and  bumps  in 
their  frolic  without  noticing  any  undue  pain,  so 
he  proposed  to  a Mr.  Venerable  that  he  take  ether 
and  allow  him  to  remove  a wen  from  his  head. 
It  appears  that  after  Dr.  Long  made  his  observa- 
tion and  explained  it  to  his  friends  arid  operated 
Mr.  Venerable,  many  ware  very  ready  to  allow  him 
to  remove  cysts  and  do  small  operations. 

I think  this  deed  of  a doctor  in  a country  place, 
single-handed,  and  in  the  face  of  very  positive  in- 
structions which  he  had  received  while  in  train- 
ing at  the  University  of  Pennsylvania,  to  the  ef- 
fect “that  any  man  who  received  ether  to  the 
point  of  complete  unconsciousness  was  at  a dan- 
gerous point  and  would  die,”  was  a very  daring 
thing  and  showed  great  nerve.  Probably,  had  he 
dared  such,  an  undertaking  at  the  present  time, 
with  our  lawyers  and  courts  in  operation,  ne  might 
have  hesitated. 

DR.  WILLARD  SMITH,  Phoenix,  Ariz.:— The 
origin  of  ether  is  merely  an  incidental  point.  If 
you  can  put  together  the  various  points  made 
about  the  beginning  of  this  as  a substitute  jag, 
and  its  successful  introduction  as  such,  1 think  we 
can  console  ourselves  with  the  Volstead  business. 

I do  want  to  say  one  thing,  however,  relative  to 
the  experienced  anesthetist,  as  Dr.  Whitmore 
brought  out.  Experience  in  anesthesia  means  a 
lot.  The  surgeon  has  a whole  lot  more  time  to 
attend  to  his  own  business  if  he  knows  he  has 
an  experienced  anesthetist  at  the  head  of  the  table, 
but  this  new  stuff  I do  not  know  very  much  about. 
They  have  kept  bringing  it  in  on  me  until  1 have 
gotten  used  to  it  and  now  do  not  pay  very  much 
attention  to  it,  but  I have  to  admit  that  Carson 
has  taken  a big  worry  off  of  my  mind,  as  a con- 
siderable portion  of  my  work  is  on  extremely  bad 
risk  patients,  Many  of  them  are  tuberculous  pa- 
tients and  1 have  learned  to  respect  very  highly 
and  place  a great  deal  of  confidence  in  Dr.  Carson, 
and  place  at  least  fifty  percent  of  the  glory  to 
him  as  anesthetist. 

DR.  CHARLES  S.  VIVIAN,  Phoenix,  Arix.:— f 
want  to  speak  of  another  class  of  cases,  and  that 
is  prostate,  particularly  those  cases  of  old  fel- 
lows where  there  is  a very  narrow  margin  of 
safety.  We  have  learned  that  it  is  wise  to  have 
Dr.  Carson  look  such  cases  over  and  tell  whether 
he  can  safely  give  a general  anesthetic.  We  have 
had  about  a dozen  prostate  cases  in  the  last  two 
years,  operated  under  general  anesthetic,  without 
mortality.  That  is  not  a very  large  series  of  cases, 
L'ut  it  impressed  me  with  the  possibility  of  this 
method — determining  the  risk  before  operation. 
Ethylene  has  been  the  anesthetic  that  we  use. 

Dr.  Carson  says  he  likes  to  have  the  surgeon 
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fuss  at  him  and  that  it  helps  to  steady  him.  We 
have  never  noticed  that  there  was  occasion  for 
this. 

Dr.  Carson  has  given  ethylene  for  me  in  prac- 
tically every  urological  condition  except  stones  in 
the  pelvis  and  kidneys.  In  taking  stones  out  of 
the  kidney,  we  have  done  numerous  operations  on 
the  testicles  and  have  used  ethylene  to  cystosoope. 
I have  absolutely  no  fault  to  find  with  the  gas  as 
a urological  procedure. 

The  doctor  spoke  about  taking  the  blood  pres- 
sure and  finding  out  the  relative  possibility  of 
shock.  A short  time  ago  we  had  a very  large 
hypernephroma,  a case  I reported  in  El  Paso,  and 
I believe  that  man  got  off  the  table  and  lived  to 
go  back  to  work  simply  because  Dr.  Carson  was 
on  the  job  and  applied  the  proper  methods.  The 
tumor  was  very  large,  as  large  as  a hat,  and 
Carson’s  methods  were  very  well  worth  while  and 
saved  a considerable  amount  of  shock.  I have 
come  to  the  conclusion  that  if  you  have  your  an- 
esthetist see  your  patient  beforehand  and  ask  his 
opinion,  the  rate  of  mortality  would  be  less  in 
surgical  cases. 

DR.  HARRY  R.  CARSON,  Phoenix,  (closing):  — 
Experience  certainly  helps  in  doing  anything;  so, 
also,  does  postgraduate  clinic  work  and  study,  aid 
in  producing  better  anesthesia.  I feel  very  grate- 
ful to  Dr.  Willard  Smith  and  Dr.  Charles  Vivian, 
for  their  kind  remarks.  I feel  especially  grateful 
to  Dr.  Smith,  as  he  has,  on  occasion,  referred  to 
his  anesthetist  as  “the  tail  of  the  dog,’’  and  un- 
feelingly remarked  that  “the  tail  was  trying  to 
wag  the  dog.”  The  anesthetist  is  the  pilot,  steer- 
ing the  ship  through  the  narrow  straits,  to  harbor. 

Ethylene  is  made  from  alcohol  and  from  ether, 
or  by  the  process  of  “liquifaction  and  fractiona- 
tion” of  natural  gas  from  gas  wells.  The  Path- 
ological Laboratory  has  tested  each  of  the  three 
ethylones  mentioned  above  for  carbon  monoxide 
and  finds  them  absolutely  free. 

Dr.  Yandt,  of  the  Bureau  of  Mines,  approves 
this  method  of  testing: 

TEST  FOR  CARBON-MONOXIDE  IN  ETHYLENE 

The  cylinder  to  be  tested  is  placed,  preferably,  in  a small 
tank  of  water  in  such  manner  that  the  level  of  the  water 
will  come  half  way  up  the  length  of  the  cylinder.  Ice  and 
salt  are  added  to  the  water  until  the  temperature  has  been 
reduced  somewhat  below  32  degrees  F. 

After  standing  for  five  minutes,  or  until  the  temperature 
of  the  cylinder  has  assumed  that  of  the  brine,  a 500  c.  c. 
sample  is  drawn  from  the  valve  and  collected  in  a flask  by 
water  displacement. 


0.10  c.  c.  of  fresh  blood  diluted  to  2.00  c.  c.  is  added  to 
the  flask.  The  latter  is  stoppered  and  rotated  for  five  min- 
utes, causing  the  solution  to  film  itself  around  the  sides  of 
the  flask.  The  solution  is  then  poured  into  a small  coloro- 
metric  flask  or  tube  and  tannic-pyrogallic  acid  added.  After 
standing  for  15  minutes  an  appreciable  discoloration  in  the 
precipitate  indicates  the  presence  of  carbon  monoxide  in  the 
ethylene.  (By  discoloration  is  meant  a red  or  pink  shade.) 

A set  of  colorometric  standards  are  desirable  for  the  com- 
parison. They  are  readily  obtainable,  but  when  not  available 
a b ank  test  may  be  run  using  air  or  any  gas  that  is  known 
to  be . carbon  monoxide  free.  This,  as  previously  implied,  is 
essentially  the  test  of  the  Bureau  of  Mines  for  the  determin- 
ation of  minute  quantities  of  carbon  monoxide  in  air,  ex- 
cept that  it  is  qualitative  only.  To  apply  it  quantitatively 
it  is  necesary  to  introduce  an  amount  of  oxygen  into  the 
ethylene  comparable  to  that  existing  in  the  air  or  in  the  gas 
from  which  the  quantitive  standards  were  drawn. 

The  above  test  is  easily  applied  and  is  more  ltliable  than 
the  cuprous  chloride  absorption  method,  keeping  in  mind 
that  we  are  interested  in  detecting  slight  traces,  and  that  a 
positive  qualitative  for  carbon  monoxide  should  disqualify 
the  ethylene  for  anesthetic  purposes  regardless  of  what  the 
quantitative  may  show. 

A qualitative  method  that  involves  the  bubbling  of  the  gas 
through  a test  tube  containing  the  diluted  hemoglobin  solu- 
tion, provided  the  time  of  bubbling  is  limited  and  regard- 
less of  whether  the  rate  of  bubbling  is  slow  or  rapid,  leads 
to  the  test  showing  the  absence  of  carbon  mon  >xide,  where- 
as it  may  actually  be  present.  This  is  due  to  the  fact  that 
the  reaction  betwen  the  carbon  monoxide  and  the  blood  re- 
quires a definite  length  of  time,  which  is  not  available  dur- 
ing the  interval  the  gas  bubble  is  passing  up  through  the 
solution. 

In  the  test  above  outlined  it  is  therefore  specified  that 
the  blood  solution  and  the  sample  of  ethylene  to  be  tested 
be  brought  in  intimate  contact  for  a definite  and  deliberate 
period  of  time  by  means  of  the  flask,  in  the  manner  de- 
scribed. 

Note.  'The  sample  from  the  cylinder  may  be  taken  with- 
out first  liquifying  the  ethylene  (by  cooling  in  ice  and  salt), 
and  the  results  wil  be  relaible.  If  carbon  monoxide  is  actual- 
ly present,  the  cooling  process  merely  serves  to  concentrate 
the  impurity  in  the  contents  at  the  top  of  the  cylinder  and 
thereby  causes  a deeper  shade  of  red  to  show  up  in  the  final 
color  test.  The  cooling  of  the  cylinder  is  therefore  optional 
with  the  chemist  and  the  test  is  sufficiently  sensitive. 

Ether  is  miscible  with  ethylene,  more  so  than 
with  nitrous  oxide,  to  my  mind.  In  the  prostatic 
cases  cited  by  Dr.  Vivian,  we  occasionally  do  use 
a little  ether  for  a short  period,  a variable  leve’ 
anesthesia — deep  only  when  necessary. 

About  shock:  If  the  patient  goes  into  third  de- 
gree shock,  the  treatment  is  rapid  intravenous 
saline  solution — as  large  a needle  as  possible,  for 
rapid,  flow — to  raise  the  blood  pressure  back  to 
within  ten  percent  of  normal,  as  quickly  as  pos- 
sible. If  there  has  been  hemorrhage,  a later 
blood  transfusion  should  be  given.  Blood  pressure 
readings  should  be  taken  every  half  hour,  so  that 
more  saline  can  be  given  if  necessary. 


TECHNIC  IN  GALL-BLADDER  REMOVAL 

H.  A.  Miller,  M.  D. 

CLOVIS,  N.  M. 


It  is  not  my  intention  to  claim  a new 
procedure  but  to  outline  a technic  that  is 
a result  of  personal  experience.  Neither 
are  we  entering  into  a discussion  as  to 
what  constitutes  the  indication  for  removal 
of  a gall-bladder  or  to  merely  drain.  We 
realize,  however,  that  the  general  tendency 
at  present  is  to  remove,  and  we  venture 
this  opinion,  that  inspection  of  a gall-blad- 
der with  the  naked  eye  does  not  always  re- 
veal massive  pathology  when  its  removal 
is  followed  by  benefit  to  the  patient.  The 
phenolphthalein  salts  and  x-ray  promise 


great  aid  in  making  better  gall-bladder  di- 
agnoses in  the  future. 

With  this  preface  we  will  call  attention 
to  procedure.  The  approach  is  made  with 
the  usual  incision,  after  which  a sand  bag 
or  elevator  of  table  is  placed;  the  gall-blad- 
der and  ducts  are  inspected  and  palpated. 
If  a decision  is  made  for  removal,  the  tip 
of  the  gall-bladder  is  grasped  by  angular 
forceps,  the  jaws  of  which  are  protected 
by  rubber  or  gauze  so  as  not  to  cut 
through  the  gall-bladder  wall.  The  peri- 
toneal coat  is  then  incised  on  the  under  sur- 
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face  of  the  bladder  paralleling  the  long 
axis;  this  is  carried  about  the  fundus  prox- 
imal to  the  attached  forceps.  Then  gradu- 
ally, by  blunt  dissection,  free  the  bladder 
from  its  peritoneal  coat,  using  the  attached 
forceps  as  a tractor,  pulling  the  bladder 
gently  toward  the  wound.  In  the  event  of 
being  unable  to  deliver  the  right  lobe  of 
the  liver  in  the  wound,  the  gradual  freeing 
of  the  bladder  with  traction  will  give  great- 
er access  to  the  field,  any  hemorrhage  is 
easily  controlled,  and  any  aberrant  or  ac- 
cessory hepatic  ducts  to  the  viscus,  are 
recognized  and  disposed  of.  The  approach 
to  the  cystic  duct  is  easily  recognized,  as  is 
also  the  cystic  artery.  The  cystic  duct  is 
doubly  clamped,  the  bladder  removed,  and 
a plain  catgut  tied  about  the  proximal 
stump  of  the  duct.  A split  tube  with  wick 
is  carried  down  to  the  stump,  and  the  peri- 


toneal flaps  dissected  from  the  viscus  are 
sewed  over  the  drain,  one  of  the  first 
stitches  being  taken  through  the  tube  to 
hold  it  in  place,  the  peritoneal  folds  being 
brought  together  over  the  tube  as  far  to- 
ward the  wound  as  possible.  With  the  last 
stitch  a fold  of  omentum  is  transfixed  and 
brought  up  and  sutured  about  the  tube. 
The  wound  is  then  closed,  leaving  the  drain- 
age extra-peritoneal.  This  procedure  will 
also  keep  taut,  or  prevent  a sagging  of,  the 
free  edge  of  the  lesser  peritoneal  cavity, 
thus  preventing  lymphatic  leaking  or  stasis 
in  this  area.  The  plain  catgut  suture  on 
the  duct  usually  absorbs  in  a few  days,  giv- 
ing rise  to  drainage.  If  much  inflamma- 
tory reaction  and  infiltration  are  present, 
we  believe  this  is  to  be  desired,  as  it  tends 
to  relieve  lymphatic  tension  and  stasis  at 
the  head  of  the  pancreas. 


FOREIGN  BODIES  IN  THE  EYE 

J.  B.  Gray,  M.  D. 

EL  PASO,  TEXAS 


The  subject  of  “Foreign  Bodies  in  the 
Eye,”  which  was  given  me,  will  always 
have  a place  on  programs  whenever  medi- 
cal men  meet.  I am  not  a messenger  of 
anything  particularly  new  on  the  subject, 
but  a recapitulation  of  a few  of  the  most 
important  points  will  refresh  our  memories 
and  may  prove  advantageous.  It  is  not 
my  purpose  to  indulge  in  any  criticism  of 
the  general  practitioners,  but  to  ask  their 
support  and  extension  of  their  field  of  use- 
fulness, in  keeping  with  their  well-known 
scientific  knowledge  and  professional  re- 
sponsibility, which  is  always  active  for  the 
public  welfare. 

“Safety  first”  seems  to  be  the  watch- 
word of  the  physicians  of  today  and 
many  of  the  laity.  Most  foreign  bodies 
in  the  eye  are  preventable,  and  it  is  along 
this  line  of  endeavor  we  would  ask  your 
hearty  support  and  cooperation,  as  well  as 
first  aid,  which  will  be  mentioned  later  in 
this  paper.  Prevention  of  accidents,  not 
alone  to  the  eyes — a small  part,  of  the  hu- 
man economy — but  to  the  entire  body,  is 
being  carried  on  in  recent  years  in  all  lines 
of  commercial  enterprises,  manufacturing 
industries,  railroads,  and  electric  companies, 
as  well  as  civic  control  of  traffic  in  the 
larger  cities,  for  the  conservation  of  hu- 
man life. 

For  convenience  of  description,  foreign 
bodies  in  the  eye  may  be  appropriately 
classified  as  superficial  and  deep,  this  be- 


ing deemed  best  from  the  fact  of  the  dif- 
ferences in  symptoms,  treatment,  and  rela- 
tive importance. 

SUPERFICIAL  FOREIGN  BODIES 

No  injury  to  the  eye  from  a foreign  body, 
no  matter  how  trivial,  but  what  demands 
attention,  as  disastrous  results  often  follow 
the  slightest  accidents  of  this  character. 
The  most  common  injuries  to  the  eye,  of 
this  class,  are  inflicted  by  small  particles 
of  steel,  iron,  rust,  scale  of  different  com- 
position, emery,  glass,  insects,  lime,  cin- 
ders, and  many  other  materials  needless  to 
mention  and  famiilar  to  you. 

The  symptoms  are  familiar  to  all,  as 
most,  if  not  all,  have  at  some  time  experi- 
enced them,  and  they  may  be  but  briefly 
alluded  to  here.  The  symptoms  ordinarily 
are  pain  in  the  eye,  lachrymation,  photo- 
phobia,! conjunctival  congestion,  etc.  The 
pain  is  usually  severe  and  few  of  us  need 
to  be  urged  to  seek  relief.  This  does  not 
hold  good  with  craftsmen,  mechanics,  and 
laborers  who  most  frequently  meet  with 
these  accidents,  many  of  whom  carry  a for- 
eign body  in  the  eye  for  days,  and  are 
forced  to  seek  relief  in  the  end. 

Most  foreign  bodies  will  be  found  on  the 
cornea,  a small  per  cent  in  upper  culdesac, 
still  fewer  in  the  lower,  and  the  remainder 
in  the  eyeball.  This  last  number,  compara- 
tively speaking  from  the  number  of  acci- 
dents to  the  eyes,  is  very  small.  It  is  a 
matter  of  record,  and  in  which  my  own  ex- 
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perience  coincides,  that  the  left  eye  is  the 
most  frequently  injured.  It  is  injured  in 
approximately  sixty  per  cent  of  the  cases. 
Some  few  foreign  bodies  will  be  found  on 
or  under  the  bulbar  conjunctiva,  but  they 
are  not  common. 

The  disturbance  of  vision  with  superfi- 
cial foreign  bodies  will  be  in  proportion  to 
the  proximity  of  the  foreign  body  to  the 
center  of  the  pupillary  area.  Foreign  bodies 
on  the  cornea,  though  exceedingly  small, 
when  located  directly  in  front  of  the  pupil 
produce  a marked  disturbance  of  vision  dur- 
ing their  presence,  and  often  for  some  time 
afterwards,  depending  on  the  size,  depth, 
duration  of  presence,  amount  of  infection 
and,  most  important,  on  the  amount  of 
corneal  epithelium  and  corneal  tissue  de- 
stroyed in  removal.  This  about  covers  the 
symptoms  of  the  average  uncomplicated 
case  of  superficial  foreign  body  in  the  eye. 
The  complications  met  with  in  superficial 
foreign  bodies,  are  few  and  they  do  not  oc- 
cur often,  if  the  case  is  seen  early.  There 
may  be  iritis,  iridocyclitis,  and  infection  of 
the  corneal  tissue  surrounding  the  foreign 
body,  or  an  infection  following  its  removal, 
destruction  of  the  entire  cornea  by  spread- 
ing of  the  ulcerated  area,  and,  occasionally, 
the  loss  of  the  eye  from  panophthalmitis. 

DEEP  FOREIGN  BODIES 

By  this,  be  it  understood,  is  meant  such 
foreign  bodies  as  penetrate  the  coats  of  the 
eye  and  become  lodged  in  one  of  its  cham- 
bers, walls,  the  lens  or  iris.  It  is  this  class 
of  injuries  to  the  eye  by  foreign  bodies, 
which  do  the  greatest  damage  and  by  which 
many  eyes  are  lost.  The  greatest  majority 
of  foreign  bodies  of  this  class  of  injury 
are  composed  of  iron  or  steel  of  varying 
size.  Other  foreign  materials  not  so  often 
met  with  in  the  eye  are  brass,  copper, 
glass,  stone,  coal,  splinters  of  wood,  shot, 
and  perhaps  a few  others  less  commonly 
encountered.  Foreign  bodies  that  enter 
the  eyeball  are  usually  large  and  strike  the 
eye  with  much  greater  force  than  the 
smaller  or  superficial  foreign  bodies.  Usual- 
ly these  injuries  are  caused  by  chipping 
with  hammer  and  chisel  on  the  different 
metals,  and  by  dynamite  explosions,  etc. 

The  symptoms  of  a .foreign  body  in  the 
eyeball,  when  seen  early,  are  often  few  and 
a little  misleading.  The  patient  comes  to 
you  with  the  statement  of  something  hav- 
ing struck  him  in  the  eye,  with  a sharp 
stinging  pain;  a little  water  may  have  run 
out  of  the  eye  or  a little  blood  was  noticed 
at  the  time.  The  pain  is  not  severe  unless 
it  be  a large  body,  which  tears  the  tissues. 
Primarily  the  pain  is  often  not  complained 


of  ,as  much  as  in  the  superficial  foreign 
bodies  on  the  cornea  or  elsewhere.  This, 
you  readily  see,  is  due  to  the  fact  that  the 
foreign  body  has  entered  the  eyeball  and 
the  pain  of  almost  constant  eyelid  move- 
ment is  eliminated.  There  may  not  be 
much  disturbance  of  vision,  but,  as  a rule, 
there  is  some,  and  this  will  vary  from  a 
slight  blur  to  almost  complete  loss  of  sight. 
The  immediate  loss  of  vision,  as  a rule, 
will  occur  in  those  foreign  body  injuries 
where  the  foreign  body  enters  the  anterior 
segment  of  the  eye,  the  cornea,  iris,  and 
lens  having  been  injured.  The  patients 
will  often  tell  you  there  is  nothing  in  the 
eye  or,  at  least,  they  do  not  think  there  is. 
Do  not  trust  their  opinion  in  the  matter; 
it  is  usually  wrong.  Often  they  base  their 
belief  on  the  fact  that  they  can  still  see. 
This  is  an  erroneous  conclusion  and  does 
not  count  much.  When  seen  early,  before 
inflammation  has  begun,  the  point  of  en- 
trance of  the  foreign  body  offers  little  dif- 
ficulty in  locating.  A very  small,  sharp, 
foreign  body,  such  as  steel  or  iron,  may 
penetrate  the  sclera  with  but  little  evidence 
left  of  its  having  done  so.  Such  bodies 
passing  through  the  cornea  and  iris,  will 
produce  a hemorrhage  in  the  anterior  cham- 
ber which  is  quite  easliy  seen.  When  the 
case  is  seen  after  the  first  24  or  36  hours, 
the  eye  containing  a foreign  body  will  look 
quite  different  from  one  seen  early.  There 
will  be  all  the  symptoms  of  acute  inflam- 
mation, a small  contracted  pupil  as  a rule, 
iritis,  edematous  lids,  puffy  conjunctiva, 
and  great  pain  in  the  eye  and  temple  of 
the  side  affected.  Any  foreign  body  in  the 
eye  is  likely  to  produce  infection.  Iron  and 
steel  are  the  least  likely;  penetration  of  the 
eye  by  pieces  of  copper,  splinters  of  wood, 
stone,  produce  serious  injuries  and  are  apt 
to  be  followed  by  infection.  Dislocated 
lenses,  a few  of  which  I have  encountered, 
become  foreign  bodies  and,  in  spite  of  your 
resourcefulness,  usually  mean  the  loss  of 
the  eye.  I shall  not  tax  your  patience  by 
quoting  from  a long  series  of  cases  treat- 
ed in  the  past  twenty-five  years,  all  of 
which  would  sound  a great  deal  alike.  It 
will  suffice  to  say  I have  treated  a goodly 
number,  and  we  will  pass  to  the  treatment, 
in  which  we  are  most  interested. 

TREATMENT 

The  best  treatment  known  to  me  for  for- 
eign bodies  in  the  eye,  is  PREVENTION. 
It  will  not  help  the  case  in  hand,  but  it 
may  save  him  the  next  time  and  the  loss 
of  an  eye,  if  he  is  fortunate  enough  with 
the  first.  It  is  befitting  those  of  us  who 
do  eye  work,  to  express  our  profound  ap- 
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preciation  to  the  general  practitioners  who 
turn  over  to  us  most  of  their  eye  cases.  It 
is  the  general  practitioner,  usually,  who 
first  sees  these  eye  injuries.  Many  of  you 
are  connected  with  industrial  plants  where 
the  accidents  occur,  and  often  render  first 
aid.  We  would  appeal  to  you  for  your  co- 
operation in  instituting  preventive  meas- 
ures and  early  aid  work,  and  your  help  in 
bearing  some  of  the  responsibility.  It  will 
reflect  credit  to  you  as  medical  men,  and 
untold  benefit  to  the  public.  It  is  remark- 
able how  much  can  be  accomplished  in  this 
direction.  In  all  hazardous  occupations  it 
will  serve  the  purpose  best  to  have  some 
large  placards  tacked  in  most  convenient 
places,  warning  of  the  dangers  to  the  eyes 
at  all  t'mes  in  the  discharge  of  daily  duties, 
and  setting  forth  the  best  precautionary 
measures  to  use.  Small  typewritten  slips, 
or  cards,  could  easily  be  given  laborers  on 
entering  the  service,  asking  their  coopera 
tion  in  preventing  accidents  to  the  eyes. 
On  these  cards  would  be  short  pointed  in- 
structions as  to  where  most  eye  accidents 
occur,  and  during  what  kind  of  work : name- 
ly, grinding,  lathe  woi'k,  chipping  with 
hammer  or  chisel,  etc.  As  goggles  offer 
great  protection,  it  would  be  so  stated,  and 
wearing  of  them  be  comnulsorv.  Screens 
around  a certain  class  of  work  are  very 
essential  and  should  constitute  a part  of 
the  plant  equipment.  Workmen  do  not  like 
goggles  but  as  it  is  their  interest  you  are 
protecting,  emphasis  will  become  neces- 
sary. A few  appropriate  “DON’TS”  might 
be  added  to  the  card ; such  as,  “Don’t  help 
put  out  your  own  eye  when  you  get  some- 
thing in  it:  seek  medical  attention  AT 
ONCE.”  “Don’t  let  vour  anxious  friends 
help  you  with  dirtv  toothpicks,  knife 
blades,  chewing  gum,  etc.;  you  are  likely 
to  get  an  infection.”  Foremen  should  be 
instructed  in  the  dangers  incident  to  cer- 
tain classes  of  work,  and  the  reprehensible 
practice  of  dirty  employes  trving  to  do  the 
doctor’s  work.  It  would  be  all  right  if  they 
got  by  with  it,  but  they  don’t  in  the  long 
run,  and  somebody  suffers  the  conse- 
quences. The  general  surgeon  will  tell  you 
time  is  an  element  in  his  cancer  cases  and 
the  time  to  get  busy  is  the  earliest  pos- 
sible moment.  This  holds  true  with  for- 
eign bodies  in  the  eye.  The  danger  of  in- 
fection from  superficial  foreign  bodies  is 
practically  nil,  if  given  early  and  proper 
attention.  The  patient  had  much  better 
suffer  pa'n  and  inconvenience  for  a little 
while  with  a foreign  body  on  the  cornea  or 
beneath  the  lid  than  to  have  anything  in- 
troduced into  the  eye  which  is  not  sterile. 


Superficial  Foreign  Bodies. — It  has  al- 
ready been  stated  that  foreign  bodies 
should  be  extracted  early.  This  applies  to 
all  foreign  bodies.  Men  in  general  work 
often  state  they  do  not  attempt  any  kind 
of  eye  work.  This  is  assuming  a very  lib- 
eral attitude,  but  as  they  are  often  the  first 
to  see  these  cases,  we  would  appeal  to  them 
to  share  a little  of  the  responsibility  and  in- 
itiate proper  measures  for  relief,  especially 
if  it  is  likely  the  case  will  be  some  time 
before  the  eye  has  proper  attention.  They 
are  the  ones  to  do  this,  as  their  knowledge 
of  the  prognosis  of  these  foreign  body  in- 
juries warrants  the  call  for  prompt  action. 

I shall  not  intrude  upon  your  time  with 
details  of  removal  of  superficial  foreign 
bodies  from  the  eye,  as  the  procedure  ordi- 
narily seems  so  simple.  Yet  in  years  of 
practice  I have  seen  men  lose  weeks  from 
duty  owing  to  bungling  efforts  to  remove 
an  apparently  trivial  foreign  body.  Foreign 
bodies  on  the  cornea,  the  most  frequently 
met  with,  should  offer  no  difficulty.  A 
good  light,  a sharp  pointed  sterile  eye  spud, 
a reasonably  steady  band,  and  this  little 
operation  is  finished  with  ease.  Anesthesia 
is  always  indicated  before  attempting  re- 
moval, with  the  single  exception  of  foreign 
bodies  under  the  lids,  when  it  will  not  be 
indicated.  I prefer  two  per  cent  but.vn  so- 
lution for  this  class  of  work.  It  has  many 
advantages,  chief  among  which  is  perfect 
anesthesia.  It  does  not  dilate  the  pupil, 
causing  disturbance  all  day,  (which  is  not 
necessary  in  cases  seen  early)  and  produc- 
es no  drying  of  the  cornea  like  cocain.  Af- 
ter removing  these  foreign  bodies  from  the 
cornea,  examine  the  eye.  Make  it  a fixed 
rule  to  do  this ; you  will  be  rewarded  at 
least  with  a sense  of  satisfaction  at  hav- 
ing done  careful  work.  If  a foreign  body 
has  rema;ned  on  the  cornea  for  as  long  as 
eight  or  ten  hours,  there  will  usually  be 
found  a slough,  brown  in  color,  where  you 
remove  the  foreign  body.  Your  work  is 
not  complete,  neither  is  it  well  done,  until 
this  is  also  removed.  It  retards  healing 
and  will  have  to  be  reckoned  with  later, 
the  eye  usually  remaining  painful  and  in- 
flamed. 

This  slough,  the  seat  of  most  of  these 
foreign  bodies,  is  more  difficult  to  remove 
than  the  original  foreign  body.  It  clings 
tightly  to  the  cornea  and  it  has  to  be  en- 
tirely surrounded  by  your  spud  before  it 
separates.  A piece  of  cotton  on  a probe 
makes  a very  poor  foreign  body  instrument. 
Too  much  tissue  is  touched,  and  epithelium 
destroyed  which  leaves  the  cornea  more 
likely  to  infection  and  a large  ulcer  to  han- 
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die  later,  perhaps  for  weeks.  You  cannot 
do  good  work  with  this.  I am  cognizant 
of  the  fact  that  it  is  done  and  see  cases 
following  the  procedure.  Better  not  at- 
tempt it  at  all  if  a satisfactory  instrument 
is  not  available  and  the  foreign  body  im- 
bedded in  the  cornea.  After  removal,  a few 
drops  of  one  of  the  silver  salt  solutions,  10 
per  cent  neo-silvol,  argyrol,  2 per  cent  mer- 
curochrome,  instilled  in  the  eye  will  suffice 
in  most  cases.  Recent  cases  seen  early,  and 
carefully  attended,  need  not  be  bandaged, 
especially  if  you  can  see  them  the  follow- 
ing day  in  the  event  the  eye  becomes  ir- 
ritable. Older  cases,  carrying  a foreign 
body  two  or  three  days  or  a week,  will 
need  the  same  treatment  with,  likely,  in 
addition,  atropin  and  a bandage  or  eye 
patch  dressing  for  the  next  24  or  48  hours. 
There  will  be  considerable  ciliary  conges- 
tion and  often  a beginning  iritis.  All  of 
these  corneal  abrasions  recover  more  quick- 
ly when  protected.  Foreign  bodies  under 
the  bulbar  conjunctiva  are  best  removed  by 
picking  them  up  with  fine-pointed  forceps 
and  clipping  them  off.  It  is  almost  impos- 
sible to  remove  them  with  other  instru- 
ments. When,  and  when  not,  to  use  atropin 
in  these  cases  is  a matter  of  expei’ience. 
Recent  cases  rarely  need  it,  older  cases 
usually  do.  Always  if  vou  have  an  iritis. 
If  you  suspect  an  iritis  and  the  case  is 
likely  to  be  slow  in  recovering  on  account 
of  considerable  trauma,  better  dilate  the 
pupil.  Atropin  to  an  eye  at  the  proper 
time  is  like  a splint  to  a broken  bone. 

Deep  Foreign  Bodies. — Here  we  meet 
with  quite  a different  proposition  from  that 
iust  considered.  Up  to  the  time  when  I 
began  doing  eve  work,  in  1900,  a foreign 
body  within  the  eveball  was  considered  its 
doom,  and  it  would  have  to  be  enucleated. 
It  seemed  almost  imperative  that  this  be 
done,  and  be  done  auickly,  for  fear  of  sym- 
pathetic ophthalmia  in  the  fellow  eye. 
There  was  not  much  argument  about  the 
question,  and  many  eyes  were  lost.  This 
was  a subject  on  which  physicians  could 
agree.  Since  this  date  there  has  been  a 
revolution  in  the  treatment  of  these  in- 
juries from  iron  and  steel.  From  about 
1896  to  1900,  when  the  x-ray  and  the  giant 
magnet  came  into  use,  practical  ophthal- 
mology made  a wonderful  stride.  Active 
development  of  the  iron  and  steel  indus- 
tries about  this  time  when  so  many  eyes 
were  being  lost,  mav  have  inspired  inven- 
tive genius  to  step  in  and  save  the  situa- 
tion so  far  as  iron  or  steel  bodies  were  con- 
cerned. I would  not  lead  you  to  believe  all 
eyes  are  being  saved  that  meet  with  these 


accidents ; far  from  it,  but  the  advance- 
ment has  been  so  marked  it  emphasizes 
how  utterly  helpless  we  were. 

It  will  be  a repetition  here  to  state  that 
foreign  bodies  in  the  eyeball  should  be  re- 
moved as  early  as  possible.  To  my  mind, 
this  is  very  important  for  the  reason  these 
bodies  become  encysted,  which  renders  their 
removal  more  difficult.  Having  used  the 
giant  magnet  on  these  foreign  body  cases 
since  1903,  it  is  my  experience  that  once 
they  become  encysted  it  is  almost  impos- 
sible to  remove  them.  I have  had  some 
failures,  due  likely  to  this  cause.  It  is  good 
practice  to  have  an  x-ray  of  the  eye  sus- 
pected of  containing  a foreign  body,  and 
have  the.  bodv  localized,  if  possible,  before 
application  of  the  magnet.  It  may  have 
passed  through  the  eye  as  they  do  at  times, 
and  your  efforts  would  be  fruitless.  The 
often  discussed  problem  of  technic  of  mag- 
net removal  of  foreign  bodies,  whether  by 
the  anterior  or  posterior  route,  is  difficult 
to  approach  from  anv  angle  without  emerg- 
ing into  controversial  opinion.  Take,  for 
example,  an  ordinary  case  of  iron  or  steel 
foreign  bodv  in  the  posterior  part  of  the 
eveball.  It  has  entered  through  perfora- 
tion of  the  cornea,  injuring  the  lens,  per- 
haps the  iris.  To  my  mind  there  is  no  bet- 
ter wav  to  remove  the  foreign  bodv  than 
bv  bn'nginv  it  forward  with  vour  magnet 
into  the  anterior  chamber  and  either  re- 
moving it  through  the  original  opening  or 
making  a new  one  if  necessary.  The  lens 
is  alreadv  traumatic  and  vou  will  do  it  no 
harm.  If  vour  nnoil  is  open,  which  it 
sho'dd  bp  if  possible,  you  will  not  have 
much,  if  anv.  trouble  getting  the  bodv 
through  it.  Oucp  in  the  anterior  chamber 
rtere  is  no  difficultv  in  removing  it.  Should 
it  bv  chance  become  entangled  in  the  iris, 
as  a rule  it  can  still  be  removed  by  a dif- 
ferent angle  of  approach ; or  do  an  iridec- 
tomv.  as  this  latter  step  will  prove  bene- 
ficial when  vou  remove  the  lens.  Those 
cases  where  the  foreign  body  has  penetrat- 
ed the  sclera,  with  the  lens  or  iris  unin- 
iured,  should  always  be  reached  through 
the  posterior  route.  Approach  the  foreign 
body  through  the  original  opening,  if  you 
can  do  it,  even  to  the  extent  of  enlarging 
it.  If  it  cannot  be  removed  here,  there  is 
nothing  serious  about  making  a new  open- 
ing in  the  sclera  nearer  the  foreign  bodv 
and  extracting  it.  Some  very  able  men  will 
tell  you  never  to  enter  the  vitreous  with 
thQ  point  of  your  magnet.  You  are  often 
lost  if  you  don’t.  I have  done  so,  many 
times,  as  a last  resort,  with  no  particular 
harm  noticeable.  You  must  get  the  for- 
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eign  body  or  you  will  eventually  enucleate. 
It  is  possible  for  some  eyes  to  tolerate  a 
foreign  body  for  years,  but  the  history  is 
that  they  will  eventually  cause  trouble.  I 
see  a patient  once  or  twice  a year  who  has 
in  the  nasal  wall  of  his  left  eye  a foreign 
body,  which  he  has  been  carrying  for 
twelve  years.  It  looks  like  steel  with  the 
ophthalmoscope.  He  was  iniured  in  Omaha. 
Efforts  to  remove  it  with  the  magnet  were 
fruitless.  His  vision  is  good.  Magnets 
are  not  a cure-all,  but  a wonderful  help  in 
these  desperate  injuries.  A certain  per 
cent  of  these  foreign  bodies  you  can  not 
get  for  various  reasons.  Traumatic  catar- 
act will  require  operation.  Iritis  accom- 
panies these  injuries  and  will  need  atten- 


tion until  the  eye  becomes  quiet.  Useful 
eyes  are  saved  in  about  50  per  cent  of  the 
iron  or  steel  foreign  bodies.  Some  eyes 
are  lost,  even  after  removal,  by  iritis, 
iridocyclitis,  or  panophthalmitis.  Other 
foreign  bodies  than  those  mentioned,  unless 
favorably  situated  so  that  they  may  be 
grasped  by  forceps,  usually  mean  destruc- 
tion of  the  eye.  Dislocated  lens,  the  most 
common  dislocation  being  posterior  into  the 
vitreous,  is  often  accompanied  by  paraly- 
sis of  the  pupil,  and  the  eye  is  lost  by 
glaucoma  or  iridocyclitis.  I have  seen  four 
or  five  such  cases  from  nails  hitting  the 
eye  sidewise.  I have  never  had  a case  of 
sympathetic  ophthalmia  from  a foreign 
body  in  the  eye;  likely,  timely  enucleation 
has  saved  me  this  sad  experience. 
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This  subject  constitutes  only  one  aspect 
of  the  social  side  of  the  practice  of  medi- 
cine, but  is  a very  important  one.  Many 
patients  think  that,  in  order  to  get  a good 
result  in  case  of  illness,  all  that  is  needed 
is  for  the  doctor  to  make  a correct  diagno- 
sis and  advise  correct  treatment.  This  is 
not  true,  as  there  are  other  factors  also, 
that  determine  success  or  failure.  The 
following  notes  include  the  results  of  my 
experience  in  medical  practice,  and  are  also 
the  experience  of  medical  friends.  They 
aoply  especially  to  chronic  cases  of  diges- 
tive diseases  requiring  internal  medical 
treatment,  but  about  as  well  to  most  other 
1 nes  of  medical  practice.  They  are  seldom 
found  in  medical  articles  or  text-books,  but 
are  well  known  ‘to  all  physicians.  Time 
does  not  permit  taking  up  all  aspects  of 
this  subject,  or  mentioning  all  experiences 
that  occur  in  medical  work.  Many  medical 
laymen  do  not  understand  the  necessity  of 
full  cooperation  with  the  physician ; if  they 
did  appreciate  it,  the  results  would  be 
greatly  improved  in  many  cases.  Statistics 
are  not  available,  and,  in  the  very  nature 
of  the  subject,  cannot  be  collected. 

The  mental  attitude  of  the  patient  on 
coming  to  the  physician  for  examination 
and  treatment,  is  of  the  utmost  importance. 
He  should  be  prepared  to  submit  to  any 
reasonable  examination  necessary  to  make 


a correct  diagnosis.  Sometimes  a physician 
has  been  very  highly  recommended  to  him, 
but  on  the  other  hand,  he  may  come  with- 
out knowing  the  physician  or  anvthing 
about  his  ability:  this  tends  to  make  him 
doubt  the  necessity  of  details  of  examina- 
tion and  treatment,  and  adds  unnecessary 
difficulties  to  the  physician’s  work. 

In  most  obscure  cases  it  is  very  im- 
portant to  make  a correct  diagnosis,  as  this 
determines  the  character  of  the  treatment. 
Sometimes  instructions  based  on  general 
principles  will  give  good  results  in  obscure 
cases  without  an  accurate  diagnosis  having 
been  made,  but  this  is  not  the  rule,  and 
the  chances  of  improvement  and  recovery 
are  proportionately  increased  as  these  fac- 
tors are  correct.  Incorrect  treatment  will 
not  only  fail  to  give  a satisfactory  result, 
but  will  permit  a pathological  condition  to 
go  unchecked  that  much  longer,  with  grad- 
ual aggravation  during  that  period.  A good 
example  of  this  is  cancer  of  the  stomach. 
This  condition  is  insidious,  and  at  first  the 
symptoms  are  mild,  not  producing  much 
discomfort  or  seriously  affecting  the  gen- 
eral health.  Very  frequently  the  condition 
is  not  suspected  nor  the  diagnosis  made  un- 
til it  is  no  longer  possible  to  completely  re- 
move the  tumor  at  operation,  which,  of 
course,  means  that  only  a palliative  opera- 
tion can  be  done  and  that  no  hope  for  re- 
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covery  can  be  given.  The  same  applies  to 
other  diseases,  but  to  varying  degrees  ac- 
cording to  the  nature  and  severity  of  the 
case. 

A diagnosis  cannot  be  made  in  obscure 
cases  without  careful,  detailed  work.  This 
requires  time — occasionally  some  days  to 
complete  the  examination, — and  varies  with 
the  character  of  the  disease.  In  digestive 
cases  five  to  ten  days  are  often  needed. 
Diseases  of  the  eye,  ear,  nose,  throat,  heart, 
lungs,  nervous  system,  genito-urinary  and 
other  organs  of  the  body,  are  variable  as 
far  as  this  factor  is  concerned.  The  fail- 
ure to  understand  this,  sometimes  leads 
patients  to  think  that  a diagnosis  should 
be  made  in  all  cases  by  asking  a few  ques- 
tions and  making  a hasty  physical  exam- 
ination, without  even  removing  the  clothes, 
and  that  time  spent  beyond  this  is  wasted. 
This  occasionally  has  the  result  of  prevent- 
ing the  patient  from  submitting  to  a prop- 
er examination,  or  from  giving  the  full  co- 
operation that  is  so  much  needed,  or  even 
causes  a passive  resistance.  This  is  more 
or  less  natural,  as  few  medical  laymen  have 
a good  knowledge  of  anatomy,  pathology, 
bacteriology,  and  diseases ; their  activities 
have  been  directed  to  other  fields. 

After  the  correct  diagnosis  is  made  and 
correct  treatment  advised,  there  are  a num- 
ber of  factors  that  interfere  with  obtain- 
ing the  best  possible  result.  One  of  these 
is  carelessness  in  obeying  instructions, 
which  leads  to  a failure  to  carry  out  essen- 
tial details  of  treatment.  Sometimes  pa- 
tients reject  certain  points  of  the  advice 
given,  which  vary  from  valuable  to  essen- 
tial. This  is  very  annoying  to  the  physi- 
cian and  interferes  seriously  with  his  hand- 
ling of  the  case.  Another  of  these  factors 
is  the  inability  on  the  part  of  the  patient 
to  carry  out  the  treatment  advised. 

Some  patients  will  persist  for  a week  or 
a month,  and  then  stop.  Many  conditions 
cannot  be  cured  in  this  time,  even  when 
progressing  perfectly  satisfactorily.  Some- 
times considerable  improvement  occurs,  and 
the  patient  stops  treatment,  as  the  princi- 
pal symptoms  are  abated ; after  that  the 
condition  is  apt  to  become  aggravated. 
Then  he  returns  for  advice,  and  again  stops 
too  soon.  Consequently  this  patient  has 
very  little  chance  of  getting  the  result  that 
he  desires. 

Many  cases  require  continuous  treatment 
for  a long  time;  for  months,  or  a year  or 
more.  Chronic  cases  have  periods  of  ag- 
gravation, which  are  seldom  preventable, 
even  when  the  condition  is  progressing  sat- 
isfactorily. As  improvement  occurs,  these 


periods  of  aggravation  gradually  become 
less  frequent  and  less  marked,  and  the 
periods  of  well-being  are  longer  and  more 
satisfactory.  During  such  a set-back  some 
patients  get  discouraged  and  stop  treat- 
ment or  change  doctors,  thus  never  getting 
the  full  benefit  of  expert  advice.  This  fac- 
tor alone  is  responsible  for  many  curable 
cases  failing  to  recover.  Physicians  refer 
to  such  patients  with  chronic  diseases,  who 
go  from  one  doctor  to  another  without  per- 
sisting with  any  one  long  enough  to  get 
well,  as  “drifters.” 

I believe  that,  as  a rule,  the  condition  of 
the  patient  should  be  carefully  explained 
to  him,  and  reasons  given  for  each  point 
of  treatment.  The  necessity  of  doing  this 
has  been  gradually  forced  upon  me.  This 
conduces  to  full  cooperation  on  the  part  of 
the  patient,  when  otherwise  frequently  he 
would  not  persist.  This  is  based  on  the  im- 
portance of  the  time  element  in  the  treat- 
ment of  chronic  cases,  which  cannot  be 
overestimated.  I have  repeatedly  treated 
patients  who  have  recovered  on  account  of 
persisting  over  a long  period  of  time,  and 
also  manyi  others  who  should  have  recov- 
ered, but  did  not,  solely  because  they  did 
not  persist. 

The  friends  and  relatives  of  a patient 
have  an  important  influence  on  him  with 
regard  to  how  he  carries  out  medical  in- 
structions. They  generally  render  assist- 
ance in  this  respect.  Sometimes  some  of 
them  do  not  like  the  attending  physician, 
or  have  a great  deal  of  confidence  in  some 
other  one,  and  advise  him  to  make  a 
change,  when  it  is  not  necessary  or  desir- 
able. The  advice  is  always  well-meaning, 
but  they  have  not  made  the  examination, 
do  not  understand  pathology,  diagnosis,  and 
therapeutics,  and  sometimes  seriously  in- 
terfere with  treatment.  On  the  other  hand, 
many  patients  become  discouraged,  and 
then  friends  and  relatives  render  valuable 
assistance  in  having  them  persist. 

The  economic  condition  of  the  patient 
frequently  has  an  important  influence  on 
how  he  carries  out  instructions.  When 
dealing  with  a large  number  of  individuals, 
statistics  show  that  expenses  of  sickness 
bear  a certain  average  proportion  to  the 
income,  but  there  are  numerous  individual 
variations  from  this  figure.  Most  individ- 
uals are  well  able  to  pay  these  expenses, 
but  many,  for  various  reasons,  are  not  able 
to  do  so.  As  an  instance  of  this  we  might 
mention  a married  man  with  four  children; 
he  is  earning  the  average  pay  of  a clerk, 
and  he  and  all  in  his  family  are  below  nor- 
mal physically,  having  frequent  illnesses. 
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There  is  a steady  expense  of  drugs  and 
medical  supplies.  Occasionally  a member 
of  the  family  has  to  be  sent  to  the  hos- 
pital, while  there  needing  the  extra  serv- 
ices of  a trained  nurse,  or  perhaps  has  to 
have  an  operation  performed.  Expenses  of 
this  kind  are  now  much  higher  than  they 
were  twenty-five  years  ago.  If  such  a man 
pays  full  rates  for  all  services  received,  he 
quickly  gets  into  debt  and  it  is  very  diffi- 
cult for  him  ever  to  place  himself  on  the 
credit  side  of  the  ledger. 

Following  are  some  of  the  results  that 
are  observed  as  far  as  treatment  is  con- 
cerned. Some  directions  are  not  carried 
out  on  account  of  the  expense.  Many  pa- 
tients are  sensitive,  and  do  not  always 
make  office  visits  or  call  a physician  when 
they  should.  Some  acute  conditions  be- 
come rapidly  very  serious,  and  a delay  of 
twelve  or  twenty-four  hours  in  calling  ex- 
pert advice,  is  sometimes  fatal.  An  ex- 
ample of  this  is  acute  gangrenous  appendi- 
citis. In  such  a case  it  is  not  rare  for  the 
patient  to  take  an  active  cathartic,  believ- 
ing that  he  has  only  simple  acute  indiges- 
tion. This  is  disastrous,  and  even  more  in- 
jurious than  the  loss  of  time  in  calling  a 
physician. 

In  chronic  cases  there  is  frequently  the 
inclination  to  put  off  examination  and 
treatment,  and  consult  a physician  only 
whep  the  condition  has  become  so  serious 
that  it  greatly  interferes  with  work.  Also 
while  the  patient  is  under  observation  there 
is  a tendency  to  diminish  the  number  of 
visits,  and  thereby  the  thoroughness  of 
treatment.  This  permits  the  disease  to  ad- 
vance gradually  in  severity  and  become 
much  more  difficult  to  treat  and  cure,  and 
sometimes  converts  a medical  into  a surgi- 
cal condition. 

Many  men  have  positions  which  pay  them 
for  their  services  only  when  they  work,  and 
this  frequently  stimulates  a man  to  do  so 
when  he  should  be  receiving  medical  treat- 
ment. When  he  does  not  work  his  expens- 
es and  obligations  go  on  as  usual,  and  time 
that  he  loses  for  office  visits  or  bed  treat- 
ment, is  a serious  handicap.  In  certain 
cases  of  gastric  and  duodenal  ulcer,  gall- 
stones, and  amebic  dysentery,  the  patient 
should  give  up  his  time  for  treatment,  and 
not  work  until  he  has  recovered  or  is  much 
improved. 

In  this  modern  day  it  is  not  necessary 
for  anyone  to  do  without  the  proper  medi- 
cal and  hospital  care  on  account  of  ex- 
penses. There  are  many  free  clinics  and 
hospitals,  in  fact,  in  the  large  cities  these 
are  over-done,  and  many  people  impose  on 


these  institutions.  Physicians  are  always 
willing;  to  reduce  their  charges  when  nec- 
essary, and  a tremendous  amount  of  char- 
ity work  is  done  by  them  in  private  prac- 
tice. 

I will  now  give  several  examples  illus- 
trating points  already  mentioned.  The  first 
will  be  that  of  a case  of  amebic  colitis  in 
two  types  of  individuals.  The  first  one  is 
a well-to-do  educated  man.  He  can  readily 
understand  the  nature  of  his  condition  and 
the  necessity  of  persistence  along  correct 
lines,  and  has  the  means  to  obtain  the  best 
of  treatment.  He  usually  makes  a complete 
recovery,  as  amebic  colitis  is  now  a curable 
disease. 

The  other  man  is  a Mexican  laborer,  of 
inferior  intelligence  and  poorly  educated, 
married  and  with  five  children.  He  earns 
one  or  two  dollars  a day,  and  receives  noth- 
ing on  the  days  he  does  not  work.  He 
does  hard  physical  labor  under  unsatisfac- 
tory conditions,  and  his  diet  is  neither  of 
good  quality  nor  well  prepared.  When  he 
has  been  relieved  of  the  worst  symptoms, 
and  is  restored  to  working  ability,  he  gen- 
erally stops  treatment.  The  inevitable  re- 
currence takes  place,  and  then  he  returns, 
with  the  same  result.  The  condition  then 
gradually  becomes  aggravated  and  presents 
the  pathology  that  usually  develops  in  these 
cases.  It  is  extremely  difficult  to  cure  a 
patient  under  these  conditions. 

A few  notes  on  the  pathology  and  biol- 
ogy of  amebic  colitis  may  make  the  above 
points  a little  clearer.  The  ameba  histolyt- 
ica causes  ulceration  of  the  colon.  With 
aggravation  of  the  condition  the  ulcers  be- 
come more  numerous  and  deeper,  and  the 
inflammatory  induration  becomes  more 
marked.  The  amebae  are  imbedded  in  the 
ulcers.  It  is  possible  to  completely  relieve 
the  patient  of  pain,  diarrhea  and  other 
symptoms,  even  when  there  are  ulcers  and 
amebae  still  present.  If  treatment  be 
stopped  at  this  point,  it  will  be  only  a ques- 
tion of  time  before  recurrence  takes  place. 
This  suggests  the  necessity  of  a very  care- 
ful examination  to  prove,  if  possible,  that 
there  are  no  more  amebae  or  ulcers  present. 
This  should  be  done  in  every  case  before 
the  patient  is  pronounced  cured. 

There  are  all  variations  of  personality 
and  economic  condition  between  the  two 
classes  of  patients  just  mentioned. 

The  next  example  is  that  of  peptic  ulcer 
of  the  stomach  or  duodenum,  occurring  in 
the  same  two  types  of  individuals.  There 
is  a decided  tendency  to  healing  and  then 
recurrence  in  this  condition,  and  it  is  very 
difficult  to  obtain  a permanent  cure.  If 
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the  ulcer  does  not  remain  healed,  there  is  a 
gradual  aggravation  of  the  pain  and  diges- 
tive symptoms,  with  their  effect  on  the  nu- 
trition and  physical  condition,  and  also  a 
constant  danger  of  hemorrhage  and  per- 
foration. The  well-to-do  man  frequently 
obtains  a satisfactory  result  with  medical 
treatment,  and  operation  becomes  advisable 
only  when  it  is  apparent  that  the  ulcer  will 
not  heal,  and  the  symptoms  are  serious 
enough  to  warrant  it. 

On  the  other  hand,  in  the  case  of  the 
Mexican  laborer,  it  is  not  likely  that  the 
ulcer  will  heal  and  not  recur.  In  his  case 
the  results  of  both  medical  and  surgical 
measures  are  not  as  good  as  with  the  other 
man.  After  operation  for  peptic  ulcer,  in 
order  to  get  the  best  result,  it  is  advisable 
for  the  patient  to  receive  careful  medical 
treatment.  The  necessity  for  this  is  being 
recognized  by  experts  more  and  more  every 
year. 

The  next  example  is  that  of  a patient 
with  active  pulmonary  tuberculosis.  This 
subject  is  of  general  interest  to  the  resi- 
dents of  our  southwestern  region.  Usually 
the  margin  between  the  ability  of  the  pa- 
tient to  resist  and  that  of  the  disease  to 
destroy,  is  small.  Experience  has  taught 
us  that  the  result  depends  upon  the  patient 
persisting  along  good  lines  of  treatment  for 
a considerable  period  of  time. 

These  patients  should  not  have  to  work 
and  earn  their  living.  They  should  have 
sufficient  funds  to  pay  their  expenses  un- 
til an  expert  tells  them  that  they  have  im- 
proved enough  to  work.  When  they  are 
not  so  supplied  with  funds,  it  is  a constant 
source  of  worry  to  them.  This  leads  to 
the  subject  of  the  indigent  consumptive  in 
the  southwest,  which  is  a large  one  in  it- 
self, but  time  does  not  permit  more  than 
a reference  to  it. 

I will  mention  a number  of  factors  that 
have  a direct  influence  on  how  these  pa- 
tients persist  in  treatment.  Practically  all 


who  present  themselves  have  contracted 
the  disease  elsewhere  and  come  to  this  re- 
gion on  account  of  our  favorable  climatic 
conditions.  Most  of  them  are  alone  and 
become  very  homesick.  Few  improve  as 
rapidly  as  they  thought  they  would,  and 
they  worry  a good  deal  on  this  account. 
They  are  physically  inactive,  have  prac- 
tically nothing  to  do,  and  have  too  much 
time  for  unproductive  thinking.  Those  who 
are  inclined  to  worry  frequently  develop  in- 
somnia, become  discontented,  and  desire  to 
make  a change,  even  when  there  is  no  real 
reason  for  doing  so. 

When  a patient  is  improving  more  slow- 
ly than  he  wishes,  or  gradually  losing 
ground,  there  is  a strong  tendency  for  him 
to  consider  making  a change  in  either  loca- 
tion or  treatment.  He  wants  to  go  to  a 
warmer  or  a colder  climate,  to  a lower  or 
higher  altitude,  or  make  some  radical  alter- 
ation in  the  treatment  used.  In  his  per- 
sonal contact  with  others,  or  in  his;  read- 
ing, he  receives  advice  varying  from  what 
is  good  to  the  utterly  worthless.  In  his 
frame  of  mind  he  is  easily  influenced  by 
the  advice  of  others. 

To  counteract  the  factors  just  mentioned 
a patient  should  be  given  a good  under- 
standing of  his  condition,  and  should  learn 
something,  but  not  too  much,  about  the 
disease.  He  is  greatly  in  need  of  sympathy, 
friendship,  and  companionship  of  the  right 
kind.  When  he  has  these,  his  treatment 
and  recovery  are  greatly  facilitated. 

In  conclusion,  I wish  to  state  that  the 
practicing  physician  can  use  his  knowledge 
and  experience  in  making  a careful  diagno- 
sis and  advising  treatment,  but  he  acts  in 
an  advisory  capacity  only,  and  cannot  en- 
force directions.  Beyond  that,  in  a given 
case,  the  result  depends  upon  how  the  pa- 
tient accepts  advice  and  acts  upon  it.  In 
this  paper  I have  tried  to  bring  to  your 
attention  a number  of  personal  factors  that 
have  an  important  bearing  on  how  the  pa- 
tient carries  out  the  treatment  prescribed. 


THROMBO-ANGIITIS  OBLITERANS 

E.  A.  Duncan,  M.  D. 

EL  PASO,  TEXAS 


The  following  case  is  so  typically  illus- 
trative of  a disease  which  has  attracted  in- 
creasing attention  of  recent  years  that  it 
may  be  interesting  to  report  it  somewhat  in 
detail. 

J.  H.  S.,  an  unoccupied  man  of  sixty-seven,  com- 
plained of  Bright’s  disease  and  high  blood  pressure. 

Family  History.  Father  died  of  pneumonia. 
Mother  died  at  seventy  of  unknown  cause.  Two 


brothers  were  killed  in  battle,  one  died  following 
a surgical  op  ration  and  one  of  “asthma.”  Two 
sisters  are  living  and  well.  One  sister  died  of 
apoplexy  and  two  of  fevers  of  unknown  nature. 
FI  is  wife  is  living  and  well  and  there  are  ro  chil- 
dren. nor  have  there  b:en  any  pregnancies.  There 
is  no  family  history  of  tuberculosis,  heart  disease, 
dialu  tes  or  nervous  diseases. 

Personal  History.  Patient  has  never  been  ro- 
bust. For  the  past  twenty  or  thirty  years  his 
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weight  has  averaged  100  pounds.  While  in  his 
twenties  he  was  subject  to  facial  neuralgia.  No 
other  headaches.  At  twelve  he  lost  his  right  eye 
in  an  accident.  There  is  no  history  of  tinnitus, 
vertigo  or  otitis.  There  have  been  no  nasal  diffi- 
culties nor  tonsillitis.  He  has  had  some  chronic 
cough  and  expectoration  for  many  years,  and  has 
had  infrequent  nocturnal  attacks  of  asthma.  There 
is  no  history  of  fever,  weight  losses,  hemoptysis 
or  pleurisy.  He  has  never  been  breathless  on  ex- 
ertion nor  has  he  had  palpitation  or  cardiac  pain. 
Appetite  and  digestion  have  always  been  good. 
He  is  somewhat  constipated.  No  history  of  jaun- 
dice or  severe  abdominal  pain  with  nausea.  For 
the  past  ten  or  twelve  years  he  has,  at  times, 
been  unable  to  empty  his  bladder  and  has  catheter- 
ized  himself.  There  has  been  no  swelling  of  the 
feet  prior  to  the  present  illness.  He  had  typhoid 
at  eighteen,  pneumonia  at  eighteen  and  again  at 
twenty.  No  history  of  rheumatism,  scarlet  fever, 
diphtheria,  heart  disease,  skin,  venereal  or  nervous 
diseases.  There  have  been  no  operations  or  in- 
juries. 

Present  Illness.  For  the  past  ten  years  patient 
has  had  pain  in  his  feet  and  calves  on  walking. 
These  pains  have  increased  steadily  in  severity  so 
that  now  he  is  unable  to  walk  more  than  a biock 
without  stopping  to  rest,  when  the  pain  subsides 
and  he  is  able  to  proceed  again  for  a short  dis- 
tance. During  this  time  he  has  be;n  told  on  sev- 
eral occasions  that  he  had  a high  blood  pressure. 
In  November,  1925,  he  grew  much  worse.  His 
feet  became  very  painful,  began  to  swell,  and 
would  redden  when  dependent.  Shortly  after  this 
he  developed  an  ulcer  on  the  dorsum  of  the  left 
foot  which  required  four  months  to  heal.  Swell- 
ing and  redness  of  the  feet  have  persisted  to  date, 
though  the  swelling  has  varied  in  degree.  Any 
slight  abrasion  of  the  feet  heals  very  sluggishly. 

Physical  Examination.  June  10,  1926.  A poorly 
developed  and  ill-nourished  man.  Apart  from  the 
feet,  skin  and  mucous  membranes  are  clear.  Bones 
and  joints  are  negative.  There  is  no  superficial 

adenopathy.  The  right  eye  has  been  removed.  The 
left  moves  properly,  the  pupil  is  round,  central 
and  reacts  to  Light.  Ears,  nose  and  throat  are 
clear.  Tongue  is  clean  and  protruded  evenly. 
Teeth  are  all  artificial.  Chest  is  of  poor  breadth 
and  depth  and  expands  equally.  Tactile  fremitus 
is  equal.  Both  lungs  are  resonant.  Breath  sounds 
are  vesicular  and  there  are  no  rales  before  or 
after  cough.  The  heart  is  not  enlarged  and  there 
are  no  murmurs.  Aortic  second  is  accentuated. 
Pulse  is  rhythmic,  regular,  of  large  volume  and 
increased  tension.  There  is  moderate  fibrous 
thickening  of  the  radicals.  Blood  pressure,  154-85. 
There  aire  no  abdominal  distention,  tenderness, 
fluid  or  masses.  Diver  and  spleen  are  not  pal- 
pable. Prostate  is  about  one  and  on  -half  inches 
in  width,  rounded,  smooth  and  firm.  Superficial 
and  deep  reflexes  are  present  and  there  are  no 
abnormal  reflexes.  Both  Diet  are  red  and  slight- 
ly swollen.  Swelling  does  not  extend  above  the 
malleoli.  There  is  a nail-head -sized  scar  on  the 
dorsum  of  the  left  foot  . The  toe  nails  are  thick- 
ened and  deformed.  Both  feet  are  cold  to  the 

touch.  The  redness  disappears  on  elevating  the 
foot  but  reappears  in  a few  minutes  after  placing 
in  the  dependent  position.  The  right  femoral 
artery  is  felt  as  a finger-thick  cord  and  does  not 
pulsate.  The  left  is  hard  and  thick  but  there  is 
a faintly  palpable  pulsation.  No  pulsation  is  pal- 
pable in  the  popliteal,  posterior  -tibia  1 or  dorsalis 
pedis  on  either  side.  The  urine  contains  pus. 

To  summarize,  we  are  dealing  with  a case  of 
intermittent  claudication  of  ten  years’  duration 


which  has  recently  bnoome  much  worse.  Since 
November,  1925,  the  feet  have  been  swollen  and 
red  with  a tendency  to  ulceration.  Except  for  the 
left  femoral,  the  arteries  of  the  legs  are  pulseless 
cords.  These  are  the  characteristic  findings  of  a 
severe  case  of  thrombo-angiitis  obliterans. 

Our  knowledge  of  this  disease  is  largely 
due  to  the  studies  of  Leo  Buerger,  who  pro- 
posed the  now  generally  accepted  name  in 
1908,  and  who  discusses  the  subject  ex- 
haustively in  his  work  on  the  Circulatory 
Diseases  of  the  Extremities.* 

The  disease  is  essentially  an  inflamma- 
tion of  the  deep  arteries  and  veins  result- 
ing in  an  occlusive  thrombosis  of  the  ves- 
sels of  the  extremities.  Little  is  known  of 
its  etiology  but  99  per  cent  of  cases  are 
found  in  male  Jews  between  the  ages  of 
twenty  and  fifty.  One  case  has  been  re- 
ported at  the  age  of  three.  Syphilis,  arterio- 
sclerosis, nephritis,  hpertension  and  toxic 
agents,  except  tobacco,  have  not  been 
shown  to  be  factors  in  its  causation.  Most 
cases  are  in  heavy  smokers  and  tobacco 
possibly  increases  the  vulnerability  of  the 
blood  vessels,  as  suggested  years  ago  by 
Erb  in  his  studies  of  intermittent  claudica- 
tion. 

Thrombo-angiitis  obliterans  involves  the 
legs  much  more  often  and  extensively  than 
it  does  the  arms.  There  is  an  occlusive 
thrombosis,  with  organization  and  often 
canalization  of  the  clot.  In  typical  cases 
the  vessels  below  the  popliteal  are,  to  a 
greater  or  less  extent,  occluded.  Rarely  the 
disease  extends  to  the  femorals  and  iliacs 
as  in  the  case  shown.  There  may  be  a 
periarteritis  resulting  in  the  binding  to- 
gether of  vein,  artery  and  nerve  in  a mass. 

Usually  the  first  complaint  is  of  pain  in 
the  feet  and  legs,  on  walking,  i.  e.,  inter- 
mittent claudication.  Coldness  and  numb- 
ness of  the  feet  are  noticed  and  especially 
in  cold  weather.  After  months  or  years, 
during  which  time  the  pain  increases,  evi- 
dence of  nutritional  disturbances  appear. 
There  are  blebs,  pustules  or  ulcerations, 
most  often  on  the  tips  of  the  toes,  follow- 
ing trivial  injury  or  without  apparent 
cause.  The  pain  now  becomes  very  severe. 
At,  or  before,  this  time  it  is  noticed  that 
the  toes  or  anterior  part  of  the  foot,  be- 
comes reddened  when  in  the  dependent  po- 
sition, but  blanches  when  raised  to,  or 
above,  the  horizontal.  The  foot  is  cold,  it 
may  be  edematous,  and  the  superficial  ves- 
sels are  pulseless.  Some  20  per  cent  of 
these  patients  develop  a migrating  phlebitis 
of  the  superficial  veins.  Wide  variations 
in  these  symptoms  occur.  Certain  patients 
have  pain  alone,  and  this  may  be  so  severe 
as  to  require  amputation  even  in  the  ab- 
sence of  gangrene.  Trophic  changes  may 
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be  the  first  symptom,  and  they  may  pro- 
gress rapidly  to  gangrene. 

The  disease  is  a chronic  one,  ending  in 
gangrene,  though  the  development  of  the 
latter  may  be  delayed  for  years.  Remis- 
sions with  entire  or  relative,  but  tempo- 
rary, relief  of  symptoms  occur,  later  to  be 
followed  with  an  exacerbation.  Persistent 
edema  is  a sign  of  ill  omen,  presaging  gan- 
grene. Sudden  death  may  follow  pul- 
monary embolism. 

According  to  Buerger,  the  points  upon 
which  we  must  depend  for  a clinical  diag- 
nosis of  thrombo-angiitis  obliterans  are  as 
follows:  (1)  Its  occurrence  among  male 

Jews;  ( 2 ) early  involvement  of  the  lower 
extremities;  (3)  early  pain  of  intermittent 
claudication;  (4)  the  presence  of  migrating 
thrombosis;  (5)  absence  of  pulsation  in  the 
vessels;  (6)  blanching  of  the  part  when 
elevated;  (7)  redness  in  the  dependent  posi- 
tion; (8)  absence  of  simultaneous,  sym- 
metrical involvement;  (9)  the  slow,  chronic 
course,  terminating  in  gangrene. 

A consideration  of  these  characteristics 
would  lead  us  to  think  that  confusion  with 
any  other  disease  is  unlikely.  As  a matter 
of  fact,  Raynaud’s  disease  is  the  chief  con- 
dition in  which  such  confusion  might  occur, 
and  this  is  true  particularly  when  thrombo- 
angiitis affects  the  upper  extremities.  The 
intermittent  nature  of  the  attacks  of  Ray- 
naud’s disease,  with  return  to  normal  be- 
tween attacks,  the  absence  of  pain  during 
intermissions,  and  the  striking  absorption 
of  bone,  often  with  loss  of  the  terminal 
phalanges,  are  the  main  points  in  the  dif- 
ferentiation of  these  diseases.  Tn  Ray- 
naud’s disease  the  vascular  changes  of 
thrombo-angiitis  are  never  found.  The 
hard  edema  of  the  first  stage  of  sclero- 
derma and  sclerodactylia,  and  the  later 


stage  of  bone  atrophy,  are  not  seen  in 
thrombo-angiitis.  The  trophic  disturbances 
of  syringomyelia  should  be  readily  recog- 
nized as  such  with  their  concomitant  neu- 
rological findings,  atrophies,  scoliosis  and 
dissociated  anesthesia. 

The  treatment  of  thrombo-angiitis  is  an 
unsatisfactory  duty.  The  circulatory  re- 
quirements of  the  part  should  be  made  as 
light  as  possible  by  its  minimal  use.  Me- 
chanical irritation  and  injury  must  be 
avoided  as  in  a diabetic.  There  is  no  spe- 
cial treatment  for  the  pain.  Treatment  di- 
rected toward  lowering  blood  viscosity  has 
been  attempted,  the  administration  of 
sodium  citrate,  of  Ringer’s  solution  in  quan- 
tities of  eight  or  ten  quarts  a day  by  the 
duodenal  tube,  and  hypertonic  salt  solution 
intravenously,  all  have  been  used.  These 
measures  are  of  doubtful  benefit.  Buerger 
recommends  a sort  of  vascular  exercise  by 
alternately  lowering  the  part  until  it  red- 
dens, then  raising  it  until  blanching  occurs, 
at  the  same  time  applying  heat.  This  is 
kept  up  for  an  hour  at  a time  for  six  or 
seven  hours  per  day.  He  also  believes  in- 
termittent compression  of  the  main  vessels 
to  be  of  value,  and  mentions  the  use  of  heat 
and  diathermy. 

The  average  case  eventually  requires 
surgical  treatment.  The  difficulty  of  se- 
curing primary  union  after  amputation,  in 
the  presence  of  such  extensive  vascular 
damage,  is  apparent  but  Buerger  reports 
sixty-five  cases  with  excellent  results  in  all, 
by  the  Gritti-Stokes  supracondylar  ampu- 
tation of  the  thigh,  which  appears  to  be 
the  operation  of  choice.  The  case  m hand, 
with  femoral  occlusion,  certainly  raises  ad- 
ditional obstacles. 

*The  Circulatory  Diseases  of  the  Extremities; 
by  L o Buerger;  W.  B.  Saunders,  1924. 
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CLASSIFICATIONS  AND  DIAGNOSIS  OF  CHRONIC  ARTHRITIS 
Edgar  H.  Brown,  M.  D. 

PHOENIX,  ARIZONA 

The  chief  predisposing  factor  seems  to 
be  an  inherent,  probably  hereditary,  weak- 
ness, comparable  to  those  conditions  which 
predispose  to  premature  gray  ness,  baldness 
and  other  signs  of  senescence.  In  some 
cases  the  essential  weakness  is  in  one  or 
more  of  the  endocrines.  Trauma  may  be 
the  cause  of  arthritis  being  recognized,  it 
not.  a help  in  starting  it.  Exposure,  ex- 

( Presented  before  the  Deaconess  Hospital  Staff,  at  monthly  Staff  Conference). 


CONCLUSIONS  FROM  REVIEW  OF  THE  RE- 
CENT LITERATURE 

Arthritis  has  numerous  exciting  causes, 
the  most  common  of  which  are  bacteria. 

Various  bacteria  may  be  responsible^  for 
arthritis  but  the  most  common  are  ’the 
streptococci.  Protozoa  and  other  parasites 
are  given  as  causative  agents.  Anaphylac- 
tic reactions  also  may  be  the  exciting  cause 
in  arthritis. 
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haustion,  strains,  etc.,  may  contribute  to 
the  development  of  infection  in  or  about 
joints. 

Bacteria  may  develop  to  sufficient  num- 
bers to  make  a successful  assault  upon  a 
joint  by  virtue  of  good  breeding  places  in 
the  body,  designated  as  foci  of  infection. 
A thorough  search  for  foci  of  infection 
should  include  at  least  the  mouth  and 
teeth ; throat  and  tonsils ; paranasal  sinus- 
es ; middle  ear  and  mastoid ; cervix  uteri ; 
prostate  and  seminal  vesicles ; intestines ; 
appendix ; colon ; rectum ; kidney  pelvis ; 
urinary  bladder;  gall  bladder,  and  chronic 
infection  anywhere  in  the  body. 

The  most  comprehensive  classification  of 
arthritis  appears  to  be  that  of  Cecil  and 
Archer.  They  have  two  broad  divisions, 
to-wit;  proliferative  and  degenerative.  Un- 
der proliferative  come  infections,  specific 
and  deformans.  Under  degenerative  come 
menopause,  monarticular  and  senile.  These 
terms  are  self  explanatory  except  possibly 
the  word  infectious  which  includes  simply 
those  which  can  be  definitely  and  individ- 
ually established  as  coming  from  infection. 
This  implies  that  many  cases  of  arthritis 
while  probably  infectious  in  nature  in  the 
beginning  are  not  easily  proven  so  to  be. 

The  pathology  and  associated  pathology 
of  arthritis  are  complex.  Without  present- 
ing the  histology  of  the  joint  changes, 
there  are  decreased  circulation,  decreased 
sugar,  oxygen  and  other  metabolism,  and 
likely  anemia,  decreased  gastric  secretions 
and  other  systemic  evidences  of  impaired 
health. 

The  diagnosis  of  arthritis  consists  in 
finding  all  of  the  possible  sources  of  in- 
fection and  toxemia.  It  would  seem  ad- 
visable to  make  it  a rule  to  make  sensitiza- 
tion tests  on  all  cases. 

The  treatment  consists,  especially  in  the 
early  stages,  of  a complete  and  thorough 
eradication  of  all  foci  of  infection.  There 
seems  to  be  an  implication  in  the  lines  of 
many  of  the  writers  that  if  this  were  done 
a large  per  cent  of  chronic  cases  would  be 
prevented. 

Immobilization  should  be  done  in  acute 
stages. 

Active  and  passive  movements  should  be 
begun  early. 

Massage,  diathermy,  and  every  measure 
to  help  increase  the  circulation  should  be 
utilized. 

A low  carbohydrate  diet  is  usually  indi- 
cated. 

The  administration  of  nitrites  seems  to 
offer  hope  of  bringing  about  benefit. 

Vaccines  are  generally  recommended. 

Non-specific  protein  shock  treatment  is 


recommended  by  a number  of  the  writers. 

When  patients  are  found  sensitized  to 
food  proteins  those  foods  should  be  elim- 
inated from  the  diet. 

Deformities  should  be  prevented;  but  if 
not  prevented  they  should  be  corrected. 

Iodides  and  thyroid  extract  are  indicated 
in  certain  cases. 

Reduction  of  weight  is  indicated  in  those 
who  are  too  fleshy. 

Low  caloric  diet  is  indicated  in  the  obese. 

All  arthritics  should  be  instructed  in  the 
nature  of  their  malady,  that  much  depends 
upon  their  philosophic  attitude  toward  their 
troubles,  and  that  co-operation  with  their 
physicians  will  do  much  to  make  life  bear- 
able. 

Ortho-iodoxybenzoic  acid  may  come  into 
general  use  in  time  and  promise  a cure  to 
a considerable  per  cent  of  those  suffering 
from  arthritis. 

Synovectomy  i-s  indicated  in  all  suppurat- 
ing joints  and  in  many  joints  not  suppurat- 
ing. 

Sunshine,  equitable  climate,  regular  ex- 
ercise, and  proper  clothing  are  advanta- 
geous. 

Colonic  irrigations  are  indicated  in  those 
cases  which  are  harboring  the  etiologic  or- 
ganisms in  the  intestinal  lumen. 

Dilute  hydrochloric  acid  is  recommended 
by  a number  of  writers  as  being  almost  a 
routine  necessity. 

General  eliminative  treatment  is  always 
good. 

In  cases  with  parasitic  involvements,  ars- 
phenamin,  emetin  and  ipecac  should  be 
used. 

Salicylates  are  probably  always  benefi- 
cial. 

ABSTRACTS 

Cecil  and  Archer  (J.  A.  M.  A.,  LXXXVII,  p.  741) 
of  the  Cornell  Clinic  classify  612  cases  of  arthritis 
as  proliferative  and  degenerative.  Under  prolif- 
erative come  (1)  infectious,  379;  (2)  specific,  18; 
(3)  deformanus,  17.  Under  degenerative  are  (4) 
menopause,  145;  (5)  monarbicular,  20;  (6)  senile, 
17.  There  were  in  the  group  four  cases  of  gout, 
two  of  intermittent  hydrops  articulorum  and  10 
cases  were  unclassified. 

The  infectious  type  is  due  to  foci  of  infection, 
with  exposure  as  a secondary  role.  Sixty-one  per 
cent  were  from  infected  tonsils  and  33  per  cent 
from  teeth.  The  sinuses,  prostate,  gall  bladder, 
colon  and  cervix  harbored  the  organisms  in  a few 
cases.  The  patient  often  dates  his  trouble  from 
an  acute  infection  or  operation.  The  laboratory 
findings  are  mostly  negative.  In  the  foci  of  infec- 
tion are  found  streptococci,  either  hemolytieus  or 
viridans.  The  blood  sugar  was  a high  normal  in 
fourteen  cases.  The  treatment  consisted  in  re- 
moval of  foci  of  infection,  vaoCinels  and  physio 
therapy.  Favorable  results  were  obtained  in  82 
per  cent  of  those  in  whom  the  disease  had  not 
persisted  over  six  months.  The  longer  the  disease 
had  persisted  the  less  was  the  benefit  obtained 
from  treatment.  Those  who  had  had  the  disease 
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five  years  or  longer  received  little  or  no  benefit. 

In  the  eighteen  cases  of  specific  arthritis,  eleven 
wore  from  gonococci,  five  from  tubercle  bacilli 
and  two  from  syphilis.  The  gonococcic  cases  were 
treated  by  the  urologists,  with  vaccine  therapy  in- 
travenously, and  physiotherapy.  The  tuberculous 
arthritis  was  treated  by  the  orthopedists. 

Arthritis  deformans,  the  authors  say,  presents  in 
the  early  stages  much  the  same  appearance  as 
does  the  infectious  type  The  average  duration  at 
time  of  admission  to  the  clinic  was  seven  years. 
Had  these  been  seen  early  they  would  have  beep 
called  infectious  arthritis.  In  none  of  the  18  cases 
were,  foci  of  infection  located.  One  of  the  patients 
was  found  sensitized  to  a large  number  of  foods 
and  removal  of  the  food  from  the  diet  caused 
much  improvement  in  the  deformity.  Removal 
of  foci  of  infection  and  other  treatment,  vaccines, 
physiotherapy  accomplishes  little  or  no  good. 

Degenerative  arthritis  has  lesions  in  the  bones 
and  cartilage  with  little  involvement  of  the  soft 
parts.  This  type  is  not  painful.  It  is  usually  as- 
sociated with  sclerotic  and  degenerative  changes 
and  usually  no  focal  infection,  fever  or  signs  of 
inflammation  in  the  joint  are  found.  Of  the  182 
cases  of  degenerative  arthritis,  145  were  in  obese 
middle  aged:  women,  at  or  just  after  the  meno- 
pause. The  morbid  changes  consist  of  thinning 
cartilage,  lipping  and  spur  formation  of  the  bone 
at  the  joint  margins.  Progress  of  the  process  is 
slow.  The  treatment  consisted  in  reduction  of 
weight  by  diet,  the|  use  of  thyroid,  iodides,  etc. 
Physiotherapy  gives  much  relief.  Colonic  irriga- 
tion is  helpful  in  some  cases.  Vaccines  have  been 
ineffective.  Ovarian  extract  has  not  Deen  bene- 
ficial. 

Degenerative  monarticular  arthritis  was  found 
in  twenty  patients,  sixteen  in  hip  and  two  each  in 
shoulder  and  knee.  It  occurs  in  late  middle  life, 
more  often  in  men  than  in  women,  usually  in  out 
door  workers  and  from  trauma.  Focal  infection 
is  uncommon  and  when  found,  removal  does  no 
good.  The  author’s  treatment  of  this  group  has 
been  chiefly  iodides  and  physiotherapy.  Vaccines 
were  useless.  Only  six  of  sixteen  treated  derived 
any  definite  benefit. 

There  were  seventeen  cases  of  senile  arthritis. 
The  average  age  was  67.  Fourteen  were  women. 
Foci  of  infection  were  rare;  any  joint  of  the  body 
may  be  attacked;  there  are  always  many  joints 
involved.  The  common  sites  are  the  spine,  the 
distal  phalangeal,  and  slightly  less  common  in  the 
knees,  knuckles,  feet  and  shoulder  joints.  The 
type  of  lesion  is  osteo-arthritis  with  new  growth 
of  bone  and  cartilage  around  the  edges  of  the 
joints.  True  ankylosis  does  not  occur,  in  eleven 
of  the  patients  treated,  two  were  definitely  im- 
proved and  five  were  slightly  improved. 

There  were  four  cases  of  gout,  all  had  or  had 
had  involvement  in  the  great  toes.  Three  had  in- 
volvement of  large  joints.  The  fingers  were  af- 
fected in  two  oases.  Only  one  showed  tophi  in 
ears.  The  average  uric  acid  content  in  the  blood 
was  6 mg.  per  100  c.c.  All  improved.  The  treat- 
ment was,  purin  free  diet,  colchicin  and  cincho- 
phen. 

Intermittent  hydrops  articulorum  was  found  in 
two  men,  age  40  and  48.  The  attacks  came  every 
ten  days  and  lasted,  one  day,  and  two  or  three 
days  respectively.  In  one  a knee  was  affected 
and  in  the  other  both  knees  and  one  hip.  Foci 
of  infection  were  found  and  removed  and  im- 
provement resulted. 

The  authors  are  convinced  that  there  are  the 
two  distinct  and  fundamentally  different  clinical 
form s — the  proliferative  which  is  infcetious  and 
the  degenerative  which  in  their  opinion  is  non- 


infectious.  The  degenerative  type  they-  designate 
as  stigma  of  age  just  as  may  be  arteriosclerosis, 
nephritis,  myocarditis,  gray  hair,  etc. 

In  their  conclusions  the  authors  state  prolifera- 
tive arthritis  cases  should  have  focal  infections 
removed  and  degenerative  arthritis  cases  should 
have  their  metabolism  accelerated  with  iodides, 
physiotherapy  and  low  caloric  diet. 


Ralph  Pemberton  (J.  A.  M.  A.  LXXXV1I,  p.  1258) 
presents  an  interesting  and  original  concept  of 
some  of  the  predisposing  factors  in  the  etiology 
of  what  he  called  heumatoid  disability.  Concern- 
ing the  part  played  by  bacteria  he  states  “It  is 
common  knowledge  that  infections,  especially  focal 
in  nature,  have  much  to  do  with  the  causation 
of  rheumatoid  disability.” . 

The  author  has  found  in  sixty  per  cent  of  the 
cases  of  arthritis  a lowered  sugar  metabolism. 
This  is  not  diabetic  in  nature;  it  is  due  to  chang- 
es in  the  circulation  of  the  blood,  and  is  concom- 
itant with  an  increase  of  oxygen. 

Pemberton’s  contention  is  that  the  decreased 
circulation  and  decreased  metabolism  is  a vicious 
circle.  As  the  arthritis  develops  disuse  of  the 
limb  results  and  this  in  turn  produces  further  cir- 
culatory changes.  In  the  atrophy  of  disuse,  it 
can  be  shown  by  x-ray  that  the  bone  of  a leg 
which  is  not  being  used  grows  thinner.  He  and 
his  co-workers  found  in  patients  with  broken  legs 
that  the  blood  of  the  femoral  veins  of  those  legs 
showed  an  increased  amount  of  sugar  and  oxy- 
gen. The  fact  that  massage,  heat,  passive  mo- 
tion, etc.,  do  so  much  for  arthritis  is  further  proof 
of  circulatory  deficiencies  in  arthritic  limbs.  On 
tihiis  basis  he  suggests  that  the  nitrites  should  be 
beneficial  in  arthritis.  In  60  per  cent  of  the 
cases  the  sugar  metabolism  was  raised  and  clin- 
ical benefit  was  obtained  by  the  use  of  nitrites 

Another  point  which  he  emphasizes  is  that 
there  is  a ready  transference  from  the  blood  to 
the  synovial  fluid  of  substances  in  the  blood. 
After  sugar  is  injected  into  the  blood  it  is  soon 
found  in  the  synovial  fluid  in  higher  concentration 
than  in  the  blood.  The  synovial  fluid  has,  as  one 
of  its  functions,  the  supplying  of  nutriment  to  the 
avascular  portion  of  cartilage  in  the  joint.  If  sugar 
can  thus  reach  the  joints  readily  it  is  assumed 
that  toxins  in  the  blood  may  also  reach  the  joints 
readily. 


N.  Mutch  (Medical  Journal  and  Record,  May  20, 
1925,  p.  625)  analyzed  two  hundred  cases  of 
arthritis  from  the  standpoint  of  the  frequency  of 
infection  of  the  digestive  tract.  Gout,  venereal, 
and  tuberculous  diseases  and  monarthritis  were 
excluded.  Active  sepsis  was  present  in  the  throat 
and  nose  of  thirty-four  percent  of  the  two  hundred 
cases,  and  around  the  teeth  in  fifty-two  per  cent; 
infective  streptococci  were  recovered  from  the 
feces  of  eighty-four  per  cent.  Fifteen  per  cent  of 
his  series  developed  arthritis  years  after  all  the 
teeth  had  been  extracted.  Sixteen  per  cent  had 
total  extractions  during  the  course  of  arthritis 
and  yet  continued!  to  have  outbursts  of  aithritis 
with  involvement  of  new  joints.  “Critical  analy- 
sis of  the  throat  histories  shows  a similar  state 
of  affairs.”  He  writes:  “The  explanation  of  the 
failure  in  the  treatment  of  these  patients  lies  in 
the  infection  which  was  taking  place  from  the 
lower  zones  in  the  bowel  and  which  had  been  ne- 
glected after  the  cleansing  of  the  mouth.” 

Lower  alimentary  tract  infection  include  local- 
ized infections  and  diffuse  infection.  Among  the 
localized  infections  are  chronic  appendicitis,  Chol- 
ecystitis, ulcerated  hemorrhoids,  diverticulitis,  and 
stercoral  ulcers.  The  diffuse  infections  may  in- 
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volve  the  whole  intestine  and  may  be  associated 
with  circumscribed  zones  of  infections.  Most  of 
the  infecting  organisms  are  streptococci,  but  four 
per  cent  are  staphylococci. 

Stagnation  of  the  bowel  contents  seems  to  be 
the  rude.  Many  of  the  patients  had  suffered  with 
constipation  for  years  before  the  development  of 
arthritis.  Three-fourths  of  the  cases  had  redun- 
dant loops  of  pelvic  colon  and  in  two-thirds 
the  transverse  colon  was  double  length.  Many 
had  secondary  obstructions.  Fifty  per  cent  had 
a kink  of  the  last  coil  of  the  ileum.  Over  thirty 
per  cent  had  a most  acute  splenic  flexure  in  erect 
position.  Ninety  per  cent  had  a last  kink  in  pel- 
vic colon.  It  was  common  to  find  diseased  ap- 
pendices usually  with  adhesions  so  as  to  inter- 
fere with  peristaltic  results.  Ptosis  was  frequent. 
Periods  of  diarrhea  and  mucus  were  common. 
Stasis  and  sepsis  of  the  intestines  may  both  be 
present  without  manifestations.  Stasis  is  frequent 
notwithstanding  daily  evacuations  of  the  bowels. 

The  author’s  scheme  of  treatment  was  to  survey 
the  entire  alimentary  canal.  Accessible  areas  are 
treated  surgically.  Autogenous  vaccines  supple- 
mented the  surgical  treatment,  and  did  great  good. 
Thyroid  treatment  was  utilized  in  a considerable 
per  cent  of  the  cases. 


Phillip  S.  Henoh  (Atlantic  Medical  Journal,  April, 
1925,  p.  425)  remarks  that  the  countless  cures  for 
arthritis  proves  a lack  of  a specific  cause.  He 
reports  upon  320  cases  of  polyarthritis  or  arthritis 
deformans  which  had  been  seen  at  the  Mayo  Clinic 
in  the  preceding  two  years.  He  says  there  are 
two  main  clinical  types  of  chronic  arthritis.  The 
first  is  primarily  infectious  and  involves  many 
large  joints  and  the  proximal  and  middie  joints  of 
the  fingers.  It  occurs  in  early  adult  and  middle 
life.  It  is  associated  with  vasomiotor  depression 
— commonly  found  in  visceroptosis.  This  group 
is  susceptible  to  anaphylactic  and  allergy  phe- 
nomena. The  second  group  may  be  partly  infec- 
tious. It  is  characterized  by  localization  in  spine 
or  knees  or  distal  joints  with  Heberdeen's  nodes. 
Those  of  this  group  usually  have  hypertension  ar- 
teriosclerosis and  other  evidence  of  senescence. 

In  women  it  is  likely  to  be  associated  with  the 
menopause  and  obesity.  The  joint  changes  are 
hypertrophic.  The  differentiation  between  the 
two  types  is  often  difficult. 

In  addition  to  removal  of  all  foci  of  infection, 
diathermy,  baking,  massage,  exercise  and  correc- 
tion and  prevention  of  deformities,  he  says  it  is 
important  to  teach  the  arthritic  the  nature  of  his 
malady,  the  limitations  of  medicine  in  affording 
cure,  and  What  he  must  or  should  do  to  help  him- 
self. 

His  final  word  is  to  search  carefully  for  foci 
of  infection  and  to  remove  them. 


E.  G.  Crookshank  (Medical  Journal  and  Record, 
May  20,  1925,  p.  615)  stresses  developmental  and 
structural  weaknesses  as  predisposing  factors  in 
the  etiology  of  arthritis.  Quoting: 

“I  would  say  definitely,  both  as  a challenge  and 
as  a statement  of  experience,  that  the  affected 
joints  and  correlated  structures  of  persons  who 
are  the  subjects  of  rheumatism  and  the  rheuma- 
toid affections  are  often  markedly  inferior,  from 
the  point  of  view  of  the  marphologist,  that  we 
are  justified  in  asserting  a correlation  between 
morphological  inferiority  and  liabiltiy  to  certain 
joint  affections.  That  is  to  say,  persons  who  ex- 
hibit such  inferiorities  are  more  liable  (caeteris 
paribus)  than  are  others  to  break  down  in  respect 
of  the  inferior  parts,  under  stress.” 


Again  he  writes:  “We  note,  in  these  cases, 

amyotonia,  short  incurved  little  fingers,  small 
thumbs,  and  irregular  digital  formula,  short,  or 
ill  formed  last  phalanges  and  irregular  metacarpal 
arrangements.” 

And  again:  “Disease  is  a function  of  at  least 
two  variables,  whether  we  call  them  soil  and  seed, 
organism  and  environment,  or  one  hoss  shay  with 
Deacon  as  a load.  We  must  study  both  variables, 
and  appreciate  both  variables,  never  losing  sight 
of  the  truth  that  it  is  the  relation  between  them 
that  constitutes  the  disease,  and  that  is  evidenced 
by  the  symptoms.  What  we  call  organic  disease 
is  the  effect  of  the  relation,  and  not  the  cause 
of  it.” 


A.  G.  Young,  Ph.  D.,  and  J.  B.  Youmous,  M.  D. 
(J.  A.  M.  A.,  LXXXVII,  p.  746)  of  the  University 
of  Michigan,  report  most  remarkable  results  with 
the  use  of  a new  drug  in  the  treatment  of  arthritis. 
They  include  43  patients  in  their  report.  Four 
who  had  no  crippling  had  marked  improvement. 
Three  with  slight  crippling  had  marked  benefit. 
Of  eleven  with  moderate  crippling,  six  had  marked, 
four  moderate  and  one  slight  improvement. 

The  drug,  which  the  authors  used  and  which  is 
not  on  the  market,  is  o-iodoxybenzoic  acid.  Much 
experimental  work  has  been  done  to  determine 
the  pharmacological  action  of  the  drug.  A resume 
of  this  work  as  quoted  by  Young  and  Youman  is 
to  the  effect  that  the  drug  is  antiseptic,  and  germi- 
cidal and  that  when  it  is  injected  into  animals  it 
stimulates  leucocytosis,  phagocytosis  and  produc- 
tion of  hemolysins,  agglutinis  and  antibodies  in 
general,  and  that  it  diminishes  the  intensity  of  al- 
lergic reactions. 

The  method  of  treatment  was  to  hospitalize  all 
patients  and  to  subject  them  to  thorough  clinical 
study.  There  was  no  accessory  treatment  except 
the  occasional  use  of  analgesics. 

The  drug  was  given  intravenously.  One  gram 
of  the  free  acid  was  placed  in  a beaker  containing 
50  c.  c.  of  sterile  water  and  ammonium  hydroxide 
was  added  until  the  reaction  was  just  alkaline  to 
litmus.  Then  the  amount  was  made  up  to  100  c.  c. 
by  addition  of  distilled  water.  The  solution  may 
be  warmed  and  stirred  but  not  boiled.  The  100 
c.  c.  are  injected  intravenously  in  not  less  than 
seven  minutes.  In  cases  with  active  infection  re- 
action similar  to  protein  reactions  occur.  The 
authors  think  these  reactions  are  not  non-specific 
protein  reactions.  The  treatments  are  given  bi- 
weekly for  three  or  four  weeks.  This  constitutes 
one  course.  Seventeen  patients  had  two  or  more 
courses. 


Pemberton,  Cajori,  and  Crouter,  (J.  A.  M.  A. 
LXXXVII,  p.  2148)  say,  “focal  infection  is  often 
only  the  match  to  the  priming,  even  where  opera- 
tive.” Again  they  say:  “The  justifiable  and  sound 
conception  that  focal  infection  is  a cause  of 
arthritis  has  properly  received  wide  acceptance.” 
Their  conclusion,  however,  seeims  to  be  that  the 
theory  of  focal  infection  has  had  too  much  final- 
ity. In  line  with  former  work  of  Pemberton’s  the 
author  gave  patients,  with  delayed  sugar  removal 
from  the  blood,  nitrites  to  open  up  smaller  blood 
vessels  and  in  turn  to  stimulate  metabolic  pro- 
cesses. They  found  that  this  caused  an  increased 
consumption  of  sugar  and  of  oxygen  and  probably 
of  other  products.  Their  idea  is  that  what  happens 
to  the  sugar  and  to  the  oxygen  is  an  index  to  what 
happens  to  other  blood  products.  The  author  be- 
lieves that  the  slow  metabolism  may  be  a cause 
rather  than  a result  of  the  focal  infection.  A 
good  per  cent  of  the  arthritic  patients  were  bene- 
fitted  by  the  administration  of  nitrites. 
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Stauffer  (Medical  Jour,  and  Rec.,  Dec.  3,  1934, 
p.  542)  found  that  a vast  majority  of  arthritis 
oases  have  foci  of  infection.  In  two  hundred  cases 
two-thirds  had  diseased  tonsils;  twenty-five  per 
cent  had  sinusitis.  Twenty -five  per  cent  had  ob- 
structed noses  with  deviated  septums.  The  teeth 
were  grossly  involved  in  ten  per  cent  of  the  cases. 

In  the  cases  who  were  unable  to  walk  seventy- 
five  per  cent  had  diseased  tonsils.  He  reports  one 
patient  who  after  four  serious  operations  on  her 
nose  became  able  to  walk.  Such  oases  he  says 
give  false  hopes  to  others. 

In  the  very  advanced  cases,  he  says,  the  bacteria 
have  usually  done  their  worst,  and  removal  of  foci 
of  infection  can  accomplish  but  little.  Focal  in- 
fection plus  factors  which  lower  resistance  seem 
to  be  tie  cause  of  arthritis. 


Miller  (Ky.  Med.  Jour.,  July,  1924,  p.  248)  says 
the  types  of  arthritis  known  as  deformans,  osteo- 
hypertrophic, degenerative,  metabolic  and  destruc- 
tive arthritis,  Hebardeen's  nodes  and  chronic  rheu- 
matism are  all  secondary  to  foci  of  infection.  One 
joint  becomes  a focus  for  others.  The  author 
cautions  particularly  to  treat  acute  cases  with 
gj*eat  care.  Acute  arthritis  joints  should  be  put 
at  rest  by  means  of  splints  or  by  plaster  of  parts 
casts.  Ten  days  or  two  weeks  of  this  will  usually 
relieve  extreme  pain  and  tenderness.  After  this 
acitve  and  passive  movements  with  baking  and 
massaging  should  be  continued  until  the  parts  are 
again  normal. 

Swete,  Dickson,  Locke  and  Osgood  recommend 
synovectomy  in  certain  types  of  arthritis.  The 
entire  synovial  membrane  with  all  villous  prolifera- 
tions is  removed.  Active  and  passive  motions  are 
begun  in  about  ten  days.  He  cautions  to  recom- 
mend fresh  air,  sunshine  and  equitable  climate, 
proper  underclothing,  and  regular  exercise.  Poor 
persons  who  have  to  use  their  joints  to  stave  off 
starvation  have  less  stiffness  and  ankylosis  than 
do  the  wealthy  persons. 


Knox  (New  Orleans  Med.  & Surg.  Jour.,  Feb., 
1925,  p.  310)  says  arthritis  does  not  receive  the 
attention  it  deserves.  Concerning  the  history  of 
foci  of  infection  he  says  Benjamin  Rush  first 
called  attention  to  it  over  one  hundred  yea.s  ago, 
and  in  1892  William  Hunter  again  spoke  of  it. 
But  until  eighteen  years  ago  little  significance 
was  attached  to  it.  He  emphasizes  that  the  finding 
of  one  focus  of  infection  does  not  exclude  others. 
The  yeast  and  entameba  may  be  causes.  The 
colon  bacillus  must  not  be  forgotten.  He  reports 
uwo  cases  of  arthritis  due  to  mtectea  seminal 
vesicles  and  prostate. 


Twinch  (Med.  Jour,  and  Rec.,  April  15,  1925,  p. 
466)  says  rheumatism  and  arthritis  may  be  easily 
confused;  in  fact  it  is  difficult  to  tell  where  one 
leaves  off  and  the  other  begins.  He  regards  the 
colon  as  a harbor  of  infection  responsible  for  near- 
ly all  chronic  arthritis.  Colon  irrigations  should 
be  given  daily  for  three  to  four  weeks  and  then 
twice  weekly.  Acid  colon  contents  call  for  an 
alkaline  wash  and  an  alkaline  stool  for  an  acid 
wash  for  the  colon.  He  recommends  implantation 
of  bacillus  acidophilus  into  the  colon,  as  experi- 
ments have  shown  that  streptococci  will  not  grow 
in  the  presence  of  bacillus  acidophilus.  Colloidal 
lime  and  iodine  have  been  found  of  much  benefit. 
Chronic  arthritics  are  always  at  a low  ebb  of 
health  and  everything  possible  to  help  them  should 
be  done. 


Ely  (Calif,  and  West.  Med.,  June.  1924,  p.  260) 
writes  of  the  relation  of  chronic  arthritis  and 


trauma.  He  says  industrial  insurance  has  to  deal 
with  the  following  type  of  cases:  a man  falls  and 
wrenches  his  spine  or  a larger  joint;  at  once  or 
before  long  hei  has  pain.  X-ray  examinations  ref- 
veal  spurring  and  lipping  of  the  joints  in  ques- 
tion. The  problem  is:  what  relation  is  there  be- 
tween the  trauma  and  the  lesions.  The  author's 
contention  is  that  the  joint  changes  had  been  go- 
ing on  painlessly  for  a long  time  and  that  the 
trauma  simply  served  to  call  attention  to  them. 
He  says  that  the  same  contential  conditions  are 
found  in  joints  in  which  there  is  no  history  of 
trauma.  He  stresses  the  importance  of  eradicat- 
ing foci  of  infection  and  all  intestinal  parasites. 


Miles  J.  Breuer  (The.  Neb.  Med.  Jour.,  March, 
1926,  p.  112)  in  searching  for  foci  of  infection  in 
arthritis  adheres  to  the  following  formal  list: 
“Mouth  and  teeth;  throat  and  tonsils;  paranasal 
sinuses;  middle  ear  and  mastoid;  cervix;  prostate 
and  seminal  vesicles;  appendix;  colon;  rectum; 
kidney;  urinary  bladder;  gall  bladder.  After  the 
foci  of  infection  have  been  removed  give  particular 
attention  to  building  up  the  patient’s  general  physi- 
cal condition  and  to  his  eliminative  organs — the 
bowels,  kidneys,  skin  and  lungs.  He  also  recom- 
mends the  ordinary  local  treatments,  the  usual 
drugs  and  occupational  therapy. 


Thompson  (Boston  Med.  & Surg.  Jour.,  Apr.  2, 
1925,  p.  658)  says  arthritis  deformans,  articular 
rheumatism,  infectious,  atrophic,  and  hypertro- 
phic arthritis,  rheumatoid  arthriti.s  osteo-arthritis, 
proliferative  and  degenerative  arthritis,  polyarticu- 
lar, senile,  juvenile,  trophic,  metabolic,  progres- 
sive, and  scirrhous  arthritis  are  terms  many  of 
which  are  identical  or  merge,  one  into  the  other. 

He  uses  the  general  classification  of  infeotiouis, 
atrophic,  hypertrophic,  and  isotrophic  arthritis. 
His  contention  is  that  the  atrophic  and  isotrophic 
forms  may  come  from  endocrine  disturbance  as 
well  as  directly  from  infection.  They  come  from 
hypothyroidism  more  than  from  any  other  endo- 
crine dysfunction. 


Riley  and  Smith  (N.  Y.  State  Jour,  of  Med.,  Mch. 
13,  1925,  p.  422)  write.  “A  study  of  the  bacterial 
flora  of  the  bowels  often  reveals  a dominant  coccal 
or  other  foreign  bacterial  invasion  of  the  contents 
that  should  be1  corrected  by  proper  medical  treat- 
ment and  dietary  regulations;  it  must  be  remem- 
bered, too,  even  an  apparently  normal  flora  may 
at  times  give  rise  to  a toxemia  by  the  excessive 
absorption  of  toxins.”  They  recommend  surgical 
removal  of  foci  of  infection;  but  before  doing  so 
they  administer  autogenous  vaccines. 


Kreusclier  (J.  A.  M.  A.,  LXXXVII,  p.  1257)  ex- 
amined 900  cases  of  arthritis  in  the  John  B.  Mur- 
phy Clinic  from  the  standpoint  of  etiology;  25 
per  cent  had  had  throat  infections,  usually  tonsil- 
litis; 18  per  cent  paranasal  sinus  infection;  17  per 
cent  gonorrheal  infections:  12  per  cent  genito- 

urinary tract  infection;  adn  five  p r cent  intestinal 
stasis.  He  had  been  able  to  produce  arthritis  in 
guinea  pigs  and  rabbits  by  injecting  infectious 
material  into  ear  veins.  Ninety-seven  per  cent  of 
the  rabbits  showed  arthritis  in  one  or  more  joints 
in  72  hours.  He  thinks  tbat  in  all  but  a small 
per  cent  of  cases  there  are  foci  of  infection  which 
are  the  definite  cause  of  the  arthritis. 


Stem  (J.  A.  M.  A.,  LXXXVII,  p.  1257)  believes 
that  many  if  not  most  cases  of  arthritis  are  due  to 
basic  disturbances  of  the  metabolism  of  the  joints 
from  the  absorption  of  infective  or  toxic  substanc- 
es from  the  bowels  or  elsewhere.  There  are 
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other  cases,  however,  in  which  the  etiology  is 
not  discoverable.  He  says  Riedinger  of  Wurx- 
burg  tied  off  or  destroyed  the  small  veins  leading 
from  the  patella  and  produced  thereby  a condition 
resembling  hypertrophic  arthritis  of  the  human 
being.  He  believes  Pemberton’s  ideas  of  lowered 
sugar  tolerance  are  correct. 


Lowman  (J.  A.  M.  A.,  LXXXVII,  p.  1257)  says 
that  at  the  Orthopedic  Hospital  School  of  Los  An- 
geles, eight  to  ten  per  cent  of  all  patients,  from 
infancy  to  twenty  years  of  age,  have  protozoan 
infection. 

In  arthritic  cases  he  reports  parasitic  involve- 
ment as  follows:  ameba  histolytica,  25  per  cent; 

chilomastix,  50  per  cent;  and  tricomonus,  25  per 
cent.  The  relation  of  protozoa  to  arthritis  is  not 
clear.  He  approves  of  massage  and  heat  with 
lessened  diet  and  rest  in  bed. 


Allen  C.  Nickel  (J.  A.  M.  A.,  LXXXVII,  p.  1117) 
of  Mayo  Clinic,  made  149  routine  cultures  from 
138  cases  of  arthritis;  60  cultures  were  from  ton- 
sils; 125  animals  were  injected  with  them.  50 
per  cent  of  which  developed  joint  lesions;  24  were 
from  teeth  and  56  animals  were  injected  with 
them,  60  per  cent  developing  joint  lesions;  50  cul- 
tures were  from  the  prostate  and  110  animals  were 
inoculated  with  these,  55  per  cent  of  them  develop- 
ing joint  lesions;  15  were  from  the  cervix  and  35 
were  injected  with  them,  35  per  cent  developing 
joint  lesions. 

In  a series  of  82  oases  of  chronic  arthritis,  espe- 
cially OiSteo-arthritis,  220  rabbits  were  inoculated 
with  cultures  therefrom  and  localizations  in  the 
joints  took  place  in  77  per  cent.  Seven  per  cent 
of  joint  infection  developed  when  the  cultures 
were  from  indefinite  cases  other  than  arthritis. 


Barker  (International  Clinics.  June,  1925.  p.  212) 
entitbts  his  article  “Chronic  Infectious  Arthritis” 
and  thereby  implies  that  there  may  be  other  types. 
He  believes  firmly  in  the  theory  of  focal  infection 
as  being  the  cause  of  arthritis — even  of  arthritis 
deformans.  He  says  that  in  more  than  75  per  cent 
of  the  cases  primary  foci  of  infection  are  found 
in  the  head,  most  often  in  the  tonsils.  Next  in 
frequency  sequence  c'ome  the  gums  and  teeth,  the 
paranasal  sinuses,  adenoids,  and  middle  ear.  After 
these  sites  come  the  genito-urinarv  apparatus,  the 
gall  bladder,  the  appendix,  etc.  Barker  thinks 
pfvery  case  of  arthritis  deserves  to  have  a most 
searching  examination  for  all  foci  of  infection  and 
whenever  such  are  found  they  should  be  appropri- 
ately treated. 


Irans  (.7.  A.  M.  A.  LXXXVII,  p.  725)  says  chronic 
proliferative  arthritis  is  often  of  infectious  origin. 
Other  cases  fall  into  the  class  of  arthritis  de- 
formans. Between  these  two  groups  are  many 
other  cases  suggesting  arthritis  deformans  but 
probably  infectious  in  origin.  He  says  there  are 
two  types  of  arthritis,  the  infectious  and  the  meta- 
bolic. Trauma,  weight  bearing  and  muscle  ten- 
sion are  all  eitiologic  factors  to  be  considered. 
Hereditary  tendencies  to  arthritis  are  not  uncom- 
mon. Arthritis  rarely  is  associated  with  hyperthy- 
roidism. 


Clyde  Brooks  (J.  A.  M.  A.,  LXXXVII,  p.  1122) 
uses  split  protein  to  treat  arthritis.  He  thinks 
nonspecific  protein  is  superior  to  vaccine  for  the 
reason  that  with  the  protein  there  is  no  reaction, 
chill  or  shock  of  any  kind. 


Eric  Pritchard  (Medical  Journal  and  Record. 
April  15,  1925,  p.  759)  presents  a short  paper 


which  tends  to  controvert  the  theory  that  rheuma- 
tism and  arthritis  are  the  result  of  a specified  in- 
fection. 


N.  J.  Nessa  (Radiology,  August,  1925,  p.  167) 
reports  x-ray  studies  of  a woman  aged  sixty,  with 
infectious  arthritis  involving  nearly  all  of  her 
joints — with  ankylosis  of  many  of  them.  The 
condition  had  existed  over  forty  years. 


George  K.  Carpenter  (Jour,  of  Texas  State  Med. 
Assn..  Nov.,  1924,  p.  224)  says  all  foci  of  infec- 
tion should  be  removed  or  treated  thoroughly,  but 
not  too  much  should  be  hoped  for;  m addition 
local  heat,  salicylates,  and  active  and  passive  mo- 
tion should  be  persistently  used. 


Owen  (Ky.  Med.  Jour.,  July,  1924,  p.  250)  says 
that  any  doctor  having  a new  case  of  arthritis 
should  treat  that  case  just  as  though  he  had  never 
been  examined  and  search  him  most  carefully  for 
foci  of  infection  Occasionally  unexpected  good 
results  will  come.  To  prevent  deformities,  keep 
up  massage,  active  and  passive  motions  and  such 
measures  as  will  improve  the  circulation. 


Pemberton  (J.  A.  M.  A.,  LXXXVII,  p.  752)  be- 
lieves that  the  menopause  has  a characteristic 
type  of  arthritis,  and  that  a low  caloric  diet  is  im- 
portant in  treatment  of  it.  A reduction  of  weight 
is  often  of  value.  He  has  found  that  arthritis 
rarely  is  associated  with  hyperthynold  conditions. 


Hench  (J.  A.  M.  A.  LXXXVII.  p.  753)  of  the 
Mayo  Clinic  has  used  o-iodoxybenzoic  acid  in  six 
cases;  three  had  no  benefit;  two  had  slight  and 
one  marked  improvement.  He  has  also  used  mer- 
curochrome — usually  with  disappointment. 


Wright  (Med.  Jour,  and  Rec.,  May  20.  1925,  p. 
628)  finds  no  relationship  between  any  certain 
foods  and  rheumatism.  He  thinks  it  well  for  any 
certain  case  to  avoid  the  food  which  experience 
teaches  is  the  cause  of  trouble. 


Turnbull  (Boston  Med.  and  Surg.  Jour..  Sept.  4, 
1924,  p.  438)  reports  four  cases  of  arthritis  in 
which  there  was  sensitization  to  groups  of  foods. 
Elimination  of  the  offending  foods  brought  about 
improvement  in  every  instance.  One  patient  in 
particular  found  that  reinoluding  the  detrimental 
foods  in  his  diet  again  brought  on  his  arthritic 
symptoms.  The  author  concludes  that  food  allergy 
is  a factor  to  be  investigated  for  every  case  of 
arthritis. 


Sweey  (Med.  Jour.  & Rec.,  July  16,  1924,  p.  62) 
reports  a case  of  osteitis  deformans  which  had  ten 
to  fifteen  per  cent,  phenolsulphophthalein  elimina- 
tion in  two  hours  and  other  evidences  of  kidney 
impairment.  The  author  does  not  attach  etiologic 
significance  to  the  kidney  condition,  but  thinks  it 
is  a concomitant  development  with  the  arthritic 
manifestations. 


Morrison  (Ky.  Med.  Jour..  July,  1924,  p.  251) 
recommends  removal  of  all  foci  of  infection,  re- 
peated searchings  for  them,  cutting  down  on 
starchy  foods  and  the  use  of  general  common 
sense  measures. 


Carpenter  (Ky.  Statel  Jour.,  July,  1924,  p.  251) 
recommends  rest  and  massage.  “Out  in  the  sticks 
they  use  pole-cat  oil  and  rub  heroically  and  go  on 
to  a happy  recovery.” 


Cohn  (New  Orleans  Med.  & Surg.  Jour.,  May, 
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1924.  p.  501)  discusses  Willem’s  method  of  treat- 
ing purulent  arthritis  which  consists  of  puncture 
of  th)9  joint  capsule  as  soon  as  pus  develops;  im- 
mediate active  mobilization  is  instituted ; weight 
bearing  ,i,s  insisted  upon  as  soon  as  the  tempera- 
ture is  below  one  hundred  degrees.  No  drainage 
tubes  are  used  and  no  irrigations  are  permitted. 
In  joints  that  become  distended  arthrotomy  with 
small  opening  left  for  discharge  of  synoieal  fluid 
makes  the  patient  more  comfortable  and  secures 
against  infections. 


Ely  (Calif.  & West.  Med.,  Sept.  1925,  p.  1157) 
divides  arthritis  into  two  classes:  Type  I is  plain- 
ly due  to  infection.  Type  II  is  probably  due  to 
protozoa.  In  the  Stanford  studies  thirty  per  cent 
of  the  cases  studied  had  parasites;  a.mosbia  coli 
are  most  common  and  then  come  giardia,  chilo- 
mastix,  histoltica  and  trichomonas. 

The  treatment  of  the  parasitic  cases  is  to  use 
neoarsphenamine,  emetin  and  ipecac. 


Llewellyn  (Medical  Jour,  and  Rec..  May  20,  1925, 
p.  618)  sayis  thyroid  disability  is  a common  finding 
in  rheumatic  individuals.  He  calls  especial  atten- 
tion to  the  paroxysmal  and  periodic  tendency  of 
rheumatic  conditions.  In  cases  where  salicylates 
are  ineffective  the  addition  of  thyroid  therapy  may 
get  results. 


,1.  G.  Gardner  (New  Orleans  Med.  and  Surg. 
Jour.,  Feb.  1925,  p.  213)  says  in  studying  focal  in- 
fections there  are  three  factors;  the  virulence  of 
invading  bacteria,  the  character  of  the  bleeding 
place  and  the  resistance  of  the  patient.  These 
three  explain  why  one  person  may  have  so  many 
foci  of  infection  with  little  or  no  systemic  effect 
and  another  may  have  extreme  systemic  involve- 
ment with  no  unmistakeable  focus  of  infection. 


Barrow  and  Armstrong  (111.  Med.  Jour.,  June, 
1925.  p.  427)  write  upon  the  occurrence  of  proto- 
zoan infection  in  arthritis  and  state  that  this  type 
of  infection  i^  wide  spread  in  the  human  race. 
It  is  characterized  by  depressive,  toxic  syndromes 
chronic  in  nature  and  unexplainable  on  other 
grounds. 


Eidelsberg  (Medical  Jour,  and  Rec.,  June  3, 
1925,  p.  674)  says  that  treatment  of  arthritis  so 
often  fails  because  of  secondary  metabolic  and 
endocrine  changes  plus  the  extensive  pathologic 
changes  already  taken  place.  The  reason  paren- 
teral injections  of  milk  are  so  often  effective  is 
for  the  reason  that  they  speed  up  metabolism. 
This  is  shown  especially  in  the  increased  sugar 
tolerance  after  milk  injections. 


Schmidt  and  Adams  (J.  A.  M.  A.  LXXXVI,  p. 
535)  of  the  Mayo  Clinic  saw  fifty-one  patients 
with  arthritis  who  also  had  diabetes.  In  view  of 
Pemberton’s  findings  of  high  blood  sugar  in 
arthritis  cases  it  was  thought  that  controlling  the 
sugar  content  of  the  blood  might  help  the  arthritis. 
Their  conclusion  is:  “No  noticeable  improvement 
seems  to  occur  in  arthritic  symptoms  in  conse- 
quence of  the  low  carbohydrate  regimen  neces- 
sary in  the  presence  of  diat'ates.” 


Young  and  Youmans  (J.  A.  M.  A.,  LXXXV1I,  p. 
1849)  report  that  Loevenhart  of  the  University  of 
Wisconsin  treated  a number  of  cases  of  arthritis 
with  ortho-iodoxybenxoic  acid  with  beneficial  re- 
sults. , 41 


In  addition  to  the  articles  summarized  above,  the 
following  articles  have  been  reviewed  in  the  Jour- 


nal of  the  American  Medical  Association,  to  which 
reviews  the  reader  is  referred:  — 

Ashcroft,  Cunningham,  McMurray  and  Pember- 
ton reported  in  Brit.  Med.  Jour.,  for  July  4,  1925, 
their  investigations  upon  fifty  cases  of  arthritis 
deformans  with  regard  to  gastric  secretion,  basal 
metabolism,  acid-base  ratio,  renal  and  hepatic  ef- 
ficiency, glucose  tolerance  and  organisms.  Ab- 
stracted in  J.  A.  M.  A.,  LXXXV,  p.  471. 

Seeliger,  in  Munich  Medizin  Wochen,  Munich, 
June  18,  1926,  writes  on  relation  betweeen  trauma, 
and  arthritis.  Abstr.  J.  A.  M.  A..  LXXXVII,  p.  714. 

Mayers  and  Schroeder,  Surg.  Gyn.  & Obs..  1926, 
p.  176.  Abstr.  J.  A.  M.  A..  LXXXVII,  p.  1420. 

Higgins,  London  Practitioner,  Sept..  1926;  abstr. 
J.  A.  M.  A.  LXXXVII.  p.  1687. 

Loeffler,  Medizin.  Klinik.  Berlin,  Sept.  17,  1926; 
abstr.  J.  A.  M.  A.  LXXXVII,  p.  1955. 

Sorensen,  Ugeskritt,  f.  Laeger.  Copenhagen,  Aug., 
1926;  abstr.  J.  A.  M.  A.,  LXXXVII.  p.  1784. 

Besson  and  Bhringer,  Paris  Medical.  Oct.  30, 
1926;  abstr.  J.  A.  M.  A.,  LXXXVII.  p.  2130. 

Wahlberg.  Munich,  medizin  wochen..  Munich. 
May  8,  1925;  abstr.  J.  A.  M.  A..  LXXXV,  p 168. 

Staunig,  Wiener  Klin,  wochen  Vienna,  May  21, 
1926;  at'str.  J.  A.  M.  A.  LXXXV.  p.  235. 

Douthwaite.  Brit.  Med.  Jour..  June  27.  1926; 

abstr.  J.  A.  M.  A.  LXXXV.  p.  390. 
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CLASSIIFCATION  AND  DIAGNOSIS 
(Edgar  H.  Brown,  M.  D.) 

There  are  probably  no  questions  that  per- 
plex the  physician  as  much  or  that  has  as 
many  different  opinions  in  regard  to  it,  as 
does  that  of  arthritis.  At  the  beginning 
of  a study  of  an  arthritis  case,  we  should 
forget  all  of  any  preconceived  ideas  as  to 
focal  infection,  basal  metabolism  or  endo- 
crinology. It  is  of  course  essential  that  we 
be  familiar  with  the  facts  in  regard  to 
these  matters,  but  this  consideration  should 
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be  taken  up  at  the  close  of  our  study  of  a 
case  and  not  at  the  beginning. 

Physical  examination  is  second  in  import- 
ance to  history  taking  in  reaching  the  right 
basis  for  classification  of  arthritis.  The 
taking  of  the  family  history  with  special 
reference  to  arthritis  diatheses  should  first 
be  made.  It  may  be  one  can  thus  obtain 
a description  of  the  visible  joint  lesions  the 
patient’s  ancestors  may  have  been  afflicted 
with  or  the  patient  may  recall  that  some 
member  of  his  family  had  a limp  or  com- 
plained of  stiffness  or  had  suffered  from 
lumbago,  sciatica  or  other  conditions  that 
would  be  suggestive  of  arthritis. 

Those  observations  will  be  valuable  when 
put  together  with  the  personal  history  and 
physical  examination  of  the  patient.  A 
background  of  this  sort  is  very  suggestive 
when  obtainable,  because  hereditary  trans- 
mission in  one  type  of  arthritis  seems  ex- 
tremely common.  It  is  not  that  the 
arthritis  is  inherited,  but  that  there  is  a 
tendency  toward  this  particular  disease ; 
any  information  giving  the  location  of  the 
arthritic  lesions  in  former  members  of  the 
patient’s  family  and  their  age  at  time  of 
such  lesions  is  of  importance. 

After  the  family  history  attention  is  di- 
rected to  the  patient’s  present  illness  and 
previous  diseases.  Remember  that  there 
are  many  things  of  importance  that  a sick 
person  will  think  not  worthy  of  mention. 
Clinically,  the  toxic  types  of  arthritis  act 
the  same  as  all  inflammatory  affairs  and 
from  an  etiologic  standpoint  should  be 
traceable  back  to  a toxic  origin,  but  it  is 
not  always  possible  to  demonstrate  con- 
clusive evidences  of  a focal  infection.  Many 
such  infections  take  place  after  the  primary 
foci  are  cleaned  up  and  this  makes  it  diffi- 
cult to  place  the  responsibility ; latent  sinus 
infections,  buried  tonsils,  mastoids,  appen- 
dix, gall  bladder,  pus  tubes,  seminal  vesicle, 
bone  infections,  stasis  and  fermentation  of 
the  gastro  intestinal  tract,  typhoid,  influ- 
enza, vegetative  endocarditis  and  pneu- 
monia, should  be  considered. 

Hypertrophic  osteeo-arthritis  is  favored 
by  a tardy  elimination  of  body  waste  and 
trauma.  This  condition  in  the  male  I have 
found  more  often  in  the  spine  and  hips, 
while  in  the  female  in  the  knees  and  phal- 
angeal joints.  The  majority  of  these  cases 
could  be  traced  to  occupational  trauma.  Age 
seems  to  have  been  a factor  as  most  cases 
have  been  beyond  middle  life;  their  habits 
were  a little  more  sedentary  and  the 
amount  of  food  ingested  was  the  same  as 
taken  during  the  more  active  period.  The 
stimulation  of  the  excretory  functions  helps 
in  controlling  the  symptoms  complained  of. 


The  atrophic  type  of  osteo-arthritis  is 
found  more  in  the  earlier  half  of  life  and 
is  confined  more  to  the  female  than  the 
male  and  we  are  liable  to  get  a history  of 
some  nervous  disorder.  Frequent  child 
bearing  appears  to  create  a tendency  to- 
ward this  variety  of  arthritis.  The  patients 
have  a lowered  nervous  stability  and  are 
not  able  to  meet  the  general  wear  and  tear 
of  life  as  they  should.  In  taking  their  his- 
troy  the  following  data  will  be  found  help- 
ful in  arriving  at  a diagnosis.  The  manner 
of  onset,  clinical  course,  duration  and  asso- 
ciated conditions  of  health,  history  of  in- 
jury, emotional  excitement,  temperament 
and  occupation. 

In  those  cases  where  the  joint  changes 
are  apparent  as  those  of  the  terminal  phal- 
anges first  impressions  are  practically  suf- 
ficient to  enable  one  to  determine  the  type 
of  arthritis  one  is  dealing  with.  As  we 
know  that  these  joints  are  rarely  involved 
with  any  other  type  than  hypertrophic  and 
their  appearance  is  very  characteristic. 

As  we  go  upwards,  leaving  the  terminal 
finger  joints,  our  diagnosis  is  between 
toxic  origin  and  nutritional  (atrophic)  dis- 
turbances. The  atrophic  lesions  are  sel- 
dom confined  to  the  smaller  joints,  so  that 
the  diagnostic  problem,  except  in  cases 
where  the  smaller  articulations  are  first  to 
be  involved,  is  not  a very  complicated  one. 
When  the  larger  joints  are  first  to  become 
involved  and  particularly  when  confined  to 
a single  joint,  the  diagnosis  is  between  the 
infection  and  metabolic  types  (hypertro- 
phic) as  the  nutritional,  i.  e.  atrophic  arthri- 
tis. never  occurs  as  monarticular  as  far  as 
I know. 

Distribution  of  lesions  has  some  diagnos- 
tic significance,  and  even  when  a case  is 
seen  late  after  extensive  involvement  has 
taken  place,  it  is  well  worth  while  to  go 
minutely  into  the  history  of  the  various 
joints  concerned.  In  certain  of  the  nutri- 
tional disturbances  there  is  a tendency  for 
them  to  appear  symmetrically  on  the  two 
sides  of  the  body. 

The  age  of  the  patient  at  the  time  of  the 
evidence  of  joint  lesions  is  suggestive.  Hy- 
pertrophic disturbances  seldom  occur  be- 
fore forty-five  and  are  practically  well  es- 
tablished by  the  age  of  sixty,  while  the 
toxic  cases  are  more  common  from  30  to  45 
with  a few  appearing  in  childhood  (Still's 
disease)  and  in  advanced  senility.  To  the 
early  adult  period  we  look  for  the  begin- 
ning of  the  majority  of  the  nutritional 
(atrophic)  cases. 

The  general  health  of  the  hypertrophic 
types  is  not  much  affected  as  the  patients 
are  not  ill ; but  in  the  toxic  cases  the  gen- 
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eral  health  is  involved  to  a greater  or  less 
degree. 

Deformity,  exclusive  of  swelling,  is 
caused  by  contractures,  osseous  erosions, 
cartilaginous  atrophy,  and  proliferative 
spur  formation,  so  placed  as  to  form  a me- 
chanical block.  It  is  only  in  the  toxic  cases 
that  muscular  spasm  operates  permanently 
to  produce  flexion  deformity.  Proliferative 
spur  formation  is  caused  by  the  metabolic 
type,  while  the  atrophic  variety  causes  in- 
terosseous atrophy  and  atrophy  of  the 
cartilage. 

By  palpation  we  attempt  to  determine  the 
surface  temperature,  character  of  the  swell- 
ing, the  cause  of  deformity  or  limitation  of 
motion. 

In  the  hypertrophic  type  the  enlarge- 
ments are  almost  entirely  osseous  and  rare- 
ly is  there  an  excess  amount  of  fluid  or  cap- 
sular thickening  found,  and  the  atrophy 
above  or  below  the  joint  is  less  than  in  the 
toxic  patient. 

The  atrophic  cases  in  the  early  stages 
show  some  increase  in  surface  temperature 
and  capsular  thickening,  but  later  this  gives 
way  to  a marked  atrophy  of  all  structures 
entering  into  the  make-up  of  the  joint,  as 
well  as  atrophy  of  the  skin. 

The  ankylosis  of  the  atrophic  cases  is 
caused  by  a thinning  and  erosion  of  the 
joint  cartilages.  In  all  three  processes,  i.  e. 
the  toxic,  atrophic  and  hypertrophic,  the  ob- 
jective signs  are  what  one  would  naturally 
expect  from  the  nature  of  the  underlying 
pathology. 

While  the  systemic  examination  reveals 
clinical  differences  in  the  types,  so  will  dif- 
ferent pathologic  characteristics  be  shown 
by  the  x-ray. 

Many  arthritic  patients  are  not  easy  to 
classify,  and  this  fact  alone  should  make  us 
all  the  more  careful  in  our  diagnostic  pro- 
cedures. 


EL  PASO  MASONIC  HOSPITAL  STAFF 

Sept.  9,  1926. 

Discussion  topics  for  the  evening  were  Eosino- 
philic Leukemia,  and  Diverticulosis.  Charts  for 
consideration  were  taken  from  files  of  patients  dis- 
charged during  the  month  of  August. 

DR.  J.  H.  GAMBRELL  presented  the  first  case, 
diagnosis  being  pyloric  obstruction,  carcinomatous, 
with  diverticulosis  found  at  autopsy.  The  patient 
is  a small,  emaciated,  cachectic-appearing  man, 
with  almost  the  typical  bronzed  look  of  a patient 
suffering  from  carcinoma.  He  is  80  years  of  age; 
family  history  negative  for  hereditary  diseases. 
Patient  gives  an  unsatisfactory  history,  saying  only 
that  he  has  been  well  all  his  life  except  for  indi- 
gestion, which,  he  states,  he  has  had  all  his  life. 

Complaint:  Inability  to  retain  food,  indigestion, 

takes  only  a small  quantity  of  food  which  is  re- 
tained for  a period  varying  from  a few  minutes  to 
six  hours,  and  then  is  vomited.  He  has  noticed  a 


lump  in  his  abdomen  for  about  six  months.  Prior 
to  ten  days  ago  patient  noticed  a sensation  as  if 
fluid  or  food  were  passing  by  an  obstruction  at 
about  this  point.  He  has  been  subject  to  consti- 
pation, for  a great  many  years,  but  more  marked 
in  the  last  year.  Is  an  habitual  user  of  mineral 
oil  and  Black  Draught  and  other  patent  medicines. 
Patient  has  not  complained  of  pain,  but  says  he 
has  felt  “clogged  up’’  and  it  is  for  this  condition 
that  he  takes  purgatives  constantly.  About  seven 
or  eight  days  ago  the  gross  character  of  the  vom- 
itus  was  very  dark,  almost  black.  An  enema  re- 
sulted in  the  same  character  of  material.  Patient 
thinks  he  has  lost  some  weight,  bat  not  much,  dur- 
ing the  past  year.  He  has  noticed  some  diffi- 
culty, at  times  only,  of  starting  the  flow  of  urine, 
but  has  never  been  unable  to  void. 

Physical:  Teeth  in  bad  condition,  some  evidence 
of  chronic  pharyngitis.  A few  coarse  rales  in  the 
chest.  No  sounds  indicative  of  valve  leaks;  gen- 
eral muscular  tone  of  the  heart  is  somewhat  la- 
bored, S.  B.  P.,  140;  D.  B.  P.,  100;  P.  P.,  40; 
pulse,  regular,  80.  No  distention  of  the  abdbmen, 
no  rigidity;  musculature  rather  flabby.  There  is 
a small  round  tumor  lying  in  the  subcutaneous  tis- 
sue about  one  inch  above  the  umbilicus,  slightly 
to  the  right  of  the  median,  line,  which  has  the 
markings  of  a lipoma.  There  is  an  abdominal  tu- 
mor lying  within  the  abdomen,  about  three-quar- 
ters of  an  inch  to  the  right  of  the  midline,  on  a 
level  with  the  upper  line  of  the  umbilicus,  which 
can  be  seen  through  the  thin  abdominal  wall.  On 
palpation  this  tumor  is  found  to  be  nodular,  firm 
in  consistency,  and  appears  to  be  about  214  inches 
long  by  iy2  inches  in  breadth.  It  is  apparently 
a tumor  involving  the  pylorus  of  the  stomach  and 
is  rather  fixed  in  this  position.  Little  or  no  pain 
on  palpation.  Liver  is  enlarged,  extending  about 
three  finger  breadths  below  the  costal  margin. 
Prostate  is  enlarged  about  twice  its  normal  size, 
very  firm  and  has  a feel  not  unlike  carcinoma. 
No  enlargements  of  superficial  lymph  glands. 
Musculature  rather  flabby.  Marked  diminution  of 
patella  reflexes.  Pupillary  r flexes  normal,  pa- 
tient has  a cloudiness  indicating  early  stage  of 
senile  cataract  in  both  eyes. 

Diagnosis:  Complete  occlusion  of  pylorus,  (veri- 
fied by  x-ray),  carcinomatous. 

Operation:  Under  ethylene  anesthesia,  incision 

was  made  in  the  midline,  starting  about  two  inches 
below  the  ensiform  cartilage  and  extending  half 
an  inch  below  the  umbilicus,  going  around  the  um- 
bilicus to  the  left.  Inspection  repealed  an  ex- 
tensive carcinomatous  involvement,  the  whole  py- 
loric end  of  the  stomach  being  involved.  There 
were  plastic  adhesions  around  the  pylorus,  to 
various  loops  of  small  intrstine.  No  tissue  was 
removed.  A gastrojejunostomy,  posterior,  was 
done,  and  the  abdomen  closed.  No  drainage  was 
instituted.  The  patient  left  the  table  in  fair  post- 
operative condition.  While  on  the  table  attempt 
was  made  to  give  intravenous  injection,  but  blood 
clotted  in  the  needle,  and  veins  collapsed,  and 
this  proved  impossible. 

Progress:  Glucose  was  administered  by  rec- 

tum, patient  did  not  vomit  but  once  in  24  hours 
following  operation;  proctoclysis  not  retained;  pa- 
tient gradually  grew  weaker  and  expired  the  third 
day. 

Autopsy  was  held,  the  following  being  the  re- 
port : 

“Partial  autopsy  done  by  DR.  GEORGE  TUR- 
NER, case  of  Dr.  Gambrell: 

“The  lower  margin  of  the  liver  was  found  to  be 
about  10  centimeters  below  the  ribs  The  fundus 
of  the  gall  bladder  was  level  with  the  crest  of  the 
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ilium.  Gall-bladder  large,  distended  with  greenish 
colored  bile,  and  hour-glass  in  type. 

“Stomach:  There  is  a hard  mass  involving  the 
pylorus  and  stomach  wall  for  a distance  of  15  or 
20  centimeters.  The  remaining  abdominal  struc- 
tures were  in  normal  position,  mesenteric  glands 
large  and  easily  palpable.  The  stomach  is  dilated 
and  sacular.  The  pylours  is  completely  closed  due 
to  thickening  and  constriction  of  the  structures  by 
carcinoma.  The  stomach  wall  is  thickened,  hard 
and  carcinomatous,  throughout  all  the  pyloric  end. 
The  enterostomy  was  in  good  condition  on  the 
posterior  wall. 

“Liver:  Is  rather  firm  and  infiltrated  with  scat- 
tered carcinomatous  metastases. 

“Colon:  The  transverse,  descending  colon  and 

sigmoid  present  numerous  diverticuli.  This  condi- 
tion has  nothing  to  do  with  the  cancer.  It  is,  how- 
ever, unusual  to  see  such  a large  number  of  di- 
verticuli (about  150)  due  to  congenital  deficiency 
in  the  musculature  of  the  colon,  resulting  in 
herniation. 

"Anatomical  diagnosis:  (1)  Carcinoma;  carcinoma 
of  stomach  with  complete  obstruction  of  pylorus; 
(2)  mjtastases  in  liver  and  surrounding  lymphat- 
ics; (3)  multiple  divarticuli  of  colon.’’ 

DR.  GMBRELL:  I want  to  say  in  the  beginning 

that  this  case  was  not  operated  for  carcinoma  of 
the  stomach,  but  to  prevent  the  patient  from  starv- 
ing to  death,  because  of  the  complete  occlusion  of 
the  pylorus.  The  diverticulosis  was  not  found 
until  autopsy  was  done. 

Fluoroscopic  pictures  were  shown.  Dr.  George 
Turner,  hospital  pathologist,  made  a drawing, 
showing  the  coats  of  the  colon,  and  demonstrat- 
ing that  diverticuli  occurred  when  the  muscle 
bundles  are  absent,  with  consequent  weakness  in 
the  bowel  at  that  point,  with  resulting  herniation. 
The  specimen  was  shown  and  examined. 

Discussion  brought  out  the  fact  that  probably  a 
lot  of  “left-sided  appendicitis”  is  really  diverticulo- 
sis. Symptoms  are  the  same  as  of  appendicitis, 
except  for  the,  location  of  the  pain.  Sometimes 
these  pockets  become  occluded,  perforate,  and 
peritonitis  follows.  We  believe  these  cases  to  be 
rare>.  Johns  Hopkins  autopsy  reports  in  2500  cases 
show  only  17  cases  of  diverticulosis. 


DR.  E.  J.  CUMMINS  reported  the  following  case, 
diverticulitis  being  discovered  at  the  time  of  op- 
eration. 

Patient  is  a woman  about  50  years  of  age,  well 
preserved;  father  died  of  pneumonia,  and  mother 
died  of  intestinal  obstruction. 

Complaint:  Pain  in  the  lower  abdomen,  gas  on 
the  stomach,  diarrhea. 

Onset  and  course:  On  May  14th,  after  taking 

some  cathartic  medicine,  patient’s  bowels  began 
to  run  off.  They  moved  several  times  both  day 
and  night  for  several  days.  Associated  with  this 
diarrhea  was  considerable  pain  in  the  lower  ab- 
domen; patient  was  unable  to  state  whether  the 
pain  was  in  the  rectum  or  lower  abdomen.  She 
states  that  the.  pain  is  worse  when  her  bowels 
move.  No  blood  or  mucus  passed.  The  diarrhea 
soon  stopped  but  her  pain  continued.  A day  or 
two  after  the  onset  of  her  diarrhea,  she  com- 
menced to  run  a temperature  ranging  from  99  to 
101.  She  has  had  indigestion  and  sour  stomach 
for  years,  associated  with  nausea.  Some  foods 
do  not  agree  with  her.  The  stomach  feels  better 
when  it  is  full.  Eating  sometimes  relieves  her. 
She  has  passed  some  blood  from  the  bowels  for 
over  a period  of  13  years,  is  ordinarily  constipated. 
When  a girl  she  had  several  hemorrhages  appar- 
ently from  one  of  her  kklnays;  about  13  years  ago, 


after  the  birth  of  her  last  baby,  she  had  acute 
nephritis.  Several  years  ago  she  had  a spell  of 
colicky  pain,  the  pain  localizing  in  the  right  kid- 
ney region;  diagnosis  not  made  at  that  time.  On 
the  5th  of  last  November,  she  was  referred  to  Dr. 
Garrett  for  examination  of  the  gastrointestinal 
tract,  ameba  histolytica  found.  Treatment  was 
taken  and  the  last  stool  examination  did  not  re- 
veal any  of  those  organisms.  She  has  had  erysipe- 
las twice,  both  times  on  the  face  and  head;  mus- 
cular rheumatism  at  times;  tonsillitis  years  ago. 
Seven  years  ago  she  had  a perineorrhaphy  and 
some  cysts  removed  from  the  cervix.  She  is  the 
mother  of  six  children  and  passed  the  menopause 
four  years  ago  after  application  of  radium. 

Physical:  Rather  pale  woman  who  looks  sick; 

fairly  well  nourished.  Temperature,  99;  pulse,  80; 
resp.,  20;  blood  pressure,  138-90.  Abdomen:  No 

tumor  masses  felt  anywhere  in  the  abdominal  cav- 
ity; some  tenderness  over  the  lower  abdomen, 
more  marked  over  the  gall  bladder.  Vaginal.  Cer- 
vix in  normal  position;  uterus  normal  in  size  and 
position.  The  adnexa  on  the  right  side  seems  to 
be  normal.  There  is  a small  hard  mass  behind 
the  uterus  and  another  to  the  left,  which  appar- 
ently is  in  the  broad  ligament.  These  masses  are 
very  tender.  Bimanual  examination  causes  the 
patient  to  cry  with  pain.  No  vaginal  discharge. 
Proctoscope  reveals  no  pathology  of  the  rectum. 
Blood  pressure  and  urinalyses,  many  examinations, 
reveal  no  abnormalities. 

Diagnosis:  Cholecystitis,  salpingitis,  probably  fi- 
broids. Blood  count,  6,850  leukocytes,  63  polys., 
hemoglobin,  90  per  cent. 

Operation:  Incision  was  made  in  the  median 

line  between  the  navel  and  the  symphysis.  The 
uterus  was  drawn  into  the  wound  and  found  to  be 
normal  in  size,  shape  and  consistency.  It  con- 
tained no  fibroid.  The  tubes  and  ovaries  were 
found  to  be  normal.  A mass  was  felt  low  down  in 
the  pelvis  and  when  delivered  into  thei  field  of  op- 
eration was  found  to  be  the  sigmoid.  The  mass 
was  about  four  inches  long,  quite  indurated  and 
seemed  to  involve  the  entire  circumference  of  the 
sigmoid.  The  appendices  epiploicae,  about  six  or 
eight  in  number,  projected  from  the  sigmoid,  and 
they  were  firm,  acutely  inflamed,  two  or  three  be- 
ing the  seat  of  hemorrhage  in  the  tips,  the  tips 
being  gangrenous.  The  peritoneal  coat  of  the 
sigmoid  was  acutely  inflamed.  There  did  not 
seem  to  be  any  circular  constriction  of  the  bowel. 
There  were  palpable  lymph  nodes  in  the  mesentery 
of  the  sigmoid.  There  was  no  evidence  of  metas- 
tasis. The  appendix  was  the  seat  of  a chronic 
fibro.sis;  the  lumen  was  practically  obliterated 
throughout  its  entire  length.  There)  was  a tab  of 
fat  in  the  mesoappendix  which  resembled  the  ap- 
pendices epiploicae  of  the  sigmoid.  The  gall  blad- 
der was  normal  to  palpation.  The  appendix  was 
removed.  Two  of  the  appendices  epiploicae  were 
removed  for  examination.  The  wound  was  closed 
without  drain. 

Patient  made  an  uneventful  recovery,  leaving  the 
hospital  in  good  condition  on  the  sixteenth  day. 

DR.  CUMMINS:  This  diagnosis  was  not  made 

until  operation,  and  is  discussed  tonight  to  show 
how  important  it  is  to  do  everything  before  diag- 
nosis is  pronounced  final.  This  patient  was  giv- 
en a barium  meal,  and  fluoroscopic  pictures  made, 
but  no  plateis.  When  I first  picked  up  the  sigmoid 
and  found  this  inflamed  peculiar  • condition,  it 
flashed  through  my  mind  that  this  was  a case  of 
carcinoma  of  the  sigmoid,  but  could  not  account 
for  the  acute  inflammation.  Further  examination 
disclosed  that  it  was  diverticulitis.  Debate  arose 
in  my  mind  about  the  procedure  to  follow  surgical- 
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ly.  My  better  jmdgm  tot  said  “do  nothing.'’  Pic- 
tures made  about  a month  after  operation  showed 
the  barium,  after  it  entered  the  rectum,  shoot  past 
as  it  always  does  when  passing  an  inflamed  area 
in  the  intestines.  X-ray,  48  hours  later,  proved 
that  the  patient  had  multiple  diverticulitis  of  the 
sigmoid.  After  reading  all  the  literature  I could 
find  on  this  subject,  this  is  the  first  case  I find 
reported  in  which  the  symptoms  were  not  of  left- 
sided  appendicitis,  but  apparently  pelvic  in  origin. 
This  proves  one  thing.  Gastrointestinal  examina- 
tions without  pictures  do  not  reveal  the  entire 
pathology.  I should  have  suspected  diverticulitis, 
I probably  shall  next  time. 

As  to  what  to  do  in  these  cases,  most  authorities 
agree  that  the  proper  thing  in  sigmoid  diverticulo- 
sis  is  to  leave  them  alone,  not  to  try  to  do  any- 
thing during  acute  stage  because  of  the  high  mor- 
tality. Leave  them  alone  anyway  unless  the  pa- 
tient is  having  a lot  of  trouble.  Sometimes  re- 
section of  the  bowel  is  necessary  or  the  diverticu- 
lum sometimes  can  he  removed  just  as  one  re- 
moves an  appendix.  The  mortality  is  very  high 
and  the  advice  is  to  leave  them  alone,  keep  the 
bowels  open,  give  the  patient  bismuth  enemas  to 
keep  the  pockets  full.  Cancer  occurs  in  a large 
percentage  of  these  cases,  and  is  one  argument 
for  radical  operation.  The  next  is  perforation  with 
abscess,  and  then  it  becomes  a question  of  drain- 
ing like  any  other  abdominal  abscess.  This  was 
an  interesting  case  and  I have  learned  a lot  from 
it.  Since  the  operation  the  temperature  has  sub- 
sided, the  patient  has  had  no  return  of  the  spells 
with  her  side,  and  no  acute  exacerbation  of  symp- 
toms. 


DR.  CASELLAS:  1 wish  to  make  a plea  for  the 
roentgenologist.  The  patient  often  comes  with 
the  plea  of  not  having  enough  money  to  go  through 
the  whole  amount  of  work  the  roentgenologist 
deems  necessary,  and  specifies  what  work  he  can 
afford.  I beg  that  the  doctors  tell  the  roentgenolo- 
gist the  patient’s  financial  condition,  and  ask  him 
to  make  his  fee  as  conservative  as  possible,  but 
not  to  limit  the  amount  of  work  necessary  for 
correct  diagnosis.  Especially  I ask  this  in  gastro- 
intestinal wrork,  as  fluoroscopic  work  alone,  in 
these  cases,  is  not  entirely  satisfactory. 

DR.  GAMBRELL:  I am  just  wondering  whether, 
in  gastro-intestinal  examination,  we  do  not  all  stop 
too  soon.  The  usual  gastro-intestinal  study  ends 
in  the  study  of  the  filled  colon.  In  my  opinion, 
gastro-intestinal  study  should  continue  until  the 
entire  tract  is  absolutely  clear.  Sometimes  9(5 
hours  is  required,  but  the  lower  bowel  should  be 
empty. 

DR.  HARTMAN,  Dean  of  Medical  Department  of 
Texas  University:  I have  nothing  to  add  to  what 

has  already  been  said,  except  that,  judging  from 
my  experience  in  postmortem  work,  these  cases 
are  quite  rare.  I have  been  particularly  interest- 
ed in  the  acute  inflammatory  changes  that  Dr. 
Cummins  told  about.  In  the  three  cases  I have 
seen  out  of  150  autopsies,  none  showed  acute  in- 
flammatory changes.  The  ones  that  I saw  showed 
a chronic  condition,  with  a much  larger  number 
of  div&rticuli,  but  no  acute  inflammation.  The 

condition,  as  so  well  described  by  you  gentlemen, 
is  what  we  have  reported  on  section  there,  the  ab- 
sence of  the  muscular  coat,  not  necessarily  de- 
struction of  muscular  coat  but  separation  of  mus- 
cle bands.  In  one  case  we  had,  diverticuli  were 
distinctly  larger  and  the  mucosa  showed  chronic 
catarrhal  inflammation  but  no  extention  into  the 
serous  coat. 

DR.  F.  P.  MILLER:  My  main  experience  has 


been  with  Meckle’s  diverticulum,  in  connection 
with  appendicitis.  In  one  case  I overlooked 
Meckle’s  diverticulum  and  it  was  found  by  another 
surgeon.  In  regard  to  Dr.  Cummins’  case,  it  is 
easy  to  see  how  bimanual  examination  in  that 
case  would  make  it  impossible  to  make  a diagno- 
sis between  inflammatory  condition  of  the  ad- 
nexa and  diverticulosis.  1 saw  one  case  thought 
to  be  diverticulosis  of  the  esophagus,  patient  hav- 
ing great  difficulty  in  swallowing.  This  did  not 
prove  to  be  the  trouble  at  all,  but  continuing  to 
use  barium,  carcinoma  of  the  stomach  in  the  larg- 
er curvature,  in  early  stage,  was  revealed.  Re- 
gurgitation was  the  only  symptom. 

This  ended  the  discussion  of  Dr.  Cummins’  case. 

DR.  GEORGE  TURNER,  pathologist  at  Masonic 
Hospital,  presented  a case  of  eosinophilic  leukemia, 
as  follows: 

The  patient  came  to  El  Paso  from  Georgia  after 
having  had  dyspnea  anil  a diagnosis  of  asthma  for 
eight  years.  He  was  a railroad  conductor,  88 
years  old.  Early  history  is  not  of  much  conse- 
quence; claims  to  have  had  typhoid  in  early  life, 
and  influenza  during  the  epidemic;  other  than  this 
remembers  nothing  except  asthma,  which  he  has 
had  at  intervals  or  the  past  eight  years.  At  first 
he  was  given  adrenalin  and  he  did  not  have  to 
stop  work.  Sometimes  he  would  go  for  a period 
of  weeks  or  months  following  administration  of 
adrenalin  without  a repeating  dose.  Finally  the 
attacks  became  more  frequent  and  more  severe. 
He  was  placed  in  a hospital  for  two  weeks,  lost 
weight  but  gradually  got  better  and  returned  to 
work. 

This  attack  for  which  he  entered  the  hospital  in 
El  Paso  for  diagnosis  and  treatment,  began  in  Jan- 
uary, grew  continuously  worse,  condition  being 
worse  than  at  any  time  since  the  onset  of  the 
disease.  He  soon  developed  a reaction  from  ad- 
renalin, and  about  two  months  before  coming  to 
El  Paso  lie  had  been  put  on  morphine  for  relief, 
was  taking  about  two  grains  a day,  and  had  lost 
about  30  pounds.  Dyspnea  continued;  he  got  no 
relief  except  when  under  the  influence  of  mor- 
phine. Pulse  was  130;  temperature  101;  feet  bad- 
ly swollen;  pulse  feeble  as  well  as  rapid.  He 
was  expectorating  about  ten  ounces  of  sputum 
daily. 

Leukocyte  count  made  in  Georgia  showed  30,000 
and  x-rays  were  made,  the  patient  told  that  he 
had  sinus  trouble,  and  he  was  operated,  no  pus 
being  found  when  they  drained  the  ethmoids.  It 
was  then  decided  that  he  had  cholecystitis  and 
he  was  prepared  for  gall-bladder  operation,  when 
doubt  arose  as  to  whether  he  could  stand  this 
operation,  and  the  patient  was  sent  west. 

When  I first  saw  him  I made  a blood  count,  find- 
ing 33,050  leukocytes,  with  74  per  cent  eosinophiles. 

I gave  up  the  idea  of  the  possibility  of  pus,  and 
thought  perhaps  he  had  trichinosis,  although  he 
gave  no  history  of  such  infection.  No  sudden  on- 
set, no  acute  pain,  muscles  not  sore,  no  tender- 
ness of  muscles;  stool  examination  showed  noth- 
ing. I then  decided  it  was  a primary  blood  ex- 
cursion. I had  never  saen  such  a percentage  of 
eosinophiles.  There  is  sometimes  a mild  eosino- 
philia  in  bronchial  asthma,  but  no  such  count  as 
that,  never  showing  74  per  cent.  In  Anderson 
and  Boston’s  book  on  diagnosis,  I found  several 
cases  on  record  called  “eosinophilic  leukemia,” 
the  count  running  about  like  this  one,  with  dysp- 
nea, signs  of  advanced  heart  disease,  with  no 
evidence  of  nephritis,  blood  chemistry  normal. 
The  condition  described  as  laukemia  showed 
eosinophiles  running  as  high  as  80  and  90,  vary- 
ing mostly  from  40  to  85  per  cent. 
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It  was  a question  what  to  do  with  this  patient. 
He  was  on  morphine,  taking  at'out  two  grains  a 
day,  had  been  told  that  he  was  going  to  die,  and 
had  made  all  his  arrangements  to  that  effect.  He 
could  not  lie  down  to  sleep,  had  considerable  pain 
in  his  long  bones,  and  painful  swelling  in  his 
feet,  except  when  under  the  influence  of  mor- 
phine. I began  to  treat  him  for  leukemia.  Began 
to  treat  him  with  x-ray,  digitalis  and  Fowler’s  so- 
lution. That  night  he  lay  down  a part  of  the  night 
for  the  first  time  in  five  months.  The  next  night 
he  lay  down  most  of  the  night.  An  interesting 
thing  from  the  standpoint  of  the  pathologist  is 
that,  following  the  x-ray  treatments,  the  leukocyte 
count  first  dropped  considerably  and  later  went 
up.  Clinically  he  grew  better.  After  the  second 
x-ray,  leucocyte  count  went  to  55,800,  eosinophiles 
80  per  cent.  This  condition  is  like  leukemia,  in 
that  there  is  increase  in  white  cells  without  inflam- 
matory cause,  and  the  cells  vary  as  much  as 
8,000  to  10,000  in  24  hours.  It  differs  from  leu- 
kemia in  that  the  cells  were  well  formed,  there 
being  no  half  developed  calls.  X-ray  dosage  was 
increased  one  and  one-half  per  cent,  and  applied 
to  the  chest  and  long  bones.  Following  this  the 
leukocyte  count  dropped  and  the  clinical  symp- 
toms continued  to  improve.  He  was  kept  in  the 
hospital  a week  after  the  swelling  subsided,  and 
after  he  was  entirely  off  of  morphine.  He  had 


gained  some  weight,  and  is  now  gaining  about 
five  or  six  pounds  a week.  I cannot  help  but  think 
he  will  have  a recurrent  attack,  but  we  are  hop- 
ing he  will  remain  in  an  internal,  if  this  is 
leukemia  at  all.  It  seems  from  the  blood  find- 
ings and  from  the  clinical  signs  that  he  has  the 
condition  described  by  Anderson  and  Boston. 

Laboratory  reports:  Sputum:  tenacious,  grayish 

white,  tubercle  bacilli  not  demonstrable.  Negative 
for  blood;  few  diplococci,  few  catarrhalis,  few 
staphylococci.  Blood  Wassermann  negative; 
blood  urea  32  mg.  per  100  c.  c.  The  last  count 
made,  Sept.  15,  1926,  showed  white  cells,  7800; 
eosinophiles,  14. 

X-ray  of  ch  st:  Diaphragmatic  excursion  is  lim- 
ited to  adhesions  on  each  side.  The  hiluses  are 
thickened  considerably,  and  contain  calcified 
glands.  The  bronchi  show  marked  peribronchial 
thickening.  A scarry  interstitial  infiltration  is 
continuous  from  the  hilus  area  on  each  side  into 
the  lung  field.  This  condition  is  more  marked  on 
the  right  side,  where  it  extends  to  the  outer  third 
of  the  lung. 


The  following  members  of  the  Staff  were  pres- 
ent: Drs.  Gambrell,  Rawlings,  Barrett,  Miller,  Sa£- 
ford,  Casellas,  Molloy,  Nixon,  Barnes,  Strong  and 
Cummins. 


A CASE  OF  STATUS  LYMPHATICUS 

J.  A.  Rawlings,  M.  D. 

EL  PASO,  TEXAS 


Infant,  Henry  N.,  aged  nineteen  months. 
Parents  both  living  and  healthy;  one  other 
child  living,  aged  five  years.  One  brother 
died  at  eleven  months,  of  enterocolitis. 
This  child  was  breast-fed  up  to  four 
months,  then  with  cows’  milk  supplement- 
ing. Had  no  serious  illness  previously. 
Spent  the  early  part  of  summer  in  the 
mountains.  While  there,  had  a severe  at- 
tack of  tonsillitis  and  was  brought  home, 
July  29th,  with  postcervical  glands  enlarged 
on  both  sides,  especially  on  right;  also  other 
glands  of  body  were  enlarged.  Child  ran 
a septic  temperature  for  ten  days  or  more 
and  then  the  postcervical  gland  on  right 
side  pointed,  and  wTas  opened.  It  drained 
for  a week  or  more,  then  closed  up  and 
had  to  be  opened  again.  This  drained  about 
ten  days  and  healed  permanently,  and  the 
child  apparently  made  a good  recovery.  I 
did  not  hear  from  him  again  until  about 
8 p.  m.,  of  January  14th,  when  the  mother 
telephoned  that  the  child  had  a cough  and 
temperature  of  102°.  Advice  was  given, 
and  neither  the  mother  nor  I deemed  it  nec- 
essary to  see  him  until  the  following  morn- 
ing. 

I called  at  8 a.  m.  When  seen  this  time, 
the  child  was  breathing  hard  and  chest 


showed  bronchial  rales,  with  red  throat; 
temperature,  102°;  respiration,  30;  pulse, 
140. 

A diagnosis  of  influenza  with  laryngitis 
and  bronchitis  was  made.  The  child  was 
not  in  very  great  distress  at  this  time. 
Tincture  benzoin  compound  steaming  was 
ordered  and  appropriate  treatment  for  the 
disease  was  started.  It  might  be  said 
that  a severe  epidemic  of  influenza  was  .iust 
scarfing  in  the  city  at  this  time. 

Just  before  noon  the  mother  telephoned 
that  the  child  was  having  more  difficulty 
in  breathing;  however,  he  was  not  seen 
again  until  about  2 p.  m.  At  this  time  he 
was  showing  signs  of  exhaustion  and  was 
cyanotic,  with  marked  signs  of  laryngeal 
stenosis  with  inspiratory  dyspnea.  Respira- 
tion was  40,  pulse,  160,  and  tempei’ature, 
103.  The  picture  had  changed  markedly 
for  the  worse  since  morning  and  the  child 
looked  as  though  he  could  not  live  more 
than  an  hour  or  two  longer.  Owing  to  the 
laryngeal  stridor,  I believed  I was  dealing 
with  a laryngeal  diphtheria,  so  I telephoned 
at  once  to  Dr.  Leigh  to  come  and  bring 
some  antitoxin,  and  to  Dr.  Schuster  to  come 
prepared  to  intubate. 

Dr.  Leigh  arrived  first  with  the  anti- 
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toxin.  He  concurred  in  my  diagnosis,  so 
we  opened  the  antitoxin  ready  to  give,  in- 
tending to  give  it  intravenously.  But  first 
we  did  a desensitizing  test  with  the  anti- 
toxin, which  was  negative.  A 20  c.  c.  unit 
package  was  transferred  to  another  more 
suitable  syringe;  the  mother  was  instructed 
to  hold  the  child,  as  I held  the  head  in  ex- 
tension while  Dr.  Leigh  was  to  give  the 
antitoxin  into  the  external  jugular  vein. 
Dr.  Leigh  entered  the  vein  and  was  just 
starting  to  inject,  when  the  child  suddenly 
expired,  with  scarcely  a struggle,  and  be- 
fore the  antitoxin  had  entered  the  vein. 

Dr.  Schuster  arrived  at  this  time  and  im- 
mediately introduced  a tube  into  the  tra- 
chea; we  also  started  artificial  respiration 
and  gave  adrenalin  into  the  heart,  but  the 
heart  had  already  ceased  to  act,  so  we  had 
no  response  to  anything. 

Death  no  doubt  was  quickened  by  the 
slight  struggle  over  the  insertion  of  the 
needle,  in  the  effort  to  give  the  antitoxin, 
but  I am  sure  death  would  have  followed 
soon,  in  any  event.  We  were  at  a loss  to 
account  for  the  sudden  death  except  upon 
the  hypothesis  of  status  lymphaticus,  so 
asked  for,  and  obtained,  a postmortem. 
Briefly,  the  findings  were  as  follows: 

“On  opening  the  chest,  both  pleural  cavi- 
ties were  free  of  fluid  and  adhesions. 
Lungs  were  air-containing;  left  was  some- 
what collapsed.  The  thymus  covered  the 
whole  upper  anterior  part  of  the  chest  and 
extended  well  down  onto  the  heart.  It 
measured  12  by  7.5  cm.  and  weighed  thirty- 
seven  grams.  The  average  weight  of  the 
thymus  gland  is  six  to  seven  grams  at 
birth ; and  from  birth  to  five  years,  three 
to  four  grams,  and  any  weight  over  ten 
grams  may  be  considered  abnormal.  The 
heart  seemed  rather  large  but  contained  no 
gross  lesions.  Larynx  and  upper  part  of 
the  trachea  were  removed.  Trachea  was 
free.  The  lymphoid  tissue  at  the  base  of 
the  tongue  was  prominent,  though  not  more 
so  than  has  been  seen  at  many  other  times. 
The  epiglottis  with  the  tissue  below  it,  on 
the  posterior  side  of  the  larynx,  was  so 
badly  swollen  that  the  opening  in  the  epi- 
glottis was  completely  closed.  On  opening 
the  larynx,  the  vocal  cords  could  hardly 
be  seen  and  there  was  a large  amount  of 
soft,  flabby  tissue  above  the  cords  that  con- 
nected with  the  epiglottis  and  helped  oc- 
clude the  cavity.  The  question  is  whether 
the  opening  between  the  cords  was  occluded 
before  the  epiglottis  swelled.” 

Death  evidently  was  due  to  status 
lymphaticus. 


EL  PASO  COUNTY  NEWS 

The  El  Paso  County  Medical  Society  elected  the 
following  officers  for  1927,  at  their  annual  meet- 
ing on  Monday,  Dec  20th: 

E.  B.  Rogers,  President. 

W.  R.  Jamieson,  Vice-President. 

P.  R.  Casellas,  Secretary- Treasurer. 

E.  C.  Prentiss,  Society’s  Representative  of 
Southwestern  Section  of  American  Association  for 
the  Advancement  of  Science. 

F.  D.  Garrett,  Censor. 

J.  A.  Rawlings  and  Branch  Craig,  Milk  Commit- 
tee. 

Orville  Egbert,  Associate  Editor  of  Southwestern 
Medicine. 

Jacob  Rogde,  Surgeon  to  the  local  A.  S.  & R. 
Smelter,  was  elected  to  membership  of  the  County 
Society. 

DRS.  CATHCART  & MASON,  local  roentgenolo- 
gists, are  enlarging  their  suite  and  adding  new 
equipment  to  their  already  elaborate  plant. 

DR.  G.  N.  THOMAS  has  accepted  a position  with 
the  Madera  Lumber  Company,  at  Madera,  Chi- 
huahua. 

DR.  O.  E.  BROWN,  local  surgeon  of  Southern 
Pacific,  Tucumcari,  New  Mexico,  was  a profes- 
sional visitor  in  El  Paso  December  24th. 

DR.  F.  B.  EVANS,  of  Tucumcari,  vice  president 
of  Medical  and  Surgical  Association  of  the  South- 
west, was  in  El  Paso  on  professional  business 
December  24th. 

DR.  W.  J.  DAVIS  sailed  from  New  York  in  Dec- 
ember for  Vienna,  where  he  will  do  special  study 
in  eye,  ear,  nose  and  throat. 

DRS.  W.  E.  VANDEVERE  and  W.  E.  JOHNSON 
have  left  El  Paso  to  enter  a clinic  group  in  Santa 
Barbara,  Calif. 

DR.  FELIX  P.  MILLER  will  present  a paper  be- 
fore the  Sectional  Meeting  for  Oklahoma,  Texas 
and  New  Mexico  of  American  College  of  Surgeons, 
meeting  in  Tulsa,  Oklahoma,  January  28  and  29. 

DR.  SCURRY  L.  TERRELL  will  leave  early  in 
January  for  a cruise  down  the  South  American 
Coast  and  crossing  the  South  Atlantic  to  tour 
Africa.  He  will  be  gone  about  four  months. 


CHAVES  COUNTY,  N.  M.  NEWS 

Several  of  the  ROSWELL,  N.  M.,  DOCTORS 
spent  the  open  hunting  season  in  adjoining  moun- 
tains, but  if  any  of  them  got  anything  more  than 
a bad  cold,  it  has  not  been  made  known.  (Note:  — 
Yes,  Dr.  Bruce  Connor,  a dentist  of  Roswell  “got" 
one  of  his  ears  shot  off  by  a Navajo  Indian.) 

MISS  FANNIE  YATER,  daughter  of  DR.  C.  M. 
YATER,  of  Roswell,  N.  M„  will  leave  in  a few 
days  for  a year  in  a Conservatory  of  Music,  at 
Fort  Worth,  Tex. 

DRS.  JOYNER,  INGALLS,  BEESON,  BRADLEY, 
HORWITZ  and  YATER,  of  Roswell,  N.  M.,  attend- 
ed the  meeting  of  the  Pecos  Valley  Medical  Asso- 
ciation, at  Carlsbad,  on  October  28th,  Drs.  Beeson 
and  Joyner  remaining  over  to  explore  the  Carlsbad 
Caverns  on  the  29th,  the  others  returning  home. 

DR.  C.  M.  YATER,  of  Roswell,  was  the  victim 
of  an  accident  several  weeks  ago  that  necessitated 
his  going  on  crutches  several  weeks,  on  account 
of  injury  to  one  foot  and  knee,  caused  oy  a fall. 
He  is  up  and  about  now,  having  discarded  his 
crutches. 
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St.  Joseph’s  Hospital 

Phoenix,  Arizona 


Accredited  Class  A General  Hospital  of  125  beds. 

Open  Staff  Organization 
with  Resident  House  Physician 


SURGICAL: — The  Surgical  Department  consists  of  three  major  and 
two  specialist  operating  rooms,  with  anesthetic  and  all  accessory  rooms. 
It  is  completely  equipped  with  every  surgical  convenience;  nitrous  oxide 
and  ethylene  gas  apparatus. 

OBSTETRICAL: — The  Obstetrical  Department  is  in  the  Annex, 
and  has  its  own  operating  and  delivery  rooms,  with  all  accessory  equip- 
ment for  any  type  of  emergency  obstetrical  work. 

LABORATORY: — Under  direction  of  a competent  pathologist;  im- 
mediate frozen  sections  and  diagnosis,  when  desired.  All  blood,  serolog- 
ical and  chemical  examinations  promptly  performed  by  competent  tech- 
nicians under  direct  supervision  of  the  pathologist. 

X-RAY  AND  RADIUM: — Fluoroscopic  and  radiographic  work  by 
competent  radiologist.  Urological  department  adjacent  to  x-ray  room 
for  prompt  pyelographic  work.  High  voltage  x-ray  equipment  for  pre- 
operative and  post-operative  therapy.  Radium  available  for  cases  re- 
quiring this  treatment. 

BASAL  METABOLISM: — This  work  is  in  charge  of  a competent 
metabolist  and  can  be  done  at  bedside  or  in  metabolism  room. 

DIETARY: — A trained  dietician  working  in  conjunction  with  the 
clinical  laboratory  makes  possible  the  accurate  study  of  patients  whose 
diets  need  to  be  adjusted,  particularly  diabetics  who  require  the  deter- 
mination of  carbohydrate  tolerance  and  insulin  requirements. 
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AFTER  TEN  YEARS 

With  this  issue,  SOUTHWESTERN 
MEDICINE  starts  its  eleventh  year  of  pub- 
lication. In  1917,  the  Arizona  Medical  Jour- 
nal and  the  New  Mexico  Medical  Journal, 
with  the  El  Paso  County  Medical  Bulletin, 
merged  and  Southwestern  Medicine  was 
established.  During  the  war  period  it  was 
kept  alive  by  the  devoted  attention  of  the 
medical  profession  of  El  Paso.  In  1922  the 
present  editorial  management  took  charge, 
and  with  the  loyal  support  of  many  mem- 
bers of  the  profession  in  the  southwest,  a 
firm  foundation  was  laid  for  our  official 
journal.  Two  years  ago,  satisfactory  ar- 
rangements were  made  with  our  present 
publishers,  and  at  the  beginning  of  this 
year,  SOUTHWESTERN  MEDICINE  en- 
larges its  reading  columns  to  forty  pages. 
We  now  have  a loyal  and  enthusiastic  edi- 
torial staff  and  the  journal  receives  favor- 
able comment  wherever  it  goes. 

We  ask  from  our  readers,  during  the 
coming  year,  cooperation  in  the  form  of 
reports  of  cases,  personal  news  or  informa- 
tion of  interest  to  the  medical  profession. 

No  one  connected  with  the  editorial  staff 
receives  any  payment  for  the  services  ren- 
dered, including  long  hours  of  work  which 
might  be  spent  much  more  pleasantly  in  re- 
creation. Certainly,  if  the  editorial  staff 
are  willing  to  give  up  this  time  and  energy, 
not  for  their  own  benefit,  but  for  the  pro- 
fession of  the  southwest,  that  profession 
should  reciprocate  by  the  cooperation  which 
we  ask. 


ARIZONA  STATE  MEDICAL  ASSOCIA- 
TION 

The  dates  for  the  next  annual  meeting, 
which  is  to  be  held  in  Yuma,  Ariz.,  have 
been  set  for  April  21,  22  and  23,  1927.  The 
Yuma  County  Medical  Society  will  be  the 
hosts  for  this  meeting  and  are  already 
planning  the  preparations  for  staging  the 
convention  and  entertaining  the  delegates 
and  visitors. 

The  headquarters  will  be  at  the  Hotel 
Del-Ming,  the  fine  new  hotel  recentlv  com- 
pleted and  opened  to  the  public.  This  ho- 
tel has  seventy  rooms  and  those  who  plan 
to  attend  the  meeting  should  not  delay  too 
long  making  reservations  for  accommoda- 
tions. 

Dr.  Charles  S.  Vivian,  president-elect  of 
the  Association,  has  been  made  Chairman 
of  the  General  Program  Committee,  to  ar- 
range for  the  papers  and  other  features  of 
the  scientific  program.  It  is  Dr.  Vivian’s 
desire  that  all  members  w'm  intend  to  pre- 
sent papers  notify  him  at  once  and  plan  to 
submit  a synopsis  of  the  paper  for  publica- 
tion in  the  March  issue  of  SOUTHWEST- 
ERN MEDICINE.  Dr.  Vivian  will  work  in 
conjunction  with  the  local  committee  from 
the  Yuma  County  Society  in  arranging  spe- 
cial features  of  the  program. 

The  secretary  of  the  Association,  Dr.  D. 
F.  Harbridge,  announces  that  the  annual 
dues  are  now  payable,  and  all  members 
should  make  payment  through  their  respec- 
tive county  secretaries.  Dr.  E.  S.  Miller, 
secretary  of  Coconino  County  Medical  Soci- 
ety, is,  as  usual,  the  first  secretary  to  make 
his  returns  to  the  Association,  having  al- 
ready sent  in  the  dues  for  all  members  of 
that  society  for  1927. 
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HARRY  HINKLE  STARK 

(Submitted  by  the  Committee  on  Necrology  of 
the  Medical  & Surgical  Association  of  the  South- 
wes.t) 

After  a long  illness  Dr.  H.  H.  Stark,  of 
El  Paso,  Texas,  died  Oct.  22,  1926,  of  pul- 
monary tuberculosis. 

He  was  born  at  Sullivan,  Indiana,  Nov. 
15,  1867,  where  he  attended  the  public 
schools.  In  1888,  he  graduated  from  the 
St.  Louis  College  of  Pharmacy,  and  for  two 
years  following  was  Professor  of  Pharma- 
cology in  that  institution.  Later  ho  grad- 
uated in  medicine. 

In  1898,  he  located  in  El  Paso  and  at 
once  took  an  active  part  in  the  growing 
city  as  a citizen  and  physician.  At  that 
time  he  was  practicing  internal  medicine 
and  was  the  physician  to  many  of  our  lead- 
ing families.  During  the  building  of  the  El 
Paso  & Southwestern  railroad  from  Bisbee 
to  El  Paso  he  was  surgeon  to  the  construc- 
tion forces.  Later  he  was  local  surgeon 
for  that  road  in  El  Paso  for  a time.  In 
1905,  he  went  to  Vienna  for  special  study 
in  eye,  ear,  nose  and  throat.  While  there 
he  organized  and  was  secretary  of  the 
American  Medical  Asosciation  of  Vienna. 
In  1907  he  went  to  Prague  for  fut’her  study 
and  was  assistant  to  Prof.  Anton  Elschnig 
in  the  Eye  Clinic  of  the  German  Hospital. 
In  1908  he  attended  the  Roval  London 
Ophthalmic  Hospital  and  later  Mansfield 
Eye  Hospital  in  London.  These  soecial 
studies  occupied  about  three  vears  and  laid 
well  the  foundation  for  his  future  success, 
especially  in  diseases  of  the  eve. 

He  was  a charter  member  of  the  El  Paso 
County  Medical  Society,  a member  of  the 
Texas  Medical  Association.  American  Medi- 
cal Association,  the  Tri-State  Medical  So- 
ciety. the  American  Collee-e  of  Surgeons 
and  the  American  Oohrtalmological  Soci- 
ety. He  was  treasurer  of  the  El  Paso  Red 
Cross  during  the  War.  and  Captain  in  the 
Medical  Corns,  U.  S.  A. 

In  1914.  Dr.  Stark  was  married  in  New 
York  to  Mrs.  Bertha  Congdon  Stau^h,  who 
survives  him.  He  and  his  wife  both  came 
from  revolutionary  stock.  He  belonged  to 
the  Sons  of  the  Revolution,  and  was  a 
Rotarian.  He  was  eye  and  ear  surgeon  to 
the  old  Southwestern  and  the  Southern 
Pacific  railroads.  He  was  a member  of  the 
Board  of  Managers  of  Southwestern  Medi- 
cine from  its  organization,  and  by  his  wise 
and  helpful  counsel  enabled  it  to  pass  many 
trying  times. 

Dr.  Stark  was  an  investigator  of  high 
rank  in  his  chosen  specialty,  and  made 
many  contributions  to  the  leading  journals 
such  as  Journal  A.  M.  A.,  American  Jour. 


of  Ophthalmology,  Archives  of  Ophthal- 
mology, Annals  of  Otology,  Rhinology  and 
Laryngology.  His  work  on  tuberculosis  of 
the  eye  won  for  him  a national  and  inter- 
national reputation.  His  important  papers 
are  too  numerous  to  mention  in  detail.  A 
few  may  be  mentioned  as  showing  the 
breadth  of  his  work;  “Report  of  Congeni- 
tal Tumor  of  the  Eye  of  Doubtful  Classifi- 
cation;” “Diagnosis  of  Chronic  Intraocular 
Tuberculosis ;”  “Ophthalmia  Myasis  Ex- 
terna Due  to  Larva  of  Oestrus  Ovis;”  “Re- 
trobulbar Neuritis  Secondary  to  Disease  of 
the  Nasal  Sinuses;”  “Twenty-five  Cases  of 
Vincent’s  Angina  Successfully  Treated  with 
Sodium  Perborate”.  (This  work  was  done 
in  connection  with  Dr.  Henri  Letord,  the 
discoverer  of  the  perborate  treatment  of 
Vincent’s  angina)  ; “Three  Cases  of  Un- 
usual Vitreous  Opacities.”  He  was  always 
on  the  lookout  for  rare  cases.  He  was 
among  the  first  to  report  tularemia  of  the 
eye.  He  had  a broad  view  of  medicine  and 
always  looked  to  general  causes  for  the 
local  manifestations  in  his  specialty.  He 
had  a well-balanced  mind,  keen  insight  into 
the  problems  that  confronted  him,  a calm 
persistence  in  gathering  facts,  with  the 
ability  to  see  straight  and  draw  sane  con- 
clusions. Those  who  knew  him  best  came 
to  value  his  opinions  most  highly.  He  was 
an  enthusiastic  worker.  He  loved  his  city 
and  his  fellows.  He  often  said  that  we  had 
the  richest  field  of  which  he  knew  in  clin- 
ical and  pathological  material.  He  con- 
firmed the  old  adage  that  the  promised 
land  lies  at  your  feet.  He  always  had  a 
word  of  encouragement  for  others  and  in- 
spired them  to  do  good  work  and  to  in- 
vestigate. With  characteristic  modesty  he 
said  that  the  secret  of  his  success  was  in 
keeping  his  office  hours.  We  know  that 
his  success  came  from  his  love  of  science, 
his  singleness  of  purpose,  his  persistence  in 
solving  difficult  problems,  his  honesty  in 
all  things,  his  faithfulness  to  his  fellows, 
and  from  a well  endowed  mind.  His  life 
is  well  worth  study  for  the  many  good  les- 
sons that  it  teaches.  In  his  death  we  have 
indeed  suffered  a great  loss. 

The  following  personal  tribute  from  Dr. 
Edward  Jackson,  of  Denver,  Colorado,  is 
also  included  as  part  of  this  obituary  re- 
port:— 

To  build  up  a successful  practice  in  medi- 
cine, to  win  the  respect  and  confidence  of 
the  profession,  to  contribute  papers  of  per- 
manent value  in  medical  literature,  consti- 
tutes no  small  achievement  under  any  cir- 
cumstances. Dr.  H.  H.  Stark  did  these 
things,  in  spite  of  the  handicaps  of  poor 
health  and  the  consequent  necessity  to  live 
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far  from  the  established  centers  of  medical 
learning.  The  appreciation  of  his  colleagues 
and  their  respect  for  his  professional 
achievements  and  ethical  conduct,  was 
shown  by  his  Fellowship  in  the  American 
College  of  Surgeons  and  his  election  to  the 
limited  membership  of  the  American 
Ophthalmological  Society. 

His  industry  and  thoroughness  in  the 
study  of  cases,  and  his  honest  statement  of 
what  he  observed,  overcame  the  barrier  of 
distance  and  brought  appreciation  for  his 
work  on  its  merits  . His  readiness  to  con- 
tribute all  that  he  could  to  the  success  of 
the  medical  gatherings  with  which  he  was 
associated,  made  for  him  warm  friends ; and 
it  somewhat  overcame  the  obstacles  to  ad- 
vancement that  his  dignified  reserve  and 
avoidance  of  pushing  himself  forward 
might  otherwise  have  been.  All  who  knew 
him  well  learned  that  he  was  at  all  times 
a kindly,  intelligent,  earnest  medical  ad- 
visor, one  for  whose  conduct  the  profession 
at  large  was  more  respected  and  more 
worthy  of  respect.  Many  are  glad  to  join 
in  an  expression  of  appreciation  for  such  a 
colleague  and  friend.  Many  will  regret  the 
loss  in  his  early  death;  and  those  most 
keenly  who  had  most  opportunity  to  know 
the  value  of  such  a leader,  advisor  and 
friend. 


WILLIAM  ROBERT  LOCKETT 

(The  following  is  the  obituary  report 
submitted  by  the  Committee  on  Necrology 
of  the  Medical  & Surgical  Association  of 
the  Southwest.) 

Dr.  William  Lockett  died  at  Carthage, 
New  Mexico,  on  Nov.  28,  1924,  aged  51. 
He  was  born  at  Knoxville,  Tenn.,  on  Oct. 
14,  1873.  His  preliminary  education  was 
obtained  at  the  University  of  Tennessee  in 
Knoxville.  He  attended  the  Jefferson  Med- 
ical College  of  Philadelphia,  from  which  he 
graduated  in  1899.  He  served  as  interne  at 
the  Jefferson  Hospital,  and  later  on  the 
staff  of  the  Knoxville  Hospital.  He  came 
to  New  Mexico  in  1911,  and  located  at 
Carthage,  where  he  was  the  physician  of 
the  coal  companies.  He  married  Miss  Ger- 
trude Alice  Rook  on  Oct.  11,  1904. 

He  was  a member  of  the  New  Mexico 
Medical  Society  and  the  Medical  & Surgical 
Association  of  the  Southwest ; also  of  the 
W.  W.  Keen  Surgical  Society  and  the  Wm. 
S.  Forbes  Anatomical  League  at  the  Jeffer- 
son Medical  College.  He  was  a Mason  and 
an  Elk.  He  is  survived  by  Mrs.  Lockett 
and  one  son,  William  Robert,  Jr. 


MEMBERS  NEW  MEXICO  MEDICAL 
SOCIETY: 

According  to  our  by-laws,  the  annual 
dues  for  the  year  1927  are  now  due  and 
payable. 

When  you  see  this  in  Southwestern  Medi- 
cine do  not  lay  it  on  the  shelf  to  be  looked 
after  some  other  time. 

We  are  all  prone  to  forget,  and  while  for- 
getting, provided  you  do  not  forget  too 
long,  does  not  cost  you  anything,  still  it 
puts  extra  work  on  the  secretary  and  extra 
expense  on  the  society  when  direct  notices 
have  to  be  sent. 

I trust  that  every  one  will  take  this  as 
a direct  request  to  get  in  touch  with  the 
secretary  of  your  county  society  at  once 
and  see  that  your  dues  are  liquidated. 

To  those  who  are  members  “At  Large” 
send  your  check  for  the  State  dues,  $5.00. 
direct  to  me. 

By  doing  this  you  obviate  the  necessity 
for  personal  requests. 

Please  attend  to  it  at  once  and  oblige, 

C.  M.  YATER.  Sec’v. 

Roswell,  N.  M. 


DIPHTHERIA  IN  NEW  MEXICO 

Just  as  we  go  to  press,  the  Bureau  of 
Public  Health  of  New  Mexico  reports  to  us 
the  figures  on  “Seven  Years  of  Diphtheria” 
in  that  state.  During  the  five  years  from 
1920  to  1924,  there  was  an  average  of  1010 
cases  of  diphtheria  a year,  in  New  Mexico, 
reported  to  the  Bureau.  In  1925,  this  inci- 
dence dropped  to  231  cases,  and  in  1926  to 
208  cases.  This  remarkable  drop  is  ascribed 
entirely  to  the  use  of  toxin-antitoxin. 

Guadalupe  County  and  Valencia  County 
which  had,  respectively,  27  cases  and  78 
cases  a year  during  the  five  year  period, 
were  entirely  free  from  diphtheria  in  1926, 
neither  county  reporting  a single  case.  In 
these  two  counties  toxin-antitoxin  has  been 
used  persistently,  each  annual  new  incre- 
ment of  school  children  being  vaccinated. 

In  Arizona,  very  excellent  reports  have 
been  made  personally  to  the  editor  by  Dr. 
Platt,  of  Graham  County,  who  has  prac- 
tically abolished  diphtheria  from  the 
schools  of  which  he  is  school  physician.  So 
noticeable  has  been  the  result  of  this  vacin- 
nation,  that  the  parents  and  school  trus- 
tees are  now  importuning  him  to  vaccinate 
the  entire  school  population  against  scarlet 
fever,  and,  at  last  reports,  he  was  just 
starting  this  work  in  some  of  the  schools. 
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CPZlCfcY  Babies  / 1 


Whats  the  best  prescription^  f 


Gelatine . . .plain,  unflavored,  uncolored  and  unsweetened  Knox 
Sparkling  Gelatine  ...  has  now  taken  its  place  in  medical  prac- 
tice as  a valuable  factor  in  infant  feeding. 

It  has  been  proved,  through  chemical  tests,  and  through  the  ex- 
periences of  eminent  physicians  and  dietetic  authorities,  that  1 % 
of  Knox  Sparkling  Gelatine  dissolved  and  added  to  cow’s  milk 
will  largely  prevent  regurgitation,  colic,diarrhea  and  malnutrition 
resulting  from  the  excessive  curdling  of  the  casein  by  the  enzyme 
rennin  and  the  hydrochloric  acid  of  the  gastric  juices. 

Furthermore,  besides  aiding  the  delicate  infant  organism  to 
properly  digest  the  casein  and  the  fat  of  cow’s  milk,  it  has  also 
been  proved  that  Knox  Sparkling  Gelatine  increases  the  available 
nourishment  of  milk  by  about  23% — an  important  point,  not 
only  in  infant  feeding,  but  in  the  treating  of  underweight  children 
and  weakened  adults. 


The  approved  method  of  adding  gelatine  to  milk  is  as  follows: 
Soak,  for  ten  minutes,  one  level  tablespoonful  of  Knox  Sparkling  Gela- 
tine in  one-half  cup  of  cold  milk  taken  from  the  baby’s  formula;  cover 
while  soaking;  then  place  the  cup  in  boiling  water,  stirring  until  gela- 
tine is  fully  dissolved;  add  this  dissolved  gelatine  to  the  quart  of  cold 
milk  or  regular  formula. 

NOTE:  Knox  Gelatine  blends  with  all  milk  formulas.  The  protective  col- 
loidal and  emulsifying  action  promotes  digestion  and  absorption  of  the 
milk  nutrients. 

From  raw  material  to  finished  product  Knox  Sparkling  Gelatine  is  constantly 
under  chemical  and  bacteriological  control,  and  in  all  its  process  of  manufacture, 
is  never  touched  by  hand. 


KNOX 

SPARKLING 

GELATINE 

"The  Highest  Quality  for  Health  ” 


This  Coupon— register 
your  name  with  this 
coupon  for  the  labora- 
tory reports  on  the  di- 
etetic value  of  Knox 
Sparkling  Gelatine. 
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KNOX  GELATINE  LABORATORIES 
438  Knox  Avenue,  Johnstown,  N.  Y. 

Ptease  legister  my  name  to  receive,  without  charge,  results 
of  past  laboratory  tests  with  Knox  Sparkling  Gelatine,  and 
future  reports  as  they  are  issued. 
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ST.  JOSEPH’S  HOSPITAL  (Phoenix)  STAFF 
December,  1926,  Meeting. 

The  regular  monthly  staff  meeting  was  held  on 
December  13t.h,  with  thirty-eight  members  present. 

The  first  study  was  on  a group  of  two  cases 
presenting  symptoms  of  lesions  in  the  head. 

CASE  1. 

DR.  MORTON  KIMBUL  presented  a history 
of  this  case,  with  the  statement  that  the  diagnosis 
was  still  undetermined,  and  could  not,  therefore, 
be  very  profitably  studied:  — 

DR.  J.  J.  McLOONE,  who  saw  this  patient  in 
consultation,  stated  that  there  was  evidence  of 
radical  mastoid  operation  on  left  and  simple  on 
right.  The  pain  she  complained  of  was  hard  to 
differentiate  from  sinus  involvement.  There  was 
small  amount  of  discharge  hut  no  evidence  of 
necrosis  in  the  middle  ear  and  no  dehiscence. 
She  had  an  acute  ethmoiditis,  but  x-ray  examina- 
tion showed  no  gross  sinus  changes.  In  cases 
where  a radical  mastoid  operation  has  been  per- 
formed and  there  is  recurrence  of  the  discharge, 
this  may  be  due  to  an  open  eustachian  tube.  The 
possibility  of  brain  complication  was  investigated; 
spinal  fluid  was  normal;  there  was  no  evidence 
of  sinus  thrombosis.  Temperature  was  of  the  sep- 
tic type  but  do  not  think  the  pathology  was  in  the 
ear.  The  diagnosis  was  a simple  otitis  media  pos- 
sibly resulting  from  open  eustachian  tube  and 
ethmoiditis;  believe  we  could  rule  out  any  intra- 
cranial complication  due  to  mastoid  disease. 

CASE  2. 

Presented  by  DR.  E.  L.  CHRISTENSEN Stu- 
dent nurse,  aged  19,  has  been  complaining  of  oc- 
cipital paiin  and  dizziness  with  discharge  from  left 
ear;  has  previously  had  a radical  mastoidectomy. 
For  the  last  year  has  complained  of  dizziness 
with  unsteady  gait;  dizziness  seems  to  be  more 
noticeable  when  lying  down. 

Pupils  react  to  light  and  accommodation;  nystag- 
mus rotatory  when  patient  looks  to  right,  left 
and  down;  more  marked  when  she  looks  to  left. 
Purulent  exudate  from  left  ear;  eye  grounds 
normal;  Romberg’s  positive;  sways  to  left  when 
walking. 

This  patient  was  put  to  bed  where  she  has 
been  for  the  past  month;  during  her  stay  in  bed 
she  began  to  have  emesis,  with  aggravated  oc- 
cipital pain  and  began  to  feel  more  dizzy.  Two 
spinal  punctures  were  done,  with  practically  nega- 
tive findings;  she  felt  better  after  the  spinal 
punctures,  headache  being  relieved  and  dizziness 
cleared  up.  Along  with  the  headache  and  dizzi- 
ness, the  pulse  dropped  to  55,  suggesting  possible 
intracranial  pressure;  temperature  was  96.6.  Her 
retinal  fields  were  always  negative  and  caloric 
tests  have  been  negative,  though  we  today  pro- 
duced nystagmus  by  caloric  test.  Diagnosis  of 
acute  labyrinthitis  has  been  made,  though  there 
is  still  possibility  of  brain  involvement,  We  were 
surprised  to  find  tubercle  bacilli  in  smears  from 
the  ear;  it  may  be  an  old  tuberculous  process  from 
the  mastodd. 

Discussion  of  these  two  case,s  was  by  DR.  tl. 
T.  BAILEY  as  follows: 

Labyrinthitis  is  classified  into  (1)  circumscribed; 
(2)  serous;  (3)  purulent;  (4)  perilabyrinthitis. 

Circumscribed  labyrinthitis  is  found  mostly  in 
cholesteatoma  and  in  the  beginning  of  tuberculo- 
sis. The  pathology  is  an  erosion  of  a part  of  the 
labyrinthine  capsule,  causing  a sequestrum  or  os- 
seous defect.  The  process  may  be  lpoal  but  usual- 
ly there  is  a membranous  labyrinthitis  with  it. 
This  may  show  fistula  symptoms  or  it  may  be 
found  accidentally  at  a radical  operation.  It  is 
found  this  way  when  the  surgeon  does  not  regu- 
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OAre  You  Prep aredjor  Pneumonia ) 

“The  Greatest  Scourge  of  Winter  Diseases” 


“At  the  present  time  diathermy  surpasses  any  other  physical 
method  for  producing  temperature  rises  deep  in  the  body  and 
may  properly  be  considered  a means  of  applying  internal 
poultices. 

“Stewart  surveyed  the  situation  with  regard  to  pneumonia 
and  brought  together  many  important  facts.  He  knew  that 
those  cases  showing  a low  white  blood-cell  count  generally  die, 
which  is  not  the  case  when  the  count  is  rather  high.  Any 
method  which  would  tend  to  increase  the  cell  count,  or  at 
least  to  make  more  active  such  white  blood-cells  as  have  ac- 
cumulated in  the  defense  against  the  infection  should  prove  of 
material  benefit.  Many  similar  considerations  pointed  to  the 
possibility  of  deriving  much  good  from  the  use  of  diathermy, 
which  Stewart  accordingly  tried.  It  is  the  opinion  of  many  who 


have  since  followed  in  his  footsteps  that  the  timely  and  judi- 
cious use  of  diathermy  in  correct  quantity  and  quality  promises 
much  in  the  handling  of  pneumonia,  by  far  the  greatest  scourge 
of  winter  diseases. 

“Therefore,  diathermy  becomes  a method  of  applying  heat 
internally  and  it  shares  to  a much  higher  degree  the  virtues 
which  heat  applications  have  enjoyed  for  several  centuries. 
Poultices,  fomentations,  blisters,  hot-water  bags  and  similar 
home  methods  for  applying  heat  have  been  in  use  for  ages,  and 
while  these  rather  crude  wavs  of  furnishing  heat  have  been 
attended  with  recognized  success,  it  has  not  been  possible  before 
the  introduction  of  diathermy  to  administer  heat  to  a consider- 
able depth  and  for  any  desired  regulation  of  intensity  over  short 
orlongperiodsof  time  by  means  of  an  external  physical  agency.” 


— from  “ Light  and  Health — A Discussion  of  Light  and  other  Radiations  in 
Relation  to  Life  and  to  Health by  M.  Luckiesh  and  A.  J.  Pacini. 


THE  diathermy  current  varies  considerably 
in  quality  and  consequently  in  effectiveness, 
depending  upon  the  design  of  the  machine  from 
which  it  is  derived.  In  your  selection  of  a dia- 
thermy machine,  be  sure  that  the  design  and 
capacity  are  such  as  will  enable 
you  to  follow  out  accurately  and 
efficiently  the  present  and  rap- 
idly advancing  technics. 

Don't  risk  the  possibility  of  dis- 
appointment with  apparatus  that 
is  inadequate  for  the  purpose,as  has 
been  the  experience  of  altogether 
too  many  physicians  in  the  past. 

The  new  Victor  Vario- Fre- 
quency Diathermy  Apparatus  rep- 
resents the  accumulated  knowl- 
edge and  experience  of  a pioneer 


organization  that  has  specialized  for  over  30  years 
in  Electro-Medical  equipment. 

When  designing  this  outfit  Victor  engineers 
were  guided  by  the  investigations  of  our  Biophys- 
ical Research  Department,  which 
point  definitely  to  a different  phy- 
siological evaluation  being  estab- 
lished for  certain  frequencies  or 
oscillations  of  the  high  frequency 
current.  Consequently  this  appar- 
atus offers  a means  of  selecting  the 
frequency  which  has  proved  most 
efficacious  for  a given  condition. 

In  justice  to  yourself  and  your 
patients,  a scientifically  designed 
machine  of  major  calibre  should 
by  all  means  be  used  for  this 
critical  work. 


VICTOR  X-RAY  CORPORATION,  2012  Jackson  Boulevard,  Chicago 

33  Direct  Branches  Throughout  the  U.  S.  and  Canada 
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VICTOR  X-RAY  CORPORATION,  2012  Jackson  Blvd.»  Chicago 
Please  send  a complete  description  of  the  Vario-Frequency  Diathermy  Apparatus,  also  clinical  report  on  Diathermy  in 
Pneumonia. 


Name Town. 

Address State.. . 
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DALLAS,  TEXAS— VICTOR  X-RAY  CORPORATION  OF  TEXAS,  2503  Commerce  St. 
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larly  make  a fistula  test  before  operating.  The 
patient  would  have  nystagmus  to  the  same  side, 
vertigo,  nausea  and  vomiting.  This  would  be  in- 
creased or  brought  on  by  sudden  head  movement. 
Hearing,  as  a rule,  is  good,  rotation  positive,  cal- 
oric positive,  fistula  test  positive. 

Serous  labyrinthitis  may  follow  circumscribed 
labyrinthitis,  radical  mastoid  and  suppurative  mid- 
dle ear  processes.  A suppuration  at  the  oval  or 
the  round  window  will  cause  a swelling'  and  infil- 
tration with  a fibrinous  deposit  on  the  internal 
surface  of  the  mambrana  tympani  and  the  annular 
ligament  of  the  stapes.  This  causes  a dilatation 
of  the  labyrinthine  blood  vessels  and  an  increase 
of  perilymph  which,  in  turn,  causes  a sudden  on- 
set of  marked  vertigo,  nausea,  vomiting  and 
nystagmus  away  from  the  diseased  side,  impaired 
hearing  to  deafness.  Patient  usually  partially  re- 
gains the  hearing. 

Purulent  labyrinthitis  is  an  infective  process  oi 
the  whole  labyrinth  and  may  be  manifest  or  latent. 
The  infection  may  enter  through  the  oval  window, 
round  window,  through  a fistula  in  promontory 
or  any  part  of  labyrinthine  capsule,  or  it  may  be 
secondary  from  a meningitis  or  may  result  from 
a septic  embolus  in  the  internal  auditory  artery. 
Usually  it  comes  from  a suppurative  otitis  media. 
This  causes  deafness,  nausea,  vertigo,  vomiting 
and  nystagmus  to  opposite  side.  Patient  usually 
lies  on  the  well  side;  has  one  or  two  degrees  of 
temperature  and  labyrinthine  tests  are  negative. 
If  the  patient  gives  a.  history  of  manifest  laby- 
rinthitis and  now  has  deafness  and  tinnitus,  it  has 
become  latent;  yet  labyrinthine  tests  are  negative. 

Perilabyrinthitis,  as  its  name  implies,  means  an 
inflammation  around  the  labyrinthine  capsule.  It 
occurs  after  a radical  or  simple  mastoid  opera- 
tion. The  patients  have  a mild  vertigo  and  are  not 
likely  to  have  vomiting.  It  they  are  requested 
to  hop  forward  or  backward  with  closed  eyes, 
they  have  a tendency  to-  fall.  Mild  nystagmus  to 
either  side  may  be  present,  but  usually  to  the  in- 
volved side;  hearing  is  not  affected;  caloric  or 
rotation  tests  are  normal  or  increased;  fistula 
symptoms  are  negative.  Treatment  is  expectant, 
with  bromides  and  pilocarpine. 

I would  consider  the  case  under  discussion  one 
of  perilabyrinthitis,  and  congratulate  tue  doctors 
on  their  treatment. 

DR.  YANDELD: — Would  like  to  know  the 
amount  of  deafness  or  conditon  of  hearing  in  the 
first  case  and  whether  the  Eustachian  tube  really 
was  open.  Ans.  The  tube  was  open;  her  hear- 
ing was  approximately  ten  feet  for  the  ordinary 
voice. 

DR.  McLOONE: — Fields  mean  nothing  in  cere- 
bellar abscess;  in  temporo-sphenoidal  abscess  they 
may  mean  something.  In  this  case  we  can  rule 
out  temporo-sphenoidal  abscess  by  the  absence  of 
mental  symptoms  and  by  the  fields,  but  one  of 
the  most  difficult  things  is  to  exclude  cerebellar 
abscess,  as  the  symptoms  are  too  much  alike. 
The  fact  that  she  is  apparently  getting  well  helps 
some,  but  today  she  gave  bizarre  responses  to 
the  caloricl  and  chair  tests. 


The  second  group  of  cases  consisted  of  two  in- 
teresting records  of  variance  between  pre-opera- 
tive and  post-operative  findings,  in  which  the  sur- 
geon recorded  these  variations  with  unusual  frank- 
ness. Presented  by  DR.  GEORGE  E.  GOODRICH: 
Case  10041,  married  woman,  age  36;  last  men- 
struated six  yelars  ago  just  before  an  operation 
when  both  ovaries,  one  tube  and  appendix  were 
said  to  have  been  removed.  Has  had  four  preg- 


nancies, two  of  them  premature  and  two  at  term, 
all  stillborn. 

About  three  years  ago  developed  sharp  pains 
across  lower  abdomen;  these  would  come  at  in- 
tervals of  three  or  four  months,  lasting  about  a 
week  at  each  time;  middle  of  last  August  noticed 
vaginal  discharge  which  would  become  worse  a it 
night;  about  September  first,  this  became  streaked 
with  blood  and  gradually  increased  in  amount. 

Physical  examination  was  negative,  except  for 
tenderness  in  lower  right  quadrant.  Bimanual 
negative.  Inspection  of  cervix  showed  a bloody 
purulent  discharge  coming  from  the  cervix;  cer- 
vix was  slightly  inflamed  but  otherwise  normal. 

In  view  of  her  age  and  history,  thought  this 
was  an  endometritis,  and  surface  was  cauterized 
with  electro-cautery  prior  to  entering  the  hospital; 
it  improved  but  did  not  get  well;  that  was  in  Aug- 
ust; did  not  see  heir  again  until  October,  when 
she  was  having  a pain  in  the  lower  right  side. 
Would  have  considered  this  a mild  attack  of  ap- 
pendicitis, but  she  insisted  the  appendix  had  been 
removed.  Discharge  was  still  present,  though  cer- 
vix looked  better.  She  entered  the  hospital  in 
November  for  operation,  which  was  to  be  ex- 
ploratory, with  possible  diagnosis  of  carcinoma  of 
uterine  body. 

Operative  findings  were  heavy  omental  adhesions 
to  the  uterus  and  floor  of  pelvis;  uterus  was  in- 
fantile in  size,  normal  to  feel;  no  fibrosis  nor 
malignancy;  tubes  and  ovaries  both  gone;  appen- 
dix moderately  inflamed;  gall  bladder  was  palpat- 
ed feeling  normal,  without  adhesions. 

Postoperative  Diagnosis : — Endometritis  and 
Chronic  Appendicitis. 

Pathological  Report: — Chronic  Appendicitis. 

Case  10012,  married  woman,  age  64.  Was  in  an 
auto  accident  nine  years  ago  when  she  was  in- 
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Erysipelas  Antitoxin 

For  the  Treatment  of  Streptococcus  Erysipelas 

TO  E.  R.  SQUIBB  & SONS  was  issued  on  May 
20th,  1926,  the  first  license  ever  granted  by  the 
U.  S.  Public  Health  Service  for  the  interstate  sale  of 
Erysipelas  Streptococcus  Antitoxin. 

Erysipelas  Antitoxin  Squibb  is  prepared  under  license 
from  the  School  of  Medicine  and  Dentistry  of  the  Uni- 
versity of  Rochester,  New  York,  and  is  made  according 
to  the  principles  developed  by  Dr.  Konrad  E.Birkhaug 
of  that  University,  and  reported  in  the  "Journal  of  the 
American  Medical  Association  for  May  8,  1926,  page  1 4 1 1 . 

In  addition  to  the  tests  made  in  the  Squibb  Biological 
Laboratories,  samples  of  each  lot  of  Erysipelas  Antitoxin 
Squibb  are  submitted  to  the  School  of  Medicine  and 
Dentistry  of  the  University  of  Rochester  for  approval 
before  distribution. 

Erysipelas  Antitoxin  Squibb  is  supplied  in  concentrated 
form  only.  It  is  dispensed  only  in  syringes  containing 
one  average  “Therapeutic  Dose.” 

f Write  to  our  Professional  Service  Department  Tj 
for  Further  Information  If 

E'R:  Squibb  &.  Sons.  New  York 
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jured  internally  and  had  two  abdominal  opera- 
tions subsequently ; menopause  17  years  ago.  Has 
not  been  well  since  her  operations.  She  thinks 
her  present  illness  is  due  to  eating  some  spoiled 
food  some  months  ago.  since  which  time  she  has 
suffered  from  digestive  disturbances,  a feeling  of 
continual  pressure  in  the  abdomen  with  more  or 
less  constant  pain. 

Only  point  of  interest  in  physical  examination 
is  that  the  uterus  is  retroflexed.  fixed  in  the 
culdesac,  with  a mass  in  rectum,  and  cystocele. 

Pre-operative  diagnosis  of  retroflexed  uterus,  pos- 
sibly malignant. 

Operative  Findings:  Tumor  about  the  size  of 

a small  orange  in  sigmoid  flexure,  fastened  down 
t'y  adhesions;  the  uterus  not  involved  in  the  tu- 
mor. Anterior  colporrhophy  and  high  colostomy 
performed. 

Post-operative  Diagnosis: — Sigmoid  cancer. 


A group  of  three  cases,  illustrating  encephalitis 
and  allied  conditions,  were  presented  as  follows: 

Case  9986.  by  DR.  GEO.  M.  BROCKWAY:  Old 

man.  age  76,  was  riding  .in,  a car  on  afternoon 
of  admission,  when  he  felt  faint  and  dizzy  and 
a few  hours  later  was  unconscious,  with  stertorous 
breathing  and  convulsive  twitching. 

Vigorous  appearing  old  man.  with  normal  tem- 
perature. pulse  96;  B.  P.  150  Syst.,  in  coma.  Pupils 
react  to  light  and  accommodation;  teeth  had  all 
been  extracted;  no  rigidity  of  neck;  lungs  nega- 
tive; blood  vessels  very  prominent;  heart  beat  in- 
termittent every  fourth  beat,  with  mitral  regurgi- 
tant murmur.  Twelve  ounces  of  urine  secured  by 
catheter.  Sp.  gr.  1015,  albumen  positive,  sugar 
negative,  no  casts,  occ.  r.  b.  c.  White  count  13,600, 
93  percent  polys.  Wassermann  negative  (No 
blood  chemistry  done). 

When  brought  into  the  hospital  was  given 

sodium  chloride  and  magnesium  sulfate,  with 
glucose  intravenously,  with  proctoclysis  of  glu- 
cose and  soda.  After  a few  hours  he  began  to 
sweat  and  had  one  short  convulsion.  First  evi- 
dence of  returning  consciousness  occurred  in  the 
afternoon;  he  became  very'  restless;  the  follow- 
ing morning  he  regained  consciousness  rather  sud- 
denly'; urine  had  some  albumen  but  thirty-six 
hours  later  this  had  disappeared.  Staid  in  the 
hospital  five  days.  Left  the  hospital  with  actual 
diagnosis  undetermined. 

Case  9881,  yroung  single  man.  age  23,  with  fam- 
ily and  past  history  negative.  Four  weeks  ago 
he  developed  a severe  headache  which  persisted 
for  three  days  without  relief;  then  ne  became 
dizzy,  was  nauseated  and  vomited;  could  not  re- 
tain food;  headache  lessened  in  severity  but  he 
has  never  been  free  from  dull  aching. 

Temp.  100.2,  pulse  90.  Well  nourished  man, 
apathetic  and  slow  in  response  to  questions ; slight 
mumbling.  Pupils  react  normally.  Head,  throat 
and  chest  negative,  except  for  a few  mucous  rales 
throughout  both  lungs.  Heart  and  pulse  normal. 
Tremor  of  hands  when  extended;  no  Bab'inski;  no 
Kemig. 

Urine  negative;  white  count  9,200;  Widal  reac- 
tions all  negative;  blood  culture  negative;  spinal 
fluid  cell  count  100  cells,  nearly  al  mononuclears; 
no  increased  protein;  Wassermann  negative. 

Dr.  Schwartz,  in  consultation  found  no  diplopia, 
with  normal  responses  in  eyes;  disc  normal.  Ex- 
amination was  negative. 

Thisi  patient  was  found  on  the  street;  by  the 
time  he  reached  the  hospital  he  was  very  somno- 
lent and  apathetic;  was  diagnosed  encephalitis  be- 
cause of  certain  things  he  did  not  have  as  well  as 
those  that  he  did  have.  Much  of  the  time  when 
he  was  not  restless  he  would  be  lying  ■with  half 


closed  eyes,  murmuring  a little  and  when  asked 
a question,  he  would  respond  when  you  would 
hardly  expect,  from  his  appearance,  to  get  a re- 
sponse. 

Patient  was  kept  under  eliminative  treatment 
and  discharged  after  one  month  in  good  condi- 
tions, with  instructions  to  go  to  camp  and  rest. 

Case  No.  9945,  married  man,  age  37,  with  nega- 
tive family  and  past  history.  One  year  ago,  pa- 
tient complained  of  severe  and  continuous  head- 
aches and  had  several  convulsions.  He  was  treat- 
ed in  Alabama  for  “infection  of  the  brain”  and 
recovered  sufficiently  to  do  light  work,  though 
the  dull  headache  continued.  A week  ago  he  drove 
his  oar  from  Alabama  to  Phoenix.  The  day  previ- 
ous lo  admission  the  headache  was  more  severe 
and  he  lapsed  into  semi-consciousness,  but  had 
no  convulsions.  Has  had  stomach  trouble  for  four 
or  five  years. 

Poorly  nourished  man,  with  normal  tempera- 
ture, pulse  60,  B.  P.  118/66,  semi-conscious.  Pu- 
pils react  slowly  to  light  and  accommodation;  no 
rigidity;  lungs  and  heart  findings  negative;  Ker- 
nig’s  sign  marked. 

Urine,  three  specimens;  Sp.  gr.  1008  to  1014; 
albumen  pos. ; no  casts;  pus  and  r.  b.  c.  White 
count  19.600.  88  percent  polys. 

X-ray  examination  of  skull  and  sinuses  negative. 

Neurological  examination  by  DR.  H.  P.  MILLS: 
On  standing  with  closed  eyes,  there  ’s  marked 
swaying,  but  would  not  consid-'r  as  typical  Rom- 
berg; pupils  equal  and  react  slightly  to  light;  no 
paralysis  of  eye,  face  or  other  muscles:  deep  and 
superficial  reflexes  present  and  normal.  No  an- 
kle clonus,  or  Babinski.  No  definite  tremors  or 
speech  defect.  Upon  most  subjects  patient  is  ra- 
tional and  shows  no  definite  memory  defect,  ex- 
cept for  periods  during  present  illness.  No1  evi- 
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deuce  of  delusions,  but  shows  evidence  of  visual 
hallucinations  and  says  that  he  sees  double  at 
times.  Orientation  probably  correct  for  time, 
place  L'ut  shows  some  confusion  of  persons. 

Opinion  that  evidence  points  to  encephalitis  or 
some  type  of  toxemia. 

Wassermann  reactions  were  negative  on  blood 
and  spinal  fluid.  Blood  chemistry  showed  Urea 
N.,  20  mg.  NPN  35  mg.;  chlorides  690  mg.,  chol- 
. /sterol  .10  percent;  sugar  .15  percent. 

Patient  recovered  and  left  the  hospital  after 
fhree  days.  Was  re-admitted  two  days  later,  un- 
conscious; lie  regained  consciousness  after  two 
days  but  with  loss  of  vision. 

Examination  by  DR  J.  J.  McLOONE: — External 
strabismus  of  right  eye.  In  fundi  of  the  eyes,  the 
disc  veins  are  engorged,  arteries  pale  and  tortu- 


ous; disc  margins  and  other  fundus  details  normal. 
Mental  condition  precludes  accurate  visual  tests; 
however  diplopia  seems  to  be  present. 

Patient  was  taken  back  to  Alabama  and  lost 
sight  of. 

Discussion  of  the  above  three  cases  by  DK. 
KIMBALL  BANNISTER; 

In  the  first  case,  the  information  is  so  meagre 
that  it  is  useless  to  discuss  it.  Have  no  informa- 
tion about  Ms  previous  condition.  He  may  have 
had  a slight  hemorrhage  or  thrombosis  which 
cleared  up.  In  all  probability  it  was  uremia. 

The  second  case  wouild  fall  in  the  class  of 
lethargic  encephalitis.  You  do  not  always  have 
all  the  symptoms  (see  below).  This  man  cer- 
tainly had  lethargy  with  consciousness;  that  has 
been  a marked  symptom  in  some  cases;  the  pa- 
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tient  looks  like  he  is  unconscious  but  if  you  ask 
him  a question,  he  will  answer  but  answer  slow- 
ly with  great  effort;  this  would  seem  to  fall  in 
this  class.  The  spinal  fluid  findings  are  not  those 
of  meningitis  and  might  easily  be  those  of,  en- 
cephalitis. 

The  third  case,  the  man  from  Alabama,  had  a 
number  of  the  classical  symptoms  of  encephalitis. 
He  had  marked  swaying;  pupils  were  sluggish; 
reflexes  were  present  and  normal;  he  had  con- 
siderable mental  incoordination;  was  rational  when 
questioned  and  showed  no  definite  memory  de- 
fect; sees  double  which  is  one  of  the  most  fre- 
quent and  constant  signs;  had  some  confusion  as 
to  persons:  had  history  of  similar  condition  in 

Alabama:  gets  well  and  goes  out  and  has  re- 
lapse. which  is  a very  frequent  thing  in  encephal- 
itis. 

Hr.  Bannister  presented  the  following  brief  out- 
line of  oi'jt  present  concept  of  encephalitis: 

Definition — By  the  term  “'Encephalitis”  we  mean 
an  inflammation  of  the  encenhalon  or  orain. 

Varieties — There  are  a number  of  rather  well- 
defined  varieties  of  this  disease  depending  largely 
upon  etiologic  and  pathologic  bases. 

I. 

Purulent  menineo-encenhalitis  is  the  first  of 
these  and  the  one  most  frequently  met  with  in 
practice. 

Pathologically  this  ’s  characterised  liv  a mini- 
cYndia[tcv  a+  1ia.se  of  the  brain  very  fre- 

nnoritlv  aoco'Tnnanied  bv  necrotic  areas  in  the  brain 
substance.  ATav  deveilon  into  the  common  brain 
abscess. 

Strorv+occecns  ’ofection  of  the  ni’ddle  ear  and 
the  wm'ws  is  the  most  freonont  oositive  factor. 
sjvTihilts  and  tnhercnlooiq  are  also  qt  fault  at  times 

TUm  symetoms  ceil  ally  hetrin  nicre  or  less  ahrnnt- 

iv  with  a chiil  Th's  is  followed  hv  constant  and 
incr^asiny  attacks  of  vomi+irty.  hiyh  rise  in  tem- 
rvera+nre.  local  or  general  convnilsions  occasional 
riyiditv  usually  an  ontn'c  neuritis  wi+'h  a choked 
d"'sk.  and  as  Tate  svmn'orns.  stupor  excitement, 
coma,  and  oarralvsis. 

Tho.  course  is  nsnia.llv  fill  m in  a ti  11  y with  death 

snnerAipnipg  in  a few  davs.  Occasiionallv  it  be- 
comes chronic  with  periods  of  remission  and  ex- 
acerbations. 

This  condition  must  be  differentiated  from  brain 
abscess  wh’ch  is  ii'=uallv  insid’ons  in  its  onset 
and  is  attended  with  focal  symptoms  of  neiditv 
and  focal  convulsions:  from  brain  tumor  in  which, 
like  abscess,  the  history  and  the  course  together 
with  the  absence  of  a causative  infection  usually 
make  differentiation  easy;  from  hemorrhage  and 
uremic  state. 

The  prognosis  is  alwavs  grave  and  denends 
largely  upon  accurate  localization  and  earlv  surgi- 
cal treatment,  thera  being  no  medical  treatment 
of  value. 

II. 

The  next  most  common  type  in  encephalitis  is 
*hp  acute  hemorrhagic  form  in  which  there  are 
h morrhav'c  areas,  with  leukeevtic  perivascular 
infiltration  scattred  throughout  the  bra;n  sub- 
stance. 

The  etiology  in  this  case  is  some  acute  infec- 
tion. Those  most  commonly  found  are  measles, 
pneumonia,  la  grippe,  whooping  cough,  erysipelas, 
scarlet  fever.  Sometimes  it  is  thought  to  be 
purely  a toxic  condition,  while  with  others  it  is 
thought  to  be  bacteriologic. 

The  symptoms  of  this  condition  are  severe  head- 
ache, early  vomiting,  convulsions  and  delirium,  ex- 
treme prostration,  ending  in  coma,  and  in  near- 
ly all  cases,  death. 

This  condition  can  not  well  be  differentiated 


from  meningitis,  even  the  fact  that  it  supervenes 
in  the  course  of  a general  infeotion,  is  not  distinc- 
tive. because  we  sometimes  get  meningitis  also. 

Treatment  is  futile. 

III. 

In  acute  anterior  polio  encephalitis,  there  are 
neucrotic  spots  in  the  motor  areas  of  the  cere- 
brum attacking  the  neuclei  of  the  upper  motor 
neurons. 

The  etiology  is  probably  the  same  infection  but 
with  a different  localization  as  anterior  poliomye- 
litis. It  is  frequently  seen  during  epidemics  of 
the  latter  disease. 

These  are  usually  spastic  plegias  without  muscu- 
lar atrophy.  The  course  parallels  that  of  Infan- 
tile paralysis,  and  if  there  is  recovery  they  are  left 
.with  paralysis,  spastic  in  type. 

The  treatment  is  the  same  as  for  anterior  polio- 
myelitis. 

IV. 

In  acute  superior  and  inferior  encephalitis 
acute  destructive  processes  localize  in  the  gray 
matter  about  the  aqueduct  of  sylvius  and  the  gray 
matter  in  th?  third  ventricle  in  the  superior  form, 
and  in  the  floor  of  the  fourth  ventricle  in  the  in- 
ferior. In  the  latter  region  it  is  practically  acute 
bulbar  palsy. 

The  symptoms  of  the  superior  form  result  from 
destruction  of  the  third  nucleus.  Accordingly  eye 
symptoms  and  paralyses  predominate.  In  the  in- 
ferior form,  paralyses  of  the  tongue,  the  muscles 
of  mastication  and  deglutition  occur. 

Diagnosis  depends  upon  the  neucleur  paralysis. 
The  treatment  is  purely  systematic  and  expectant. 

V. 

Epidemic  lethargic  encephalitis  was  first  de- 
scribed following  the  pandemic  of  influenza  in  1890 
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and  1895,  and  again  brought  to  public  notice  fol- 
lowing the  pandemic  of  1917,  1918  and  1919.  The 
influenza  geirm  or  one  attending  it  in  influenza  is 
probably  the  causative,  factor. 

Post  mortem  examination  shows  but  little  to  the 
naked  eye;  microscopically  there  are  chiefly  peri- 
vascular infiltrations,  most  marked  about  the 
nuclei  of  the  motor  nerves  of  the  eye  of  the  pons, 
medulla  and  gray  substance  of  the  ventricular 
walls. 

Headache,  severe  and  constant,  is  always  met 
with;  extreme  lassitude  and  somnolence-  quickly 
supervene;  there  may  be  vomiting,  frequently 
vertigo;  and  there  may  or  may  not  be  fever.  De- 
lirium and  coma  are  frequent  in  severe  cases.  Of 
the  objective  signs  those  centering  about  the  eye 
are  most  important  and  diagnostic.  Very  early  a 
dimness  of  vision  is  noted;  in  nearly  all  cases 
diplopia  is  a constant  sign,  ptosis  is  also  nearly 
always  met  with,  immobility  of  the  eye  ball  is 
common;  tremor  of  the  extremities  is  frequent; 
meningitic  symptoms,  if  present,  are  usually  slight, 
lumbar  puncture  reveals  a clear  fluid  with  few, 
if  any,  findings.  This  is  usually  protractive  with 
remissions. 

Until  recently  mortality  of  this  disease  was 
about  fifty  percent.  More  recently  most  cases 
are  recovering. 

Treatment  is  specific.  Convalescent  patient  serum 
injected  intramusculariy  in  the  amount  of  60  to 
100  c.  c.  has  cured  27  out  of  28  cases.  The  using 
of  anterior  poliomyelitis  hors  eserum,  20  to  30  c.  c. 
intravenously  and  repeated  has  caused  recovery  in 
23  of  30  cases.  The  intravenous  using  of  the 
salicylates,  sodium  iodide  aoriflavin  and  mercuro- 
chrome  has  been  attended  with  good  results. 

General  treatment  consists  of  complete  rest, 
ice  pack  at  the  head,  drainage  of  the  spinal  canal, 


if  indicated,  and  nutrition.  Patient  should  be 
warned  that  a complete  recovery  is  somewhat 
problematic  within  an  extended  period  of  time, 
and  as  relapses  are  not  infrequent  a hypochondri- 
ac  has  followed  numerous  cures. 


The  program  having  been  completed,  the  chair- 
man, Dr.  Wylie  announced  that  this  being  the  an- 
nual meeting,  the  election  of  officers  for  the  ensu- 
ing year  was  in  order.  The  balloting  for  officers 
resulted  in  the  election  of  the  following: 

Chairman: — Dr.  Willard  Smith. 

Secretary: — Dr.  W.  W.  Watkins. 

Members  of  the  Advisory  Committee  :C — Dr. 

Robt.  W.  Craig  (Surgical  Group). 

Dr.  E.  Payne  Palmer  (Surgical  Group). 

Dr.  Kimball  Bannister  (Medical  Group). 

Dr.  Frank  J.  Milloy  (Mediical  Group). 

Dr.  J.  J.  McLoone  (Specialty  Group). 

Dr.  Fred  Holmes  (Specialty  Group). 

In  closing  the  meeting,  Dr.  Wylie  expressed  his 
appreciation  in  being  nonor-d  with  the  chairman- 
ship of  the  Staff  since  its  organization  several 
years  ago,  and  his  thanks  for  the  cooperation  of 
the  staff  members  during  the  trying  years  of  or- 
ganization. He  aisked  that  the  members  would  co- 
operate just  as  cordially  with  Dr.  Smith  during 
the  coming  year. 

Adjournment  at  ten  o’clock. 

W.  WARNER  WATKINS, 

Secretary. 

At  a subsequent  meeting  of  the  Advisory  Com- 
mittee, held  on  December  18ith,  this  committee 
was  completed  by  the  appointment  from  the  hos- 
pital management  of  Sisters  M.  Ignatius  and  M. 
Alo-ysdus,  to  represent  the  hospital  management. 

The  Executive  Committee  for  the  year  1927  will 
consist  of  Dr.  Willard  Smith  (chairman),  Dr.  E. 
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Payne  Palmer,  Dr.  Kimball  Bannister  and  Dr.  Fred 
Homles,  with  Sister  M.  Ignatius. 

The  Executive  Committee  will  have  general 
supervision  over  all  work  in  the  hospital  and  the 
reviewing  of  records,  as  well  as  providing  the  ma- 
terial for  the  staff  conferences. 


SANTA  FE  (N.  M.)  COUNTY 
DOCTORS  TO  ENLIST  AID  OF  LOCAL  ORGAN- 
IZATIONS FOR  CLEAN-UP  OF  CITY  SANI- 
TARY CONDITIONS. 

' At  the  November  meeting  of  the  Santa  Fe  Coun- 
ty Medical  Society,  held  at  St.  Vincent’s  Sana- 
torium, November  9,  it  was  decided  that  the  So- 
ciety shall  endeavor  to  enlist  the  support  of  vari- 
ous local  organizations,  such  as  the  Chamber  of 
Commerce,  Women’s  Board  of  Trade,  Rotary  and 
Kiwanis  Clubs,  in  a campaign  to  improve  local 
sanitary  conditions. 

Betterment  of  sanitary  conditions  will  be  ad- 
visable for  many  reasons;  but  it  is  urged  priimaiv 
ily  to  control  the  troublesome  epidemics  of  dysen- 
tery, probably  largely  of  the  bacillary  type,  which 
are  prone  to  seize  the  city  each  summer,  varying 
with  the  incidence  of  flies.  The  campaign  for 
clean-up  will  be  primarily  one  to  prevent  fly- 
breediing  and  fly  infection. 

With  the  recent  advancement  of  Santa  Fe  as  a 
tourist  center,  in  the  opening  of  the  Harvey  Indian 
Detour  and  the  establishment  of  La  Fonda  as  a 
hotel  in  the  great  Fred  Harvey  system,  it  becomes 
imperative  to  minimize  this  summer  complaint  and 
thus  to  avoid  having  the  city  acquire  a bad  name 
as  a place  of  summer  residence  or  visiting  at  that 
season. 

At  this  meeting  a Massachusetts  General  Hos- 
pital case  was  also  read  and  discussed. 


Scarlet  fever,  its  prevention  and  treatment  with 
toxin  and  anti-toxin,  formed  the  principal  topic  at 
the  December  meeting  of  the  Santa  Fe  County 
Medical  Society,  which  took  place  at  St.  Vincent’s 
Sanatorium,  Tuesday  evening,  December  14. 

Dr.  George  Duckett,  director  of  public  health  for 
New  Mexico,  and  Dr.  Harry  Mera,  Santa  Fe  county 
health  officer,  presented  facts  concerning  these  new 
remedies  and  their  use  experimentally  and  other- 
wise. All  preparations  of  scarlet  fever  toxin  and 
anti-toxin  on  the  market  have  undergone  inspec- 
tion by  the  Hygienic  Laboratory  of  the  U.  S.  Pub- 
lic Health  Service  and  their  value  established. 

No  standardization  of  the  unit  of  skin  dosage 
has  yet  been  established,  and  so  the  various  prep- 
arations differ  in  the  statement  of  their  potency, 
although  this  potency  may  be  practically  the  same 
in  all.  The  toxin  is  used  prophylactically,  to  es- 
tablish immunity  to  attack.  The  anti-toxin  is  user! 
in  the  early  days  of  the  attack  and  should  hasten 
convalescfince  and  control  sequelae. 

Dr.  James  A.  Rolls  presented  a list  of  questions 
that  are  asked  of  physicians  daily  in  their  rounds. 
In  discussing  these  questions,  it  was  brought  out 
that  the  quarantining  of  scarlet  fever  cases  now 
differs  from  the  old-established  custom,  in  that 
the  patient  is  no  longer  kept  isolated  until  des- 
quamation shall  have  ceased  altogether.  As  soon 
as  the  symptoms  disappear,  and  there  is  no  longer 
nasal  or  oral  discharge,  the  patient  is  released. 

This  practice  has  led  some  health  officers  to 
claim  that  epidemics  are  thus  fostered;  but  the 
claim  is  undoubtedly  due  to  the  incidence  of  car- 
riers, which  do  occur,  and  which  are  impossible 
to  detect  with  the  ordinary  laboratory  procedures. 
This  is  due  to  the  difficulty  of  preserving  swabs 
from  the  nose  or  throat  for  culture,  owing  to  the 
delicacy  of  the  causative  streptococcus. 


Transmission  by  a third  party  who  is  not  a 
carrier  is,  perhaps,  possible  but  not  usual  when 
ordinary  precautions  are  observed.  Nevertheless, 
the  nurse  or  attendant  on  a scarlet  fever  case  is 
kept  isolated  as  well  as  the  patient;  and  if  school 
teachers  or  milk  handlers  are  in  the  family,  they, 
too,  are  held  in  quarantine,  as  well  as  non-immune 
children.  It  has  been  shown  that  the  organism 
of  scarlet  fever  grows  well  in  milk,  and  transmis- 
sion by  infected  milk  has  been  proved. 

Some  two  percent  in  diphtheria  and  twenty  per- 
cent in  scarlet  fever  fail  of  prophylactic  immuni- 
zation, when  the  toxin  is  used.  This  is  thought 
to  be  due  largely  to  an  existing  anti-toxin  in  the 
subject  that  neutralizes  the  toxin  injected  as  pre- 
ventive. An  inefficient  dose  of  the  anti-toxin  may 
but  lower  the  general  resisting  powers,  and  thus 
be  followed  by  an  exceptionally  severe  case  of 
scarlet  fever.  Some  claim  that  cases  treated  with 
anti-toxin  mlay  tail  to  develop  the  natural  anti- 
bodies and  thus  fail  to  be  immune  following  the 
attack.  This  is  not  established. 

New  York  City  probably  now  has  the  best  data 
on  the  control  of  scarlet  fever  by  using  the  new 
treatment,  as  the  use  of  scarlet  fever  vaccine 
there  is  practically  a routine  measure.  Santa  Fe 
physicians  report  generally  favorable  results  from 
uising  the  preparations. 

In  reply  to  a question,  Drs.  Luckett  and  Mera 
outlined  the  plan  of  the  U.  S.  Public  Health  Serv- 
ice. It  is  an  outgrowth  of  the  official  smallpox 
vaccinators,  established  by  Congress  in  1791.  it 
became  a medical  detachment  of  the  U.  S.  Marine 
Corps,  and  is  under  the  secretary  of  the  navy. 
Its  early  duties  were  to  establish  marine  hospitals 
in  the  United  States.  It  now  exercises  a quar- 
antine patrol  at  all  United  States  ports,  controls 
the  interstate  shipment  of  biologicals,  licensing 
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tha  manufacturers  for  interstate  commerce.  it 
also  directs  the  interstate  shipment  of  corpses. 

The  Public  Health  Service  does  not  ordinarily 
engage  in  work  in  a state  unless  requested  to  do 
so,  or  for  purposes  of  research,  or  in  an  extra- 
ordinary condition,  as  when  a state-wide  epidemic 
threatens  an  adjoining  state. 

Dr.  D.  B.  Williams  and  Dr.  Joseph  Foster  were 
chosen  to  succeed  themselves  as  president  and 
vice-president  of  the  county  society.  Dr.  Leigh  K. 
Patton  was  elected  secretary-treasurer  to  succeed 
Dr.  H.  S.  A.  Alexander,  who  has  held  this  post  for 
nearly  four  years. 


DEACONESS  HOSPITAL  (Phoenix)  STAFF 
MEETING 

(December  27,  1926) 

The  Medical  and  Surgical  Staff  of  the  Arizona 
Deaconess  Hospital  met  Monday  evening,  Decem- 
ber 27,  1926,  at  8 P.  M.,  with  35  in  attendance. 

The  minutes  of  the  last  council  meeting  were 
read. 

Thai  Records  Committee  reported  upon  three 
deaths  which  had  occurred  during  November. 

There  have  been  three  deaths  during  November, 
as  fallows:  — 

Case  6714,  married  woman,  age  62,  entered  Oct- 
ober 11th,  dying  Nov.  2nd,  with  diagnosis  of  nephri- 
tis and  myocarditis. 

Case  6817;  man,  age  62,  entered  Nov.  11th,  with 
diagnosis  of  hemophilia. 

This  case  was  referred  to  the  Diagnostic  Com- 
mittee for  criticism  of  diagnosis. 

Case  6729,  man,  age  67,  entered  Oct.  2nd.  Pa- 
tient was  said  to  have  enlarged  prostate  and 
cystotomy  was  performed;  immediate  cause  of 
death  was  not  given  in  record. 

Dr.  Bannister  of  (he  Diagnostic  Committee  report- 
ed upon  the  cases  referred  to  that  committee  by 
the  Records  Committee  as  follows: 

Case  6817;  Diagnosis — •Hemophilia.  Hemophilia 
is  properly  defined  as  an  hereditary  tendency  to 
hemorrhage  in  tha  male.  The  cardinal  symptoms 
are  bleeding  in  the  male  sex,  with  a family  history 
and  past  history  of  the  same  condition.  The  ten- 
dency is  transmitted  only  by  the  female,  although 
there  arej  no  authentic  cases  of  this  condition  in 
the  female  sex.  In  this  particular  case,  the  bleed- 
ing started  from  the  extraction  of  teeth,  in  a male, 
age  62.  Coagulation  test  found  incomplete  in  10 
minutes.  Man  died  thirteen  days  after  entrance. 

His  past  history  was  negative.  Besides  the  diag- 
nosis of  hemophilia,  he  had  a large  abdominal  tu- 
mor involving  the  liver,  a general  arthritis,  and 
an  acute  endocarditis.  The  doctor  in  charge 
thought  the  hemophilia  was  probably  due  to  the 
malignant  condition  in  the  abdomen  and  to  the 
endocarditis.  As  I have  explained,  these  can  not 
be  considered  causes  for  hemophilia. 

Case  6851,  male,  age  44,  American.  Entered 
Nov.  1st.  Diagnosis  of  typhoid  fever.  Chief  com- 
plaint: Pain  in  abdomen,  in  the  region  of  the  ap- 
pendix, later  a pain  in  chest,  which  he  had  been 
told  was  pleurisy.  Past  history  of  typhoid  nine 
years  previously  and  malaria  12  years  ago  and  fre- 
quent attacks  of  pleurisy.  The  only  notes  under 
examination  besides  negative,  are:  Pulse  rapid 

and  weak;  abdomen:  some  distention  and  slight 
tenderness.  Diagnosis — Typhoid. 

White  blood  picture,  perfectly  normal.  Widal, 
negative  to  typhoid  and  paratyphoid. 

The  temperatuer  ranged  between  99  and  103 
and  the  pulse  ranged  from  90  to  120  and 
respiration  25  to  35.  There  is  no  indication 
that  he  had  typhoid  stools  at  any  time  or  more 
than  one  stool  per  day.  Typhoid  tongue,  typhoid 


headache,  rose  spots,  enlarged  spleen,  diacrotic 
pulse,  leucopenia,  are  not  mentioned.  No  mention 
is  made  of  any  chest  findings  to  account  for  pleu- 
risy. Diagnosis  of  typhoid  is  unwarranted. 

Case  6868,  woman,  37,  American.  Entered  Nov. 
19th,  diagnosis:  left  ovarian  tumor;  probably 

omental  adhesions  to  old  operative  soar.  Condi- 
tion on  discharge:  well.  Operation — Left  oophorec- 
tomy and  release  of  omental  adhesions. 

History  shows  that  the  patient  has  been  running 
a temperature  from  11  a.  m.  to  5 p.  m.  daily,  two 
degrees  above  normal  for  18  months.  General 
weakness  and  pain  in  the  left  chest.  She  was  ad- 
vised to  come  to  Phoenix  for  tuberculosis.  She 
has  some  pain  in  abdomen  in  the  lower  part  with 
tenderness,  becoming  more  servere  at  menstrual 
periods.  History  of  typhoid  at  17  with  colitis  fol- 
lowing. She  had  influenza  in  1918,  but  with  no 
complications.  Appendectomy  in  1912.  Menstrua- 
tion irregular;  she  often  skipped  periods  of  sev- 
eral months.  No  pregnancies  in  14  years. 

Examination:  Diagnosis  as  previously  given. 

Chest  found  negative.  Abdomen:  shows  tender- 

ness over  the  right  lower  quadrant  and  the  left 
lower  quadrant  and  operative  soar.  Pelvic  exam- 
ination shows  small  tender  tumor  in  the  left 
adnexa  with  the  left  tube,  which  felt  tender 
There  is  a marked  leucopenia,  38  percent  leu- 
cocytes. 

Operation:  bilateral  salpingectomy,  left  oophor- 

ectomy, liberation  of  adhesions.  Findings:  Double 
salpingitis;  left  cystic  ovary. 

Pathologist’s  report  shows  tubes  negative,  micro- 
scopically ovaries  show  marked  sclerosis  with 
small  cystic  formation. 

History,  the  diagnosis  of  tuberculosis,  the  sur- 
geon’s findings  and  pathologists  report,  are  all  at 
variance  and  fail  to  show  cause  for  a tempera- 
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ture  two  degrees  above  normal  running  for  IS 
months.  Temperature  when  she  went  out  of  hos- 
pital wras  normal  and  sub-normal  since  the  fiftn 
post-operative  day.  Diagnostic  Committee  suggests 
that  an  x-ray  study  of  the  lungs  might  have  thrown 
light  upon  the  condition.  There  was  no  mention 
of  an  x-ray. 

Case  6877: — Diagnosis  of  blood  poison.  Patient 
had  a crushed  hand  several  days  before  entering 
the  hospital,  and  now  states  that  he  has  an  in- 
fection. Examination  shows  that  he  had  discharg- 
ing sinus  in  the  palmar  surface  of  the  right  hand 
at  base  of  little  finger,  white  count,  16,000.  Op- 
erated and  drained.  Discharged  eight  days  after 
entrance.  Highest  temperature  100.8  on  day  of 
admission  and  100.4  on  second  day.  Normal  and 
sub-normal  thereafter.  Diagnosis  of  palmar  aib- 
scess  would  have  been  proper  under  operative  find- 
ings noted. 

The  t rm  ' blood  poisoning”  as  currently  used, 
is  synonymous  with  septicemia  and  there  is  noth- 
ing in  the  history  to  indicate  this  condition. 

Case  6895:  Diagnosis — Toxemia.  In  the  progress 
record  there  are  several  notes  of  fetal  heart  tones 
and  this  is  the  only  place  that  one  finds  any  place 
that  this  is  mentioned  as  toxemia  of  pregnancy. 
Should  be  signed  out  as  toxemia  of  pregnancy. 

I>R.  GOODRICH  said  that  case  6868  was  a most 
interesting  case,  sent  here  for  pain  in  upper  left 
abdomen.  She  had  been  sent  here  with  diagnosis 
of  pulmonary  phthisis.  Dr.  Phillips  had  studied 
her  carefully  and  found  she  had  not  tuberculosis. 
The  preoperative  diagnosis  was  adhesions  at  side 
of  old  operation  scar  and  that  these  were  prob- 
ably attached  to  pelvic  organ  and  that  this  account- 
ed for  the  pain. 

Dr.  Bannister  said  in  reply,  that  the  diagnostic 
committee  had  no  criticism  of  the  treatment  of 
this  case,  but  the  committee  simply  wished  to 
bring  out  that  the  facts  stated  by  Dr.  Goodrich 
just  now  were  not  in  the  records  and  they  should 
have  been,  in  order  that  the  records  might  give 
a picture  of  what  was  done,  why  it  was  done,  and 
what  was  accomplished. 


Case  1.  Subacute  Multiple  Hypertrophic  Arthritis 

Reported  by  DR.  BANNISTER.  Married  woman, 
age  50,  developed  arthritis  two  years  ago.’  Teeth  all 
extracted  a year  ago.  On  Nov.  20th,  examination 
showed  flabby,  middle  aged  woman,  B.  P.  116/70, 
slightly  enlarged  heart,  with  systolic  murmur  at 
apex;  there  is  deforming  hypertrophic  arthritis  of 
fingers,  wrists,  elbows,  knees,  ankles  and  toes,  all 
these  joints  being  swollen  and  tender  to  pressure 
and  movement;  shoulder  joints  are  also  sore  and 
stiff. 

On  Nov.  24th,  after  eating  some  chicken,  sup- 
posedly spoiled,  at  a local  restaurant,  she  had  a 
severe  chill,  with  gastro-enteritis,  vomiting  and 
diarrhea.  Temperature  was  104  at  time  of  chill. 
She  was  removed  to  the  hospital  where  very,  very 
stubborn  diarrhea  and  nausea  slowly  responded  to 
treatment.  On  the  second  day  in  the  hospital,  she 
noticed  that  she  could  move  her  arms  and  legs 
with  greatly  decreased  pain  and  on  the  third  day 
she  was  suffering  practically  no  pain  in  any  of 
the  joints.  After  a week  in  the  hospital  she  could 
reach  the  back  of  her  head  with  her  hand  and 
before  going  home  she  wras  combing  her  hair, 
which  she  had  not  previously  done  for  two  years. 
Shq  left  the  hospital  on  Dec.  13th,  walking  with- 
out any  support. 

Dr.  Bannister  cited  this  case  as  a very  good  il- 
lustration of  the  beneficial  effects  of  severe  pro- 
tein shock  upon  chronic  arthritis.  Patient  has  not 
been  seen  since,  but  this  is  thought  to  be  because 
she  continues  in  good  health. 


Case  2.  Hemophilia  and  Endocarditis. 

(See  Comment  by  Diagnostic  Committee.) 

Presented  by  DR.  HICKS: — This  patient  began 
having  pain  in  legs  about  two  years  ago.  He  was 
treated  for  (rheumatism  for  18  months  and  failed 
to  get  relief.  On  Nov.  8th,  he  had  several  teeth 
extracted;  on  the  night  of  Nov.  10th,  ha  started 
to  bleed  freely  from  the  gums. 

At  2 a.  m.  the  patient  was  removed  to  the  hos- 
pital and  hemostatic  serum  administered  with  ad- 
renalin and  tannic  acid  to  gums.  Hemorrhage  was 
arrested  at  S a.  m.  Coagulation  time,  Nov.  11th, 
10  min.;  on  15th,  9 min  ; on  20th,  5%  min. 

Calcium  lactate  was  given  and  patient  imprcved 
rapidly.  About  the  20th  he  developed  an  acute 
endocarditis  from  which  he  died  Nov.  24,  1926. 
Physical  examination  of  this  patient  at  time  of 
entry  showed  large  tumor  extending  • from  liver 
down  to  the  umbilicus  which  was  probably  malig- 
nant. Patient  had  lost  30  lbs.  weight  in  last  six 
months.  Osier’s  classification  of  chorea,  Vincent's 
angina,  tonsillitis  and  arthritis  leaves  us  in  doubt 
as  to  the  source  of  infection  causing  the  terminal 
disease  endocarditis.  It  is  quite  possible  that  the 
malignant  growth  might  also  provide  a source  of 
infection. 

Case  3.  Traumatic  Shock  Followed  by  Cure 
of  Chronic  Multiple  Rheumatoid  Arthritis 

Presented  by  DR.  E.  P.  PALMER:-— Mrs.  E.  H. 
H.,  age  53,  entered  the  hospital  on  Nov.  13th, 
1926,  in  an  unconscious  condition,  the  result  of  an 
automobile  accident  on  November  9th. 

Physical  and  x-ray  examinations  showed  many 
contusions  over  the  body,  with  multiple  fractures: 
the  left  tibia  and  fibula;  left  femur;  right  tibia 
and  fibula;  left  side  of  skull.  There  was  complete 
right  hemiplegia  and  paralysis  of  left  side  of  the 
face.  All  the  joints  of  both  hands,  wrists,  elbows, 
with  joints  of  the  feet,  ankles  and  knees  were 
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swollen,  with  partial  ankylosis  of  some  of  the  fin- 
ger joints. 

History:  There  is  absence  of  the  left  breast, 

with  scars  of  previous  amputation.  The  tonsils 
have  been  removed,  also  the  teeth.  Sinuses  have 
been  opened  and  drained.  Nasal  septum  has  been 
operated  on;  otherwise  the  findings  are  negative. 
Patient  has  suffered  from  multiple  arthritis  since 
1907,  at  -which  time  she  had  an  abscess  in  the 
left  breast.  In  1911  swelling  began  in  toes  in 
left  foot  and  extended  to  right.  Was  confined  to 
these  joints  until  1915. 

The  fractures  of  the  lower  extremities  were  re- 
duced under  the  fluoroscope.  Molded  plaster  paris 
splints  were  applied  posteriorly  and  laterally  on 
both  lower  limbs.  Patient  was  given  liquid  nour- 
ishment and  sufficient  morphine  to  produce  rest 
at  night.  There  was  a slow  improvement  'in  the 
mental  condition,  until  Dec.  9th.  when  there  was 
a marked  improvement.  General  condition  con- 
tinued to  improve  and  at  that  time  she  was  tak- 
ing a light  diet.  On  the  11th,  she  became  irra- 
tional and  was  very  restless  for  24  hours.  The 
splints  were  removed  on  the  13th  and  the  limbs 
examined  and  found  to  be  in  good  condition. 
Large  amount  of  callus  found  at  the  point  of 
each  fracture.  Splints  were  re-applied  after  each 
joint  in  the  lower  extremity  had  been  given  pas- 
sive motion.  These  joints  were  all  found  to  be 
very  much  improved  with  very  little,  if  any, 
swelling,  redness,  heat  or  tenderness.  Some 
change  had  taken  place  in  the  other  affected 
joints.  All  had  returned  to  almost  normal  con- 
dition, except  those  joints  of  the  fingers,  which 
were  partially  ankylosed.  On  the  19th  the  patient’s 
mental  condition  again  showed  a marked  improve- 
ment so  that  she  was  practically  normal  and  has 
remained  in  this  condition  since.  She  can  use 


the  joints  of  the  hands  and  wrists  without  dis- 
comfort, and  with  the  exception  of  the  partial 
ankylosis  which  persists  in  some  of  the  fingers, 
the  formerly  deformed  hands  and  wrists  are  now 
apparently  normal.  This  patient  had  been  given 
every  form  of  treatment  known  to  medical  science 
in  an  attempt  to  relieve  the  arthritis,  as  her  hus- 
band is  a professor  in  a large  medical  school, 
and  she  has  been  under  the  care  of  the  best  medi- 
cal men  in  order  to  obtain  relief  from  her  arthritis. 
She  has  spent  her  winters  in  Arizona  during  the 
past  few  years,  with  nothing  more  than  temporary 
relief  obtained  until  she  received  this  severe  in- 
jury, which  has  resulted  in  a cure  of  her  trouble. 
It  is  not  because  of  a change  in  diet,  as  no  par- 
ticular attention  has  been  paid  to  the  neuritis 
phase  of  her  case  during  the  time  she  has  been 
receiving  treatment  for  the  fractures. 

Protein  shock  has  been  used  extensively  with 
fairly  satisfactory  results,  in  rheumatoid  arthritis 
No  case  similar  to  this,  in  which  traumatic  shock 
has  been  followed  by  cure  of  chronic,  multiple, 
rheumatoid  arthritis  has  been  found  in  reviewing 
the  literature. 

Case  4.  Ankylosing  Arthritis 

Reported  by  DR.  GEORGE  GOODRICH.  This 

boy’s  trouble  began  some  6 to  8 years  ago  with 
pain  and  swelling  of  the  knees.  This  occurred 
after  exposure  to  wet  and  cold — especially  when  the 
feet  wore  wet  and  cold.  He  was  examined  by  ex- 
cellent men  and  everything  apparently  indicated 
was  done.  Tn  1924  a number  of  other  joints  be 

came  involved.  In  that  year  he  developed  sup- 

purative knee  joints  and  they  were  operated  upon. 
Now'  the  upper  ends  of  the  tibia  are  displaced  up- 
wards and  backwards.  They  are  not  completely 
ankylosed.  A large,  number  of  joints  are  affected. 

He  is  21,  and  markedly  emaciated.  He  has  some 
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sort  of  a mental  deterioration.  The  blood  picture 
is  of  interest.  The  erythrocytes  were  around 
4.000,000;  the  hemoglobin  is  30  percent.  This  boy 
had  for  a time  considerable  diarrhea. 

The  review  of  recent  ' literature  on  chronic 
arthritis,  presented  by  Dr.  O.  H.  Drown,  is  found 
in  other  columns  of  this  issue. 

The  discussion  on  arthritis  by  DR.  E.  H.  BROWN 
will  be  found  under  the  Review  of  Current  Liter- 
ature, mentioned  above. 

Case  5. 

Presented  by  DR.  H.  T.  BAILEY:  Baby,  age 

two  years,  was  admitted  to  the  hospital  Nov.  15th. 
While  playing  on  the  bed  the  night  previous  he 
had  inhaled  a pin.  Had  severe  paroxysm  of  cough- 
ing. but  after  that,  was  quiet  until  the  next  day. 
when  he  had  another  paroxysm  of  coughing.  At 
this  time  he  was  taken  to  Dr.  Fetch's  office.  Af- 
ter getting  the  history,  the  doctor  suspected  that 
the  Child  had  a foreign  body  in  his  lung.  X-ray 
was  taken  of  the  ci'est.  which  showed  a pin.  head 
downward  on  the  right  side  of  chest,  mid-way  be- 
tween right  nipple  and  the  sternum.  Point  of  pin 
was  about  on  level  with  nipple.  Diagnosis  was 
made  of  pin  in  bronchial  tube,  of  middle  lobe,  on 
level  below  nipple. 

Physical  examination  showed  bronchial  rales  on 
rieht  side.  ' Left  side  clear.  Heart  normal,  al- 
though the  mother  states  that  the.  child  became 
cyanotic  at  times,  and  she  thought  that  this  con- 
dition was  due  to  heart  trouble. 

At  6:00  p.  m.  on  the  15th.  under  eth°r  anes- 
thesia. an  attempt  was  made  to  remove  the  Pin 
with  bronchoscope  tut  there  was  so  much  ten- 
acious mucus  that  it  was  impossible  to  get  the 
pin.  and  it  was  not  removed.  Child  was  kept  in 

b°d  in  the  hospital  until  the  19th.  when,  under 

ether  anesthesia,  the  bronchoscope  was  inserted 
low  down  in  the  middle  lobe  of  right  lung,  pin 
seized  with  forceps  and  removed. 

Child  made  an  uneventful  recovery. 

Dr.  Greer  said  that  some  tim^  aeo  a boy  belong- 
ing to  the  Armory  Band  had  swallowed  a pin  and 
expectant  treatment  was  followed.  No  serious  re- 
sults developed.  Later  he  was  blowing  on  a horn 
and  coughed  and  up  came  the  pin. 

Dr.  Felch  reported  the  case  of  a man  that  had  a 

tack  in  his  bronchus  for  17  years,  at  end  of  which 

time  be  coughed  it  up. 

Dr.  Stroud  reported  another  case  of  a bov  that 
carried  a nail  in  a bronchus  for  some  time  and 
eventually  coughed  it  up. 

Dr.  Bailey  said  that  often  with  a foreign  body 
in  the  lung  congestion  takes  place  in  the  bronchus 
and  later  pneumonia  is  apt  to  follow. 

Dr.  Watkins  said  that  the  Records  Committee 
had  chosen  this  case  to  be  reported  upon  tonight 
because  of  its  unusual  interest  and  the  masterly 
way  in  which  it  was  handled.  The  most  difficult 
cases  of  this  type  that  are  brought  to  the  roentgen- 
ologists are  non-opaque  bodies.  The  results  are 
just  as  Dr.  Bailey  related.  In  the  non-opaque 
bodies  when  large  enough,  a bronchus  is  plugged 
and  atelectasis  of  the  lungs  results  and  on  this 


SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections 
enable  us  to  give  superior  service.  Aznoe’s  Na- 
tional Physicians'  Exchange,  30  North  Michigan, 
Chicago.  Established  1896.  Member  The  Chicago 
Association  of  Commerce. 


a diagnosis  is  made.  Later  the  induration  fol- 
lows. 

Dr.  O.  H.  Brown  said  that  back  in  Missouri  not 
far  from  St.  Louis  a dentist  lost  his  burr  in  a pa- 
tient’s mouth  and  the  patient  inhaled  it  into  a 
bronchus.  And  an  old  backwoods  country  doctor 
commenting  upon  the  case  said  that  if  he  had 
been  in  charge  of  this  case  he  would  have  sus- 
pended him  by  his  toes  and  had  him  cough. 

Dr.  Tuthill  was  not  able  to  be  present  on  ac- 
count of  a wedding  iin  his  family  and  his  case 
was  not  presented. 

The  meeting  adjourned  at  9:30. 

ORVILLE  HARRY  BROWN. 

Secretary. 


DR.  W.  H.  LOUNT,  formerly  of  St.  Louis,  Mo., 
has  opened  offices  in  the  Heard  Building,  Phoenix, 
where  he  wil  practice  the  specialty  of  Nose,  Throat 
and  Ear. 


DR.  W.  H.  LIVINGSTON,  of  Espanola,  N.  M., 
has  moved  to  Santa  Fe,  where  he  will  be  located 
in  the  future. 


DR.  HARRY  R.  CARSON,  of  Phoenix,  Ariz.,  has 
been  confined  to  home  for  several  weeks  by  ill- 
ness. He  has  been  much  missed  by  the  surgeons 
who  have  learned  to  depend  upon  him  for  anes- 
thesia assistance. 


SAVE  MONEY  ON 
YOUR  X-RAY  SUPPLIES 


Get  Our  Price  List  and  Discounts 
Before  You  Purchase 

WE  MAY  SAVE  YOU  FROM  10%  TO  25% 
ON  X-RAY  LABORATORY  COST 

Among  the  Many  Articles  Sold  Are 
X-RAY  FILM,  Duplitized  or  Dental,  Eastman,  Superspeed 
or  Agfa  Film.  Heavy  discounts  on  standard  package 
lots.  X-Ograph,  Eastman,  Justrite  and  Rubber  Rim 
Dental  Film,  fast  or  slow  emulsion. 


radiographs  on  heavy  parts,  such  as  kidney,  spine,  gall- 
bladder or  heads. 


Curved  Top  Style — up  to  17x17  size  cassettes $250.00 

Flat  Too  Style — holds  up  to  11x14  cassettes 175.00 

BARIUM  SULPHATE.  For  stomach  work.  Fine  t grade. 
Low  price.  Special  price  on  100-pound  lots. 

DEVELOPING  TANKS,  4,  5 or  6 compartment  stone, 

will  end  your  dark  room  troubles.  Ship  from  Chicago. 
Brooklyn.  Boston  or  Virginia.  Many  sizes  of  enameled 

DENTAL  FILM  MOUNTS.  Black  or  gray  cardboard  with 
celluloid  window  or  all  celluloid  type,  one  to  fourteen 
film  opening  . Special  list  and  samples  on  request- 
Either  stock  styles  or  imprinted  with  name,  address, 
etc. 

INTENSIFYING  SCREENS— Patterson,  T.  E.,  or  Buck  X- 
Ograph  Screens  for  fast  exposure  alone  or  mounted  in 
Cassettes.  * Liberal  discount  . All-metal  cassettes. 
Several  makes. 


If  you  have  a ma- 
chine have  us  put 
your  name  on  our 
mailing  list. 


GEO.  W.  BRADY  & CO. 

790  So.  Western  Ave.,  CHICAGO 
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FOREIGN  CLINIC  TOUR  FOR  1927 

In  May.  a group  of  physicians  with  members  of 
their  families  from  the  United  States  and  Canada, 
under  the  direction  of  the  Inter-State  Post  Gradu- 
ate Medical  Association  of  North  America,  will 
sail  from  New  York  to  visit  the  following  leading 
medical  centers  of  the  Old  World: 

London.  Edinburgh,  Oslo,  Stockholm,  Gpsala, 
Lund,  Copenhagen,  Hamburg,  Leipzig,  Munich, 
Strasbourg,  Heidelberg,  Frankfort  and  Paris. 

This  will  be  the  third  year  that  foreign  assem- 
blies have  been  conducted  undeir  the  auspices  of 
this  organization.  Those  of  1925  and  1926  were 
exceedingly  successful  and  of  great  benefit  to  the 
physicians  who  took  advantage  of  them.  No  doubt 
the  1927  assemblies  will  meet  with  equal  success. 

In  including  Norwray,  Sweden  and  Denmark  in 
the  itinerary,  the  Association  is  offering  the  pro- 
fession an  exceptional  opportunity  to  visit  and 
study  in  some  of  the  finest  clinics  in  the  world. 

The  group  of  physicians  will  be  limited  to  a 
number  that  can  be  comfortably  accommodated  in 
the  clinics  which  will  cover  the  entire  field  of 
medical  science. 

The  price  of  the  trip  will  be  kept  as  low  as  pos- 
sible and  yet  furnish  first-class  accommodations. 
It  will  be  between  §1000.00  and  SHOO. 00.  All  physi- 
cians who  are  in  good  standing  in  their  State  or 
Provincial  Society  may  register.  Further  informa- 
tion may  be  obtained  from  the  Managing-Director. 
Dr.  William  B.  Peck.  Fresport,  Illinois,  or  the 
Travel  Department  of  the  American  Express  Com- 
pany, 65  Broadway,  New  York,  N.  Y..  who  have 
charge  of  the  transportation. 


THE  RADIOLOGICAL  REVIEW 

Beginning  with  the  January,  1927  issue  THE 
RADIOLOGICAL  REVIEW  will  be  published 
monthly  instead  of  bi-monthly  and  it  will  increase 
its  number  of  pages  from  32  to  64. 

This  is  the  only  journal  devoted  to  the  progress 
of  X-ray  and  Radium  from  the  standpoint  of  the 
general  practitioner  and  the  specialist  in  branch- 
es other  than  Radiology. 

Published  by  Radiological  Review  Publishing  Co., 
P.  O.  Box  152,  Quincy,  Illinois. 


FOR  SALE— OPTHALMOLOGICAL  EQUIPMENT 
Office  of  Dr.  M.  L.  Downs,  deceased.  One  C-1 
Opthalmometer,  in  perfect  condition,  with  adjust- 
able table,  chair  and  stool;  trial  case  and  traveling 
trial  case,  both  fully  equipped;  magnet  for  remov- 
ing steel  bodies  from  the  eye;  several  cases  of  in- 
struments for  eye  and  ear  surgery;  library  of  54 
volumes.  For  further  information  write  or  make 
an  offer. 

MRS.  MYRTLE  REESE  DOWNS, 

1224  10th  St.,  Douglas,  Ariz. 


OFFICE  FORMS 

for  the  PHYSICIAN 


Professional  Statements 
Prescription  Blanks 

Ledger  Sheets 

We  Know  Your  Needs 


Embossed  Professional  Stationery 
lends  dignity  to  your  correspondence 


A.  C.  TAYLOR  PRINTING 
COMPANY 

publishers  of 

SOUTHWESTERN  MEDICINE 
12 1 E.  Jefferson  St.  Phoenix,  Arizona 


A DESIRABLE  HOME 

FOR  TREATMENT  OF  NERVOUS  AND 
MENTAL  DISEASES 

Located  on  a beautiful  tract  of  25  acres.  Build- 
ings are  commodious  and  attractive.  Rooms  with 
private  bath  are  available. 

Treatment  embraces  all  accepted  therapeutic 
agents. 

Recreation  and  entertainment  amply  provided. 
Golf,  tennis,  croquet,  etc.,  are  for  the  use  of  the 
patients. 

Sanitarium  easily  reached  by  rail,  cab,  or  bus. 
Address : 

G.  WILSE  ROBINSON  SANITARIUM 
Kansas  City,  Mo. 

G.  Wilse  Robinson.  M.  D.,  Medical  Director. 
Kim  D.  Curtis,  M.  D.,  Supt.  and  Internist. 
Office:  Suite  814-817  Medical  Arts  Bldg., 

34th  & Broadway,  Kansas  City 
Sanitarium : 8100  Independence  Road,  Kansas  City. 
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SOUTHWESTERN  MEDICINE 


ARE  ALL  PITUITARY 
EXTRACTS  ALIKE? 

The  U.  S.  Pharmacopeia  and  the  Geneva  Conference  of  the  League 
of  Nations  have  respectively  set  American  and  International 
standards  for  the  activity  of  pituitary  extracts.  Heretofore  each 
manufacturer  adopted  standards  of  his  own,  with  the  result  that 
some  extracts  were  dangerously  strong  and  others  extremely  weak 
and  inadequate  for  their  purpose. 

It  is  naturally  a source  of  much  gratification  to  us  to  be  able  to 
point  out  that  both  the  U.  S.  P.  and  the  International  standards 
are  the  exact  equivalent  of  the  standard  that  we  have  maintained 
for  many  years  for  our  obstetrical  Pituitrin. 

While  this  official  intervention  will  end  the  intolerable  lack  of 
uniformity  in  the  potency  of  pituitary  extracts,  it  does  not  by  any 
means  affect  the  wide  discrepancies  that  have  existed,  and  still  do 
exist,  in  the  matter  of  the  purity  of  those  extracts. 

From  the  standpoint  of  purity,  Pituitrin,  the  Parke,  Davis  & Co. 
product,  the  pioneer  in  the  field,  is  still  far  in  the  lead.  It  contains 
less  total  solids  and  less  protein  matter  than  any  other  pituitary  extract 
we  have  been  able  to  procure  in  the  open  market  and  subject  to  examination 
in  our  laboratories . 

There  is  a practical  significance  in  this  unequaled  purity  of 
Pituitrin  that  is  bound  to  appeal  to  the  discriminating  physician: 

It  has  such  keeping  qualities  that  dating  of  the  package  is  not  necessary. 

Its  stability  is  such  that  long  continued  boiling  will  not  destroy  its  activity. 
Injection  is  practically  painless  because,  on  account  of  its  purity,  it  does  not 
require  an  excessive  quantity  of  acid  for  its  preservation. 

It  is  free  from  soluble  impurities  of  the  histamine  type. 

The  risk  of  anaphylactic  reaction  is  extremely  remote. 

In  color  it  is  practically  "water  white." 

Parke,  Davis  & Company 

DETROIT,  MICHIGAN 


PITUITRIN  IS  INCLUDED  IN  N.  N.  R.  BY  THE  COUNCIL  ON  PHARMACY  AND  CHEMISTRY  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION 


The  Arlington  Chemical  Company 

Yonkers,  New  York 


SCARLET  FEVER 

c. 

Treatment  and  Prophylaxis 


For  a detailed  account  of  the 
preparation  of  these  products, 
see  Lederle’s  advertisement  on 
inside  front  cover. 


For  Fresh  Supply  of  These  Products 

and 

For  Reliable  Laboratory  Work 


See 


Pathological  Laboratory 

Suite  320  Goodrich  Bldg. 

Phoenix,  Arizona 


Arizona  State  Medical  Association  at  Y uma,  April  21,  22  and  23, 1927 
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GASTRON 

A complete  gastric  gland  extract 

A clinical  resource  against  disorders  of  gas- 
tric function,  acute  and  under  strain  and 
stress  of  exhausting  disease.  Gastron  con- 
tains the  enzymes,  co-ferments,  associated 
organic  and  inorganic  constituents  of  the  en- 
tire gastric  mucosa;  is  of  standardized  pro- 
teolytic energy;  grateful,  agreeable  to  the 
stomach.  Prescribed  simply  by  the  name 
GASTRON. 

Fairchild  Bros.  S Foster 

New  York 


Texas  State  Medical  Association  at  El  Paso,  April  25  to  28,  1927 


New  Mexico  Medical  Society,  at  Carlsbad,  May  9,  10  and  11,  1927 


Scarlet  Fever 
Streptococcus  Antitoxin 
^Fde'rle. 

Prepared,  under  U.  S.  Government  License  No.  17 


During  immunization  the  potency  of  the  serum  of  in- 
dividual horses  is  determined  by  the  KIRKBRIDE 
method  of  skin  tests  on  white  goats,  permitting  a larger 
number  of  potency  tests.  Only  those  horses  which  yield 
a highly  potent  antitoxic  serum  are  bled  for  the  produc- 
tion of  Antitoxin. 

After  the  serum  is  refined  and  concentrated  the  potency 
is  again  determined  by  the  KIRKBRIDE  method.  Con- 
firmation tests  are  made  in  accordance  with  the  reg- 
ulations of  the  Hygienic  Laboratory  in  Washington. 

SCARLET  FEVER  STREPTOCOCCUS  ANTITOXIN 
(Lederle)  neutralizes  scarlet  fever  toxin  and  also  pos- 
sesses antibacterial  immune  substances,  which  some 
authorities  believe  of  value  in  checking  septic  processes. 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  provides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 


Radium  Therapy — An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 

Deep  X-ray  Therapy — Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalization. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


We  desire  to  confer  and  cooperate  with  the  medical  pro- 
fession, and  welcome  inquiries  pertaining  to  this  work 


Rex  Duncan,  M.  D. 


E.  D.  Ward,  M.  D. 
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Specialists  in  the  Southwest 

EL  PASO,  TEXAS  DR.  L.  A.  NEIL 


E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 


Practice  limited  to 

Periodontia  ( Pyorrhea)  and 
Oral  Diagnosis 

First  Nat'l  Bank  Bldg.  El  Paso,  Texas 


FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


K.  D.  LYNCH,  M.  D. 

Genito  urinary  Surgery 

A1A  Mills  Bldg.  El  Paso 


W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal 
G.  WERLEY,  M.  D.  Diseases 

Diseases  of  the  Heart  921  First  National  Bank  Bldg.  El  Paso 

A01-2  Roberts- Banner  Bldg.  El  Paso  — 


W.  L.  BROWN.  M.  D.  C.  P.  BROWN.  M.  D. 


F.  P.  MILLER,  M.  D. 


BROWN  AND  BROWN 


General  Medicine  and  Surgery  Suite  AOA  Roberts-Banner  Bldg.  El  Paso 

1200  First  Nat’l  Bank  Bldg.  El  Paso  


PAUL  ELY  M’CHESNEY,  M.  D. 

Neurology  and  Psychiatry 


H.  P.  DEADY,  M.  D. 

Special  Attention  to 

Surgery  and  Gynecology 

First  National  Bank  Bldg.  El  Paso 


52A  Mills  Bldg. 


El  Paso 


JOHN  W.  CATHCART,  M.  D. 

and 

C.  H.  MASON,  M.  D. 

Practice  Limited  to 

X-Ray  and  Radium 

Sll  Roberts-Banner  Bldg.  El  Paso 


J.  A.  RAWLINGS.  M.  D. 

and 

HARRY  LEIGH,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

AOA  Roberts-Banner  Bldg.  El  Paso 


L.  G.  WITHERSPOON,  M.  D. 

Plastic  Surgery 

31 A Roberts  Banner  Bldg.  El  Paso 


JAMES  VANCE,  M.  D. 

Practice  Limited  to 

Surgery 

3 IS- A Mills  Bldg.  El  Paso 

HOURS:  11  To  12:30 


Ill 


LESLIE  M.  SMITH,  M.  D. 

EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 

Practice  Limited  to 

Dermatology  and  Syphilology 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

1029  First  National  Bank  Bldg.  El  Paso 

61  If  Goodrich  Bldg.  Phoenix 

PHOENIX,  ARIZONA 

ORVILLE  H.  BROWN.  M.  D. 

Internal  Medicine 

CHAS.  S.  VIVIAN,  M.  D. 

Special  Attention  to  Asthma 

503  Goodrich  Bldg.  Phoenix 

UROLOGY 

306  Goodrich  Bldg.  Phoenix  ' 

1.  L.  GARRISON,  M.  D. 

Diseases  of  Women 

FRED  G.  HOLMES.  M.  D. 

Intravenous  Chemotherapy 

VICTOR  RANDOLPH.  M.  D 

Practice  Limited  to 

Diseases  of  the  Chest 
U07  Goodrich  Bldg.  Phoenix 

205-6-7  Goodrich  Bldg.  Phoenix 

TUCSON,  ARIZONA 
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THE  EL  PASO 
PASTEUR  INSTITUTE 

12th  Floor  First  National  Bank  Bldg. 
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An  institution  for  the  preventive  treatment 
of  rabies.  Conducted  upon  strictly  ethical 
principles  and  the  technique  as  outlined  by 
Pasteur  rigidly  adhered  to 

Established  in  1908 
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HUGH  S.  WHITE.  M.  D. 
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ALBUQUERQUE  SANATORIUM 


Located  in  ihe  heart  of  the  great  Southwest — the  Land  of  Sunshine.  Average 
annual  rainfall  less  than  7 inches.  Altitude  moderate.  On  the  main  line  of  the 
Santa  Fe. 

The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern,  fire-proo'  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available 

W.  A.  GEKLER,  M.  D.,  Medical  Director' 
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Trademark  rj  pr,  -p  -»  rr  Trademark 

Registered  © _L  vT  XV  1VA  Registered 

Binder  and  Abdominal 
Supporter 

(Patented) 


Trade 

Mark 

Reg. 


T rade 
Mark 
Reg. 


For  Men,  Women  and 
Children 


For  Ptosis.  Hernia.  Obesity,  Pregnancy,  Re- 
laxed Sacroiliac  Articulations,  High  and  Low 
Operations.  Floating  Kidneys,  Etc. 

Ask  for  36-page  Illustrated  Folder 


Mail  orders  filled  at  Philadelrhia  only — within  24  hours 


Katherine  L.  Storm,  M.  D. 

Orioinator,  Patentee,  Owner  and  Maker 
1701  Diamond  Street  PHILADELPHIA 


Providence 

Hospital 

A General  Hospital 

□ □ n 

Young-  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


VI 
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LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 
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ANNOUNCEMENT 
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NONSPI  is  an  antiseptic  liquid  for  Axillary 
Hyperidrosis  which  you  can  recommend 
to  your  patients  with  absolute  confidence.  It 
is  a preparation  which  destroys  armpit  odor 
by  removing  the  cause — excessive  perspiration. 
This  same  perspiration,  excreted  elsewhere 
through  the  skin  pores,  gives  no  offense,  be- 
cause of  better  evaporation. 

NONSPI  has  for  years  been  used  by  innumerable  women 
everywhere  and  is  endorsed  by  high  medical  authority 
in  America  and  Europe. 

Physicians,  surgeons  and  nurses  find  the  regular  use  of 
NONSPI  insures  immaculate  underarm  hygiene  and  per- 
sonal comfort,  so  essential  to  those  who  come  in  contact 
with  the  ill  and  sensitive. 

To  keep  the  armpits  normally  dry  and  absolutely  odor- 
less, NONSPI  need  be  applied,  in  the  average  case,  but 
twice  a week. 

50c  a Bottle,  at  Toilet  and  Drug  Counters. 

Send  for  Free  Testing  Samples 
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THK  NONSPI  COMPANY 
2656  Walnut  Street,  Kansas  City,  Missouri 
Send  free  NONSPI  samples  to 
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SPECIAL  ATTENTION  UROLOGISTS 

We  are  now  carrying-  a very  complete  stock  of  the 
products  of  the  Eynard  Factory  in  Paris,  consisting-  of 
catheters  and  bougies,  both  urethral  and  ureteral  in  a 
variety  of  sizes  and  styles. 

Telephone  orders  given  prompt  attention.  We  will 
be  glad  to  take  care  of  your  patient’s  needs  for  this 
class  of  goods. 

KENiSTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Everything  for  the  hospital  and  doctor. 
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Mellin’s  F ood — A Milk  Modifier 

Constipation 

It  is  common  observance  among  physicians  who  use  Mellin’s  Food  as  a.modifier  of  milk 
for  infant  feeding  that  their  baby  patients  are  seldom  troubled  with  constipation,  and  if  this 
annoying  symptom  does  occasionally  appear  it  is  easily  corrected  by  increasing  the  amount 
of  Mellin’s  Food  in  the  daily  mixture  or  by  some  other  slight  readjustment  of  the  formula. 

Some  fault  in  the  arrangement  of  the  food  formula  is  practically  always  the  cause  of  con- 
stipation, so  it  seems  logical  to  overcome  the  difficulty  by  rearranging  the  food  elements  to  a 
more  perfect  balance  rather  than  to  employ  medical  means,  which  at  best  afford  temporary 
relief  only. 

In  a pamphlet  entitled,  "Constipation  in  Infancy”,  the  common  causes  of  constipation 
are  set  forth  for  the  physician’s  consideration,  also  practical  suggestions  for  their  correction. 
All  of  the  matter  presented  is  based  upon  observation  extending  over  a long  period  and  will 
prove  of  good  service  to  every  physician  interested  in  the  subject. 

A copy  of  the  pamphlet  will  be  sent  promptly  upon  request.  Samples  of  Mellin’s  Food 
also  if  desired. 


Mellin’s  Food  Co.,  17s7j^ite  Boston,  Mass, 
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Erysipelas  Antitoxin 

For  the  Treatment  of  Streptococcus  Erysipelas 

TO  E.  R.  SQUIBB  & SONS  was  issued  on  May 
20th,  1926,  the  first  license  ever  granted  by  the 
U.  S.  Public  Health  Service  for  the  interstate  sale  of 
Erysipelas  Streptococcus  Antitoxin. 

Erysipelas  Antitoxin  Squibb  is  prepared  under  license 
from  the  School  of  Medicine  and  Dentistry  of  the  Uni- 
versity of  Rochester,  New  York,  and  is  made  according 
to  the  principles  developed  by  Dr.  Konrad  E.  Birkhaug 
of  that  University,  and  reported  in  the  "Journal  of  the 
American  Medical  Association  for  May  8,  1926,  page  1 4 1 1 . 

In  addition  to  the  tests  made  in  the  Squibb  Biological 
Laboratories,  samples  of  each  lot  of  Erysipelas  Antitoxin 
Squibb  are  submitted  to  the  School  of  Medicine  and 
Dentistry  of  the  University  of  Rochester  for  approval 
before  distribution. 

Erysipelas  Antitoxin  Squibb  is  supplied  in  concentrated 
form  only.  It  is  dispensed  only  in  syringes  containing 
one  average  “ Therapeutic  Dose.” 

IT  Write  to  our  Professional  Service  Department  'll 
L for  Further  Information  JJ 

ER^Squibb  & Sons.  New  York 
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given  under 
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A Private  Sanatarium 
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visor of  the  nurses  plans 
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tients), assuring  the  per- 
sonal attention  required. 
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Chas.  F.  Menninger,  M.  D. 

Karl  A.  Menninger,  M.  D. 

Wm.  C.  Menninger,  M.  D. 
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THE  PROBLEM  OF  CORONARY  SCLEROSIS 

G.  Werley,  M.  D. 

EL  PASO,  TEXAS 


Coronary  sclerosis  differs  in  no  way  from 
arteriosclerosis  of  the  aorta  so  far  as  path- 
ology is  concerned.  But  its  consequences 
are  vastly  different.  The  coronaries  sup- 
ply the  most  vital  organ  in  the  bodv.  An 
atheromatous  projecrion  of  no  significance 
into  the  aorta  might  readily  occlude  the 
smaller  coronary  vessel  almost  entirely. 
The  situation  of  the  coronaries  makes  them 
particularly  vulnerable.  Coming  off  at  the 
headgate  of  the  arterial  system  they  are 
subject  to  the  same  stress  and  strain  as 
the  aorta  itself,  to  the  thrust  of  systole 
and  the  recoil  of  semilunar  closure.  The 
main  branches  of  the  coronaries  lie  on  the 
surface  of  the  heart  unsupported  by  sur- 
rounding structures,  except  the  pericar- 
dium. These  facts  enable  us  to  understand 
why  the  coronaries  are  sclerosed  twice  as 
often  as  are  the  arteries  of  the  brain,  and 
three  times  as  often  as  those  of  the  kid- 
neys. 

The  consequences  of  coronary  sclerosis 
are  different  than  in  other  arteries,  due  to 
certain  peculiarities.  The  blood  flow  in  the 
larger  of  these  vessels  is  intermittent1. 
There  is  stasis  in  systole  and  rapid  flow 
in  diastole.  The  nutrient  arteries  of  the 
heart  penetrate  the  muscle,  generally,  at 
right  angles  to  the  surface.  They  are  thus 
clamped  by  the  taut  muscle  in  contraction, 
and  the  blood  behind  comes  to  a standstill. 
In  diastole  they  suddenly  open  up  and  the 
blood  goes  forward  under  high  pressure. 
This  intermittent  flow  in  the  coronary 
arteries  has  been  demonstrated  in  the  heart 

It  has  always  been  a puzzle  as  to  why 
sclerosed  coronaries  should  be  so  much  more 
subject  to  thrombosis  than  are  other  ar- 
teries of  similar  size.  I believe  that  in  this 
intermittent  flow  we  have  a part  of  the  ex- 
planation. With  projecting  banks  of  athe- 


roma and  shelving  ledges  of  calcified  de- 
posit, favorable  to  the  formation  of  whorls 
and  eddies,  increased  by  alternating  flow 
and  stasis,  we  have  ideal  conditions  for 
thrombus  formation.  When  the  coronaries 
are  once  stiffened  by  sclerosis  we  may  also 
well  believe  that  alternate  contraction  of 
the  heart  muscle  during  systole,  and 
stretching  during  diastole,  may  produce  the 
vessel  trauma  that  is  said  to  be  necessary 
for  thrombus  formation.  In  addition,  the 
heart  affected  by  infarct  is  almost  always 
hypertrophied  and  dilated.  This  theory  of 
trauma  may  find  some  support  in  the  great 
fi’equency  of  thrombosis  of  the  anterior  de- 
scending branch  of  the  left  coronary  which, 
in  its  long  course,  winds  around  the  apex 
and  is  thus  especially  liable  to  stretching. 

The  blood  flow  in  the  coronary  veins  is 
continuous  and  rapid  both  in  systole  and  di- 
astole, and  thrombosis  in  them  is  very  rare. 
Dr.  Waite  has  found  one  case  in  our  post- 
mortems. From  the  foregoing  it  will  be 
seen  that  in  the  coronary  circulation  we 
have  a very  vulnerable  part  of  the  human 
machine.  However,  it  repairs  itself  and 
keeps  going  in  a most  marvelous  manner. 

The  exact  cause  of  atherosclerosis  re- 
mains unknown.  But  we  are  acquainted 
with  some  interesting  facts.  We  know  the 
composition  of  the  atheromatous  masses. 
We  know  that  the  process  is  not  inflam- 
matory, but  one  of  a mechanical,  chemical 
and  metabolic  nature.  Just  what  initiates 
the  process,  we  do  not  know.  That  the 
contents  of  these  masses  come  from  the 
blood  stream,  and  that  cholesterol  is  the 
transporting  agent,  seems  to  be  estab- 
lished'. In  the*  form  of  cholesterol  esters 
the  fatty  acids  are  deposited  in  these  le- 
sions. They  break  down,  setting  free  pure 
crystallized  cholesterol  and  soaps.  The  al- 
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kali  of  the  soaps  is  later  replaced  by  cal- 
cium and  further  by  substitution  of  phos- 
phoric acid ; true  bony  deposit  may  occur. 

Atheromatous  changes  are  most  common 
at  points  of  stress  and  strain.  Hence  they 
occur  about  the  conorany  openings  and  also 
about  the  openings  of  the  nutrient  vessels 
of  the  heart  muscle  as  they  are  given  off 
from  the  coronary  trunks.  If  one  compares 
two  opened  coronaries,  one  healthy  and  the 
other  atheromatous,  he  will  be  struck  with 
the  numerous  vessel  apertures  in  the 
healthy,  as  compared  with  the  diseased  ves- 
sel. The  plugging  of  these  small  vessels 
by  atheromata  accounts  for  small  patches 
of  cariac  fibrosis  and  infarcts  too  small  to 
cause  clinical  symptoms. 

It  is  said  that  in  the  early  stages  the 
atheromatous  deposits  may  be  absorbed 
and  the  vessel  left  but  little  changed.  The 
atheromatous  patches  found  on  the  valves 
in  infancy  are  not  seen  in  older  children2. 
It  was  noted  by  German  pathologists  dur- 
ing the  later  years  of  the  war,  when  fats 
were  scarce,  that  atheromatous  patches  on 
the  aorta  were  less  common  than  in  times 
of  peace. 

It  has  been  demonstrated  that  the  arti- 
ficial atheromatosis  of  rabbits  quickly  dis- 
appears when  they  are  again  put  on  normal 
diet.  These  facts  inspire  the  thought  that 
perhaps  even  in  advanced  age  some  of  the 
less  sclerotic  changes  of  atheromatosis  may 
be  amenable  to  treatment. 

Arteriosclerosis  has  been  produced  in 
rabbits,  guinea  pigs  and  cats  by  diet,  bac- 
terial infection,  drugs,  and  mechanical 
means.  Diet  has  been  the  most  successful. 
With  the  important  work  at  the  Santa  Bar- 
bara clinic  most  of  us  are  familiar3.  It 
seems  demonstrated  that  acid-producing 
foods  are  a factor  in  causing  artificial 
arteriosclerosis  in  rabbits,  at  least,  and  clin- 
ical experience  with  Sansum’s  basic  alka- 
line diet  is  certainly  encouraging.  Wheth- 
er, as  Newburgh,  Sansum  and  Nuzum  main- 
tain, excessive  cholesterol  in  the  diet  is  not 
the  main  factor  in  atherosclerosis,  as  has 
been  so  positively  asserted  by  certain  Ger- 
mans, is  difficult  to  prove.  Cholesterol5  is 
apparently  a normal  constituent  of  the 
blood  and  its  sources  in  nature  are  so 
numerous  that  it  would  be  very  difficult  to 
exclude  it  by  diet.  Its  antecedent  is  com- 
mon in  plants  in  the  form  of  phytosterol, 
and  cholesterol  is  common  *in  many  animal 
tissues. 

Japanese  experimenters  have  emphasized 
the  importance  of  metabolism.  Murata  and 
Katoaka0  found  that  feeding  with  lanolin 


produced  more  frequent  and  more  marked 
atheroma  in  castrated  animals  than  in  nor- 
mal controls.  By  raising  metabolism  in 
castrated  animals  with  thyroid,  the  lanolin 
feeding  resulted  in  little  or  no  arterioscler- 
osis. Lowered  metabolism  as  a factor  in 
arteriosclerosis  is  interesting  in  connection 
with  the  opinion  that  lack  of  exercise  plays 
a part  in  the  human  type.  The  addition  of 
simple  fats  to  cholesterol  cause  much  more 
rapid  and  marked  sclerosis  than  when  chol- 
esterol is  used  alone7. 

One  fact  stands  out  clearly  in  all  these 
animal  experiments,  and  this  is  that  ather- 
osclerosis in  aimals  may  be  produced  by 
food, — by  diet,  and  diet  alone.  The  rabbit 
can  hardly  lay  it  on  his  grandfather,  or 
civilization,  or  business  worries,  or  other 
common  alibi. 

Now  let  us  turn  to  clinical  coronary 
sclerosis.  In  twenty-one  cases  verified  at 
postmortem  by  the  El  Paso  Clinical  and 
Pathological  Society,  the  average  age  was 
fifty-four  years.  None  were  under  fifty 
years.  The  cases  of  cononary  occlusion 
under  fifty  were  all  syphilitic.  Syphilis  is 
a common  cause  of  coronary  disease,  but 
is  not  considered  in  this  paper.  Our  cases 
were  all  males  except  one.  Of  Heberdeen’s 
100  cases  of  angina  only  three  were  fe- 
males" In  eighty-four  cases  of  coronary 
sclerosis  found  postmortem  at  the  Mayo 
Clinic",  twenty-two  per  cent  were  females. 
Twenty-nine  per  cent  of  their  cases  were 
obese.  All  of  our  postmortem  cases  were  of 
the  robust,  vigorous  type,  and  many  were 
decidedly  fat.  In  fifty  of  my  own  cases  of 
angina  pectoris  and  cardiac  infarct  there 
were  ten  females.  As  to  weight,  nine  were 
over  200  pounds,  one  weighed  265  pounds, 
one  250  pounds,  three  over  220  pounds. 
Seven  weighed  180  to  200  pounds  and  six 
weighed  170  to  180  pounds.  Thirty-two  per 
cent  were  distinctly  obese.  Only  eight 
weighed  under  150  pounds. 

In  twenty-two  cases  the  blood  pressure 
was  150  or  above,  in  many  very  high.  In 
three  it  was  below  110,  all  cases  of  cardiac 
infarct.  My  notes  on  past  infections  are 
not  complete.  None,  however,  had  had  an 
abdominal  operation.  This  was  also  true 
of  our  postmortem  cases,  I believe.  A his- 
tory of  acute  inflammatory  rheumatism 
was  conspicuous  by  its  infrequency,  occur- 
ring in  only  two  cases.  I am  doubtful  as  to 
the  influence  of  focal  infections.  Certainly 
such  foci  are  often  not  to  be  found.  Nearly 
every  case  reported  his  previous  health  as 
exceptionally  good.  None  were  of  the  fee- 
ble, complaining,  neurasthenic  type.  An- 
gina pectoris  is  almost  unknown  among 
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those  sufefring  with  pulmonary  tuberculo- 
sis. We  have  found  no  case  of  marked 
coronary  sclerosis  dn  any  case  of  tubercu- 
losis at  postmortem. 

In  reviewing  the  literature  and  my  own 
experience,  three  facts  appear  prominent  as 
to  cause:  (1)  advanced  age;  <2)  marked 
male  predominance;  (3)  the  vigorous  over- 
nourished  type.  Apparently,  feeding  ex- 
periments are  quite  as  successful  in  hu- 
mans as  in  animals.  As  to  heredity  I have 
no  complete  data.  In  high  pressure  cases 
it  seems  to  be  a factor.  There  is  great  dan- 
ger, however,  in  confusing  heredity  with 
habits  and  environment.  Habits  certainly 
run  in  families,  especially  habits  of  eating, 
and  I cannot  help  suspecting  that  what  is 
too  often  inherited  is  an  uncontrollable  ap- 
petite. The  older  writers  seemed  to  think 
so. 

In  1842  Tweedie10  observed:  “Angina  ordi- 
narily occurs  in  persons  of  an  advanced 
period  of  life,  and  more  especially  men  who 
indulge  in  luxurious  living  and  who,  being- 
exempt  from  the  necessity  of  regular  bod- 
ily labor,  are  prone  to  obesity;  as  well  as 
from  the  striking  benefit  of  depletion  and 
reduced  diet  in  a great  proportion  of  cases.” 

In  this  country  good  living  is  not  con- 
fined to  the  idle  rich.  The  so-called  labor- 
ing classes  are  able  to  enjoy  angina  and 
cardiac  infarct  too.  I think  the  following 
quotation  also  throws  light  on  the  cause  of 
coronary  sclerosis.  In  a recent  paper  Jos- 
eph Pratt"  said:  “Doubtless  coronary 

endarteritis  and  coronary  sclerosis  were 
very  rare  in  Ireland  or  Stokes  (Sir  Wil- 
liam, 3804-1878),  one  of  the  best  clinical 
i observers  of  his  age,  would  have  given  us  a 
vivid  description  of  both  angina  pectoris 
and  cardiac  asthma.  He  says  he  never  saw 
a classical  case  as  described  by  Heberdeen 
and  Latham.” 

Certainly  Ireland  had  her  share  of  tuber- 
culosis and  other  infections.  She  certainly 


had  her  hardships  and  her  worries.  The 
well-fed  Englishman  had  his  beef  and  his 
suet  pudding.  The  Irish  had  famine  and 
potatoes.  This,  it  seems  to  me,  fits  in 
well  with  the  war  experience  of  the  Ger- 
mans, and  with  the  diet  experiments  on 
animals. 

Primitive  man  lived  by  the  chase  and 
had  periods  of  feasting  and  periods  of  fast- 
ing. The  deposits  of  cholesterol  and  fat 
due  to  hyperalimentation  had  opportunity 
for  removal.  But  today,  in  this  country  at 
least,  the  vascular  system  must  bear  the 
stress  of  three  full  meals  daily,  year  in  and 
year  out.  There  is  no  time  for  repair. 
The  coronary  arteries  become  atheroma- 
tous, sclerosed  and  worn  out;  and  angina, 
cardiac  asthma,  cardiosclerosis  and  cardiac 
infarct  too  often  close  the  scene. 
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THE  SIZE  OF  THE  HEART  AS  AN  INDEX 
OF  CARDIAC  EFFICIENCY 

Orville  Harry  Brown.  A.  B..  M.  D..  Ph.  D. 


PHOENIX, 

Any  factor  which  may  assist  in  rating 
: the  efficiency  of  a heart  is,  of  course,  of 
, value  and  should  be  heralded  widely  among 
I the  profession.  Simple  and  fundamental 
as  are  the  facts  to  be  presented,  I believe 
they  are  not  being  made  use  of  as  general- 
ly and  fully  as  they  should  be.  The  man- 


ARIZONA 

ner  in  which  a heart  reacts  to  labor  is  the 
criterion  of  its  ability  to  do  that  work. 

The  tests  and  the  immediate  response 
thereto  of  standing,  hopping,  running,  of 
climbing  stairs,  etc.,  are  of  great  value,  but 
for  some  hearts  any  of  these  are  too  stren- 
uous, while  in  other  instances  they  might 
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not  easily  suffice.  Pulse  rate  and  blood 
pressure  changes  may  give  some  evidence 
of  the  efficiency  of  a heart;  but  many  fac- 
tors affect  pulse  rate  and  we  know  all  too 
little  as  yet  about  factors  concerned  with 
blood  pressure. 

The  question  of  efficiency  of  hearts  is 
not  simply  one  of  life  and  death,  but  rather 
one  of  whether  the  heart  is  being  called 
upon  to  do  work  for  which  it  has  been  in- 
adequately trained.  Americans  generally 
are  heedless  about  putting  undue  stresses 
and  strains  upon  their  hearts.  Office  and 
professional  men  generally  lead  quiet,  drab 
existences,  as  far  as  physical  exercise  is 
concerned,  for  months  at  a time,  and  then, 
with  no  preparation  in  physical  training  go 
into  the  mountains  for  a day,  several  days 
or  longer,  and  hunt  and  do  other  strenuous 
things  suddenly  and  thoughtlessly.  All 
sorts  of  sudden  physical  exertions  are  un- 
dertaken even  by  persons  with  hearts  sub- 
jected to  toxemia  from  various  sorts  of 
focal  infections.  These  persons,  after  hav- 
ing undergone  undue  physical  exertion,  may 
then  return  to  their  regular  work  with  no 
period  of  marked  rest.  What  has  been  the 
result  on  their  hearts?  By  going  back  to 
facts  early  learned  in  physiology  I hope  to 
provide  an  answer. 

The  heart  is  a chambered  muscle.  All 
muscle  has  a property  known  as  tonus. 
Tonus  of  muscle  may  be  decreased ; a 
stretched  muscle — which  is  one  with  de- 
creased tonus — is  not  an  efficient  muscle. 
Every  medical  student  has  suspended  a 
weight  on  the  end  of  a muscle  with  the 
other  end  attached  to  a lever  writing  on  a 
kymograph.  A fatigued  muscle  loses  tonus, 
is  lengthened  and  has  not  the  ability  to  do 
work  it  had  when  fresh.  A strip  of  heart 
muscle  is  no  exception. 

A structural  phenomenon  unlike  that  in 
any  other  organ  of  the  body  exists  in  the 
heart.  The  nutrient  blood  supply  of  the 
heart  comes  through  vessels  which  lie  upon 
its  external  surface.  Whatever  amount  the 
heart  muscle  stretches,  the  coronary 
arteries  stretch  proportionately  greater.  A 
longitudinally  stretched  elastic  tube  loses 
width.  The  cross  sectional  areas  decrease 
in  ratio  to  the  decrease  of  the  squares  of 
the  diameters.  I have  shown  in  a previous 
publication  that  a heart  might  not  be  ex- 
cessively dilated  to,  theoretically  at  least, 
have  its  nutrient  blood  supply  cut  down  fif- 
ty or  more  per  cent. 

A heart  may  be  put  to  sufficient  work  to 
cause  it  to  dilate ; and  then,  unless  there  is 
an  unusual  rest  period,  such  a heart  starts 
its  regular  routine,  for  example,  on  fifty 
per  cent,  of  normal  blood  supply.  Unless  it 


has  a great  amount  of  reserve  it  may  not 
be  able  to  come  back  to  its  former  effi- 
ciency, without  a lapse  of  more  or  less  time, 
or  it  may  not  come  back  at  all  without  help. 
In  many  instances  there  is  little  chance  of 
a heart’s  contracting  to  its  normal  size  un- 
less there  is  a diminution  of  its  usual  work 
or  unless  other  therapy  is  instituted. 

The  grade  of  dilation  of  a heart  may  be 
anywhere  from  normal  to  extreme.  The 
impairment  of  efficiency  is  somewhat  in 
proportion  to  the  degree  of  dilation.  A 
heart  may  dilate  so  gradually  that  the 
stretch  of  the  coronaries  does  not  produce 
a corresponding  narrowing  of  their  diam- 
eters; or  they  may  gradually  widen  so  as 
to  give  a compensatory  increase  of  their 
nutrient  blood  supply.  In  either  event  such 
a heart  is  not  so  efficient  as  it  will  be  if 
it  is  again  caused  to  contract  and  is  kept 
at  normal  size.  Its  blood  supply  through 
the  coronaries  might  then  be  greater  than 
normal.  The  fact  that  so  many  dilated 
hearts  are  able  to  keep  up  a remarkable 
amount  of  work  for  long  periods,  indicates 
that  some  compensation  must  occur. 

In  the  event  that  the  coronaries  are 
sclerosed  a new  factor  enters.  Atheroma  is 
prone  to  be  patchy.  A vessel  with  scler- 
osed areas  which  cannot  stretch,  in  the 
event  of  stretching  must  have  other  areas 
which  stretch  proportionately  more.  There- 
fore the  narrowing  at  the  stretched  places 
is  proportionately  greater  than  if  the  en- 
tire vessel  were  stretched  for  an  equal  dis- 
tance. 

The  long  left  coronary  artery  may  help 
to  explain  why  the  left  heart  is  found  di- 
lated so  much  more  often  than  is  the  right 
heart.  It  must  carry  a proportionately 
greater  amount  of  blood  than  does  the 
right  and  hence,  when  dilated,  the  left  heart 
has  a poorer  chance  of  recuperating  and 
getting  back  to  normal. 

The  etiology  of  cardiac  dilation,  as  has 
been  already  indicated,  is  the  lack  of  proper 
training  of  the  cardiac  muscle.  Muscle  has, 
in  addition  to  the  property  of  tonus,  anoth- 
er property,  that  of  developing  more  and 
more  power  as  arise  demands  for  more 
power.  The  one  great  physiological  law  in 
this  connection  is  that  the  increased  de- 
mands be  made  gradually  and  consistently. 
All  muscle  has  a certain  amount  of  reserve 
so  that  it  can  do  work  in  excess  of  what  it 
is  actually  trained  to  do.  The  heart  which 
has  been  working  for  long  in  a dilated  state 
has  some  of  its  reserve  power  used  up.  It 
is  on  this  basis  that  a study  of  the  size 
of  the  heart  helps  to  decide  upon  the  effi- 
ciency of  that  heart. 

Toxic  factors,  such  as  focal  infections, 
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tend  to  predispose  to  muscle  weakness  and 
hence  to  cardiac  dilation.  I wish  to  throw 
out  a suggestion  which,  so  far  as  I know, 
is  new.  The  hint  came  from  the  experi- 
ence with  a patient  who  was  heating  her 
small  apartment  with  a gas  heater.  She 
developed  symptoms  of  cardiac  embarrass- 
ment and  I found  her  with  a dilated  heart. 
She  attributed  her  condition  to  the  gases 
from  her  stove.  An  electric  stove  was  sub- 
stituted for  the  gas  heater  and  no  further 
trouble  of  this  sort  was  experienced  by  her. 

I have  been  watching  for  dilated  hearts, 
especially  for  eight  to  ten  years,  and  I have 
sometimes  feared  I was  finding  them  where 
they  did  not  exist,  so  common  have  I found 
them.  The  thought  has  occurred  to  me 
that  the  carbon  monoxide  to  which  we  are 
constantly  subjected  from  our  gasoline 
motors  may  be  a contributing  factor  in  the 
etiology  of  dilated  hearts.  At  any  rate  the 
chronic  effects  of  the  carbon  monoxide  are 
worthy  of  more  and  serious  study.  , 

The  symptoms  of  dilated  hearts  may 
vary  from  none  to  extreme  dyspnea,  cyano- 
sis, edema  and  other  signs  of  cardiac  em- 
barrassment. In  cases  with  even  moderate 
dilation  there  may  be  no  symptoms  of 
which  the  patient  is  conscious.  After  his 
attention  is  focused  upon  the  symptoms,  the 
patient  may  realize  that  he  has  had  them 
for  a considerable  period.  I have  been 
struck  with  the  frequency  with  which  di- 
lated hearts  are  found,  even  in  those  who 
give  no  histories  that  wouid  point  to  the 
condition.  Relief  of  the  dilation  brings  re- 
lief, often,  of  the  symptoms  of  which  the 
patient  has  complained,  which  were,  per- 
haps, only  indirectly  connected  with  the 
heart. 

The  diagnosis  of  cardiac  dilation  is  not 
always  easy.  Locating  the  margins  of  cer- 
tain hearts  is  indeed  difficult.  I make  it  a 
practice  to  utilize  all  the  classical  methods 
of  examination — inspection,  palpation,  per- 
cussion and  auscultation — checking  the  find- 
ings of  one  method  by  each  of  the  others. 

It  would  be  presumptuous  and  trite  for 
me  to  attempt  to  outline  how  these  exam- 
inations should  be  made.  It  may  be  help- 
ful, however,  to  suggest  that  inspection  be 
made  with  the  light  reflected  at  various  an- 
gles from  the  patient’s  cardiac  area;  that 
percussion  be  very,  very  light;  that  palpa- 
tion be  tried  with  the  body  leaning  forward 
and  with  the  chest  in  a state  of  extreme 
exhalation;  and  that  auscultation  be  made 
on  a plane  with  the  apex  beat  and  every 
cm.  from  near  each  axillary  line  or  beyond, 
in,  toward  the  heart,  locating  the  point 
where  there  is  the  first  sudden  increase  in 
heart  tones.  Examination  should  be  with 


the  patient  standing  or  lying  or  sitting 
without  leaning  to  either  side.  In  difficult 
cases  auscultation  for  the  first  change  from 
dim  to  loud  tones  is  more  helpful,  I believe, 
than  any  of  the  other  methods.  Fluoro- 
scopic examinations  are  useful  in  checking 
the  results  from  other  examinations  but,  of 
course,  can  scarcely  be  made  routinely. 

Differential  diagnosis  is  not  usually  im- 
portant. Hypertrophy  rarely  confuses,  be- 
cause it  rarely  widens  the  diameter  of  the 
heart  as  much  as  one  cm.  This  variation  in 
the  dimensions  may  be  safely  ignored. 
What  is  true  of  hypertrophy  is  also  true  of 
fat.  Differential  diagnosis  between  dila- 
tion and  pericardial  effusion  may  at  times 
be  a question;  but  the  signs  of  effusion 
need  not  be  detailed  here.  A heart  may  be 
retracted  by  adhesions  or  forced  out  of  po- 
sition in  other  ways  so  that  both  margins 
of  the  heart’  must  always  be  located  before 
its  size  is  estimated.  A vertical  heart  may 
be  dilated  and  yet  its  left  diameter  be  not 
without  average  normal  measurements 
from  the  median  line.  The  physician  must 
base  his  judgment  as  to  what  are  normal 
heart  measurements  for  the  individual  up- 
on indications  as  to  the  type  of  the  indi- 
vidual. The  size  of  the  fist  is  a good  basis 
by  which  to  judge.  The  therapeutic  test 
may  be  necessary  to  decide  definitely  that 
a heart  is  or  is  not  dilated. 

Prognosis  as  to  the  prospects  of  life  and 
as  to  the  prospects  of  usefulness  may  be 
given  with  some  degree  of  accuracy.  A 
person  with  a heart  which  remains  dilated 
after  careful  treatment,  or  which  readily 
relapses  after  the  beneficial  treatment,  has 
not  the  same  likelihood  of  work  or  life  as 
the  person  with  a heart  which  responds  to 
treatment  or  which  does  not  need  treat- 
ment. 

The  treatment  of  a dilated  heart  is  by 
regulation  of  exercise  or  the  administration 
of  digitalis  or  by  both.  The  ideal  method 
is  absolute  physical  rest  with  speedy  digi- 
talization; digitalis  is  first  decreased  cau- 
tiously and  then  discontinued  as  soon  as  it 
is  found  that  the  heart  remains  normal  size 
without  it.  Exercise  should  then  be  begun 
cautiously  and  in  daily  increasing  amounts, 
insufficient  to  again  dilate  the  heart.  By 
this  procedure  the  heart  should  be  trained 
up  to  any  required  work.  Failure  may  be 
due  to  a too  rapid  increase  of  work  or  to 
a lack  of  come-back,  or  reserve,  in  the 
heart.  Practically,  the  treatment  will  often 
consist  in  the  administration  of  digitalis 
and  regulation  of  exercise.  Very  often 
such  a plan  of  treatment  will  have  to  be 
protracted  over  months  rather  than  weeks. 
All  grades  of  responses  to  treatment,  how- 
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ever,  will  be  found.  It  is  preferable,  if  pos- 
sible, that  a person  continue  regular  work 
on  a heart  saving  schedule,  plus  digitalis 
and  supervision  than  that  all  work  be 
stopped.  The  psychic  factors  should  never 
be  ignored. 

The  results  of  treatment  are  often  most 
gratifying.  Palpitation,  arrhythmia,  pre- 
cardial  pains,  dyspnea,  cyanosis,  etc.,  are 
a few  of  the  symptoms  that  are  often  bene- 
fited by  proper  attention  to  cardiac  dila- 
tion. Other  symptoms,  not  apparently  con- 
nected with  the  circulation,  are  often  im- 
proved by  treating  a dilated  heart. 

Occasional  examinations  after  there  has 
been  a complete  return  to  normal,  should  be 
the  rule.  The  aged  need  more  frequent  ex- 
aminations, as  a rule,  than  do  the  youths. 
When  the  heart  has  been  sufficiently  im- 
proved, attention  should  be  given  to  sources 
of  toxemia.  These  should  be  eradicated  but 
in  a manner  not  to  put  further  serious 
strain  or  stress  upon  the  heart. 

SUMMARY 

Dilated  hearts  are  frequently  found  if  pa- 
tients are  carefully  examined  for  them.  A 
dilated  heart  is  not  as  efficient  as  is  that 
same  heart  when  not  dilated. 

The  chief  cause  of  cardiac  dilation  is  do- 
ing work  for  which  the  heart  muscle  has 
not  been  sufficiently  trained. 

Predisposing  causes  are  toxemias.  Focal 
infections  are  common  sources  of  chronic 
toxemia. 

DISCUSSION 

(Papers  of  Drs.  O.  H.  Brown  and  G.  Werley.) 

DR.  W.  WARNER  WATKINS  (Phoenix),  open- 
ing:— -If  you  are  going  to  determine  the  el't'iceincy 
of  the  heart  by  its  size,  fluoroscopy  is  indispens- 
able. I recall  a paper  by  an  eminent  clinician  of 
Tulane  University,  a.  year  or  two  ago,  in  which 
he  stated  that  not  only  could  the  size  of  the  heart 
be  determined  within  one  centimeter  of  its  trans- 
verse diameter  by  percussion,  but  that  the  heart 
could  be  distinguished  from  pericardial  fat  by  the 
same  means.  I do  not  believe  the  ordinary  clini- 
cian can  do  either  of  these  things.  It  is  a daily 
observation  with  us  to  check  the  heart  size  of 
patients  whose  percussion  findings  have  indicated 
enlargement,  and  fluoroscopy  shows  normal  size. 
Just  a day  or  two  ago  a man  was  sent  to  our 
laboratory  with  request  to  determine  the  degree 
of  enlargement.  The  patient  was  a large  man  with 
heavy  chest,  and  the  heart  was  almost  infantile 
in  size,  much  smaller  than  normal. 

We  do  not  believe  it  is  reliable  or  accurate  to 
use  figures  in  estimating  whether  a heart  is  en- 
larged or  not.  The  normal  heart  will  vary  widely 
in  its  transverse  diameter,  depending  upon  the 
size  and  shape  of  the  chest  cavity.  We  have  seen 
an  underweight  patient,  whose  diaphragm  was 
low  and  the  heart  somewhat  pendant,  show  trans- 
verse diameter  of  not  more  than  twelve  centi- 
meters; and  three  months  later,  when  he  had  put 
on  weight  and  his  diaphragm  had  been  pushed  up, 
his  heart  was  more  transverse  and  measured  15 
centimeters,  and  it  was  doubtless  exactly  the  same 
size  heart.  When  comparing  figures,  the  relation 


of  the  heart  to  the  thorax,  the  build  of  the  pa- 
tient, and  other  anatomical  factors  must  be  taken 
into  consideration.  We  always  supplement  our 
figures  by  the  statement  that  the  heart  is  normal 
in  size  or  abnormal  in  size  for  that  particular  pa- 
tient. A transverse  diameter  which  would  be  per- 
fectly normal  for  a large  man  would  mean  a de- 
cidedly enlarged  heart  for  a small  man. 

DR.  S.  D.  SWOPE  (Chihuahua,  Mex.) : — I would 
like  to  add  a little  matter  of  experience  bearing 
on  these  two  very  excellent  papers.  In  the  first 
place,  in  the  examination  of  over  two  thousand 
laborers  in  the  last  two  years,  belonging  to  our 
Mexican  population,  1 have  discovered  the  largest 
percentage  of  rejections  for  physical  incapacity 
have  been  due  to  valvular  lesions  of  the  heart. 
The  time  allotted  for  this  work  prevents  us  from 
being  able  to  make  an  exhaustive  examination, 
and  they  are  rejected  rather  summarily  for  this 
symptom. 

A few  months  ago,  I had  the  misfortune  to  be 
almost  asphyxiated  with  carbon  dioxide  gas.  My 
nurse  and  myself  were  attending  an  obstetrical 
case,  and  we  discovered  we  were  becoming  letha- 
garic.  The  pains  of  the  prospective  mother  had 
practically  ceased,  and  it  suddenly  dawned  on  me 
we  were  bsing  poisoned  with  carbon  dioxide  from 
an  open  charcoal  burner  in  the  room.  The  patient 
was  moved  and  the  pains  commenced  again.  Our 
muscular  incoordination  was  quite  noticeable.  In 
attempting  to  write,  I found  my  muscles  would 
not  respond  to  the  inclination  of  my  brain  at  all, 
and  I was  practically  unable  to  write  my  name, 
although  I was  not  drunk,  but  I could  not  control 
the  action  of  the  muscles,  and  in  walking  I had 
the  same  sort  of  difficulty.  This  passed  off  and 
all  hands  recuperated  after  a short  time. 

I had  a man  who  was  completely  asphyxiated 
with  carbon  monoxide.  This  man’s  heart  beat  for 
an  hour  and  a half  after  this  experience.  He 
was  probably  in  the  smoke  for  fifteen  or  twenty 
minutes.  There  was  no  muscular  action  over  his 
body  anywhere,  the  heart  was  very  slow,  and 
there  was  no  pulse  discernible.  We  worked  with 
him  and  gave  him  the  ordinary  artificial  breath- 
ing, and  the  heart  continued  to  beat  for  an  hour 
and  a half  after  we  began  working  on  him.  The 
muscular  action  of  the  heart  was  very  feeble,  and 
continued  to  grow  more  feeble,  until  finally  it 
stopped  altogether.  The  respiration  had  stopped 
sometime  before  that. 

DR.  ORVILLE  EGBERT  (El  Paso) It  is  sel- 
dom that  two  papers  on  a program  are  so  well 
correlated  as  the  two  last  papers,  as  to  give  those 
of  us  so  fortunate  as  to  hear  them  such  splendid 
instruction.  It  is  asj  interesting  a program  a.s  I 
have  listened  to. 

Prom  the  standpoint  of  heart  examination,  fol- 
lowing Dr.  Watkins’  discussion,  I would  like  to 
hold  up  the  end  of  the  clinician  a little.  In  per- 
cussing that  heart  and  outlining  it,  I will  agree 
with  him  that  numerical  measurements  are  inac- 
curate, becaussi  they  may  not  take  into  account 
the  relative  size  of  the  individual,  and  the  meas- 
urements as  outlined  by  percussion  and  the  meas- 
urements as  outlined  by  fluoroscop©  are  both 
variable. 

Someone  at  the  University  of  Pennsylvania  has 
developed  a very  complicated  piece  of  electrical 
mechanism  that  I know  nothing  about,  other  than 
to  say  that  in  some  sort  of  fashion,  like  in  radio 
frequency,  he  has  developed  the  electric  impulse 
of  the  heart  to  where  it  is  strong  enough  to  trip 
his  trigger  and  snap  the  electric  plate,  and  he  can, 
by  changing  his  instrument,  take  the  picture  either 
in  systole  or  in  diastole,  which  does  make  for  ac- 
curacy of  measurement,  but  as  the  heart  is  in 
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action  under  the  internist’s  percussing  finger,  1 
believe  the  relative  measurements  vary  as  much 
from  the  clinical  standpoint  as  the  other. 

DR.  O.  H.  BROWN  (Closing) : I wish  to  say  just 
a word  in  appreciation  of  Dr.  Werley’s  splendid 
paper.  I have  heard  him  several  times,  and  it 
seems  every  time  I have  listened  to  the  master 
speaking.  He  sent  me  a copy  of  the  paper  be- 
forehand, which  I appreciated  very  much  indeed. 
He  emphasizes  the  importance  of  diet,  and  I be- 
lieve that  as  we  grow  older  in  the  practice  of 
medicine,  we  realize  the  importance  of  diet  not 
only  with  the  heart,  but  in  other  conditions.  The 
objection  is  that  there  is  so  much  poppy-cock 
about  diet  these  days  that  this  over-emphasizing 
it  may  run  us  into  further  danger.  It  is  a ques- 
tion of  learning  facts  and  teaching  them  generally 
to  patients  and  one  another.  I counsel  against 
ignoring  focal  infections,  even  though  you  cannot 
see  a definite  connection  between  them. 

The  question  of  the  fluoroscopic  examination  of 
the  heart  is,  I think,  extremely  important.  Dr. 
Watkins,  I do  not  believe,  would  make  as  all  x-ray 
men,  but  lie  would  have  us  give  some  thought  to 
thei  inaccuracies  of  our  clinical  measurements  and 
examinations.  Be  as  careful  as  we  may,  we  can- 
not be  correct  constantly,  but  the  proof  of  the 
pudding  is  the  eating;  take  your  patient  and 
put  him  under  proper  treatment  and  see  if  you 
get  response,  and  that  can  be  found  time  and 
time  again.  I would,  in  that  connection,  empha- 
size what  I tried  to  say  originally,  that  this  is  a 
condition  that  happens  so  frequently  that  unless 
you  have  your  fluoroscope  handy  all  the  time, 
patients  will  not  be  able  to  get  out  to  the  fluoro- 
scope. You  find  dilated  hearts  many  times  with  a 
very  high  blood  pressure,  and  I have  no  fear  of 
giving  digitalis  in  high  blood  pressure. 

I was  glad  to  hear  what  Dr.  Swope  had  to  say, 
and  I thank  Dr.  Egbert  very  kindly  for  his  re- 
marks. 

As  to  the  dropped  heart,  it  is  impossible  to  know 
just  what  the  size  of  the  heart  of  an  ordinary  man 
is,  and  if  he  has  a dropped  heart,  it  is  more  dif- 
ficult to  tell  whether  your  measurements  are 
varying  from  the  normal.  Valvular  disease  I have 
said  nothing  about.  They  affect  secondarily  the 
muscles  that  cause  dilation.  Myocarditis  will  very 
often  disappear  anti  allow  the  heart  muscles  to 
contract  down  to  the  normal. 


DR.  G.  WERLEY  (closing) : — So  much  has  been 
said,  and  all  so  well  said,  that  I have  very  little 
to  add.  Dr.  Brown  had  a fine  paper,  and  his  re- 
marks were  very  much  to  the  point.  KTs  paper 
will  speak  for  itself. 

A big  heart  is  always  a diseased  heart,  with 
very  few  exceptions. 

I note  Dr.  Watkins’  remarks  about  the  fluoro- 
scope, and  his  statement  about  the  inability  to 
measure  the  heart  by  physical  means;  however,  1 
think  we  are  about  even  on  that.  With  the  fluoro- 
scope, if  not  careful  and  experienced,  you  will  get 
a shadow  that  will  throw  you  off  as  badly  as 
percussion.  Personally,  I send  more  people  for 
x-ray  of  the  aorta  than  for  the  heart.  You  can 
also  often  tell  by  physical  examination  if  you  have 
sclerosis  of  the  aorta.  If  the  aortic  arch  can  be 
felt,  if  the  subclavian  arteries  are  palpable  and 
the  aortic  dullness  wide,  you  certainly  have  aortitis 
of  some  kind.  I think  by  using  all  your  senses, 
you  can  usually  get  a pretty  good  idea  whether 
the  heart  is  big  or  not.  1 don’t  want  to  belittle 
the  x-ray.  We1  certainly  need  it,  and  need  it  bad- 
ly sometimes,  but  what  is  important  to  us  is  what 
good  is  the  heart;  whether  it  is  efficient  or  not. 
Just  because  you  find  a big  heart,  you  are  not 
through;  you  still  have  to  determine  what  the  effi- 
ciency of  the  heart  is.  If  our  patient  can  climb 
two  flights  of  stairs  without  stopping,  and  with- 
out getting  out  of  wind,  he  has  a fair  cardiac  re- 
serve and  may  be  operated  upon,  so  far  as  his 
heart  is  concerned. 

I always  look  to  see  if  the  liver  is  enlarged, 
and  listen  at  the  back  for  rales,  and  look  for 
dropsy  and  cyanosis.  That  will  help  you  out  a 
great  deal. 

Dr.  Brown  brought  out  the  point  of  exercise.  I 
would  say,  like  Alfred  Tennyson  did,  “there  is  no 
fool  like  the  old  fool,’’  and  when  an  old  fool  gets 
to  trying  to  be  young  again,  he  is  likely  to  meet 
disaster.  Certainly  it  is  very  unwise  for  any  man 
past  forty-five,  suddenly  to  conclude  he  needs  to 
strengthen  himself  by  going  to  a gymnasium  class, 
or  taking  long  hunting  trips,  or  something  like 
that,  without  gradually  preparing  himself.  I do 
think  a great  many  old  people  get  into  trouble 
with  exercise.  Walking  is  the  best  exercise  for 
an  old  man,  and  when  you  get  tired,  stop — and 
maybe  1 had  better  stop. 


INVESTIGATION  OF  DIARRHEAL  DISEASES 
IN  NEW  MEXICO 

Surgeon  J.  G.  Wilson 
United  States  Public  Health  Service. 


EL  PASO, 

At  the  very  outset  I wish  to  emphasize 
the  fact  that  the  title  of  this  paper  should 
not  be  construed  as  an  indication  that  the 
Public  Health  Service  has  come  to  any  defi- 
nite conclusions  regarding  the  etiology  of 
the  seasonal  diarrheal  condition  prevalent 
in  New  Mexico  during  the  summer  and 
early  fall.  We  are  not  yet  ready  to  say 
whether  we  are  dealing  with  a new  disease 
entity,  an  unusually  large  number  of  diar- 
rheas with  various  causes,  or  an  atypical 
manifestation  of  bacillary  dysentery.  Our 


TEXAS 

tain  results  which  indicate  the  line  on 
which  we  believe  further  studies  should  be 
earned  out,  and  it  is  with  the  view  of  stim- 
ulating the  interest  and  cooperation  of  the 
physicians  of  the  Southwest  that  the  Sur- 
geon General  has  asked  me  to  appear  before 
you. 

For  several  years  past  the  state  health 
officer  of  New  Mexico  has  been  receiving 
investigations,  however,  have  produced  cer- 
reports  of  an  unusually  large  number  of 
diarrheas  among  both  resident  and  tran- 
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sient  population  during:  the  summer  and 
early  fall.  These  reports  came  from  widely 
separated  parts  of  the  state,  but,  owing  to 
the  fact  that  they  seemed  to  be  more  preva- 
lent in  the  immediate  vicinity  of  Santa  Fe, 
it  was  decided  to  make  that  city  the  head- 
quarters for  our  epidemiological  survey. 
This  survey  was  started  about  the  middle 
of  July  of  the  present  year  and  was  discon- 
tinued on  September  30th. 

During  this  period,  physicians  from  many 
different  parts  of  the  state  of  New  Mexico 
have  been  interviewed  and  more  or  less  in- 
tensive studies  have  been  made  in  the  fol- 
lowing places:  Army  Rest  Camp  on  the 
Mescalero  Indian  Reservation,  in  the  south- 
ern part  of  the  sttae,  and  Santa  Fe,  in  the 
north  central.  At  the  latter  point  I,  per- 
sonally, saw  many  cases  during  their  ill- 
ness and  tabulated  the  histories  of  seventy- 
two  occurring  in  Santa  Fe  itself.  In  addi- 
tion to  these  seventy-two  histories,  which 
were  believed  to  be  fairly  reliable,  twenty- 
three  were  collected  from  other  parts  of 
the  state  through  the  medium  of  the  local 
physicians,  bringing  the  total  in  which  clin- 
ical data  could  be  studied  with  some  degree 
of  accuracy,  to  ninety-five.  In  addition  to 
these,  we  received  blanket  reports  covering 
outbreaks  at  Las  Cruces,  Las  Vegas  and 
Hanover,  New  Mexico.  These  reports  agreed 
in  a general  way  with  the  findings  at  Santa 
Fe. 

The  onset  was  sudden  in  seventy-three 
instances ; characterized  by  nausea  and 
sometimes  vomiting,  in  sixty-one  of  the 
ninety-five ; abdominal  pain  in  practically 
all  (although  this  was  usually  of  very  slight 
severity)  and  a copious  diarrhea  in  every 
instance  except  three,  where  constipation 
was  complained  of.  The  stools  were  wateiy 
in  character  and  varied  from  two  or  three 
to  twenty-four  or  twenty-five  or  even  more 
in  the  first  twenty-four  hours.  On  the  sec- 
ond day  the  symptoms  were  nearly  always 
much  better  and  very  rarely  were  they  se- 
vere after  the  third  day.  Watery  stools 
were  the  rule,  blood,  as  noted  by  the  patient 
himself  or  his  immediate  attendant,  occur- 
l'ing  in  but  thirteen  of  the  attacks,  and  mu- 
cus somewhat  more  frequently,  having  been 
noted  by  the  patient  or  his  attendants 
twenty  times  out  of  the  ninety-five.  All 
ended  in  recovery. 

Slight  fever  sometimes  occurred  but  it 
was  such  a minor  symptom  that  the  pa- 
tient rarely  noted  it  and  there  were  not 
enough  temperatures  recorded  in  the  series 
to  be  worth  tabulating. 

The  disease  was  usually  lacking  in  alarm- 
ing symptoms  and  so  short  in  duration  that 
no  physician  was  called — hence  the  diffi- 


culty of  securing  accurate  histories  or  speci- 
mens of  stools  in  large  numbers.  That  the 
numbers  were  actually  large  is  beyond  ques- 
tion, because  for  every  case  in  which  we 
could  get  first  hand  information,  we  heard 
of  many  others  who  had  been  sick  for  a 
few  days  with  similar  symptoms  but  who 
had  called  no  physician.  Some  of  these  we 
succeeded  in  locating  and  confirming  the 
report,  but  many  were  among  transients 
and  tourists  and  no  definite  data  was  ob- 
tainable. 

Although  the  symptoms  were  usually 
mild,  none  of  the  cases  we  studied  having 
ended  fatally,  wei  occasionally  received  re- 
ports of  deaths  from  gastro-enteritis  in 
children  and  old  persons  in  different  parts 
of  the  state,  with  a symptomatology  which 
suggested  the  possibility  of  an  etiology 
identical  with  the  milder  type. 

Out  of  the  ninety-five  attacks  studied, 
there  were  seventy-seven  first  attacks, 
twelve  second  attacks,  four  third  attacks, 
and  two  with  more  than  three.  Forty  were 
males  and  fifty-five  females.  The  average 
duration  of  the  attacks  was  four  and  three- 
tenths  days,  with  a median  of  three  days 
and  a modal  distribution  of  four  days.  The 
average  age  of  those  attacked  was  twenty- 
seven  and  six-tenths  years,  the  median  thir- 
ty years  and  the  modal  distribution  also 
thirty  years.  Out  of  the  ninety-five  at- 
tacks, the  patients  (or  the  mothers  of  the 
patients  where  the  children  were  too  young 
to  express  an  opinion)  attributed  the  at- 
tack to  dietetic  errors  in  only  twenty  in- 
stances, and,  of  these  twenty,  ten  were  chil- 
dren varying  in  age  from  one  and  one- 
fourth  years  to  eleven  years. 

Besides  going  fully  into  the  question  of 
dietetic  errors,  inquiries  were  made  in 
every  case  to  develop  any  causal  relation- 
ship between  the  attack  of  diarrhea  and 
the  following  conditions: 

1.  Association  with  upper  respiratory 
affections,  including  hay  fever; 

2.  Contact  with  others  affected ; 

3.  Unusual  sources  of  food ; 

4.  The  possibility  of  infection  through 
milk  or  water; 

5.  Bites  of  insects; 

6.  Infected  wounds; 

7.  Undue  prevalence  of  house  flies 
about  the  premises. 

The  result  of  this  inquiry  indicated  that 
any  association  with  upper  respiratory  af- 
fections and  hay  fever  was  accidental ; that 
personal  contact  with  others  affected  fre- 
quently occurred  but  that  it  was  not  an 
essential  factor;  that  bites  of  insects  and 
infected  wounds  were  probably  not  involved, 
and  that  unusual  sources  of  food  or  infect- 
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ed  milk  were  not  under  suspicion.  The  one 
constant  factor  noted  was  undue  prevalence 
of  house  flies,  but  whether  this  was  a cause 
or  coincidence,  we  are  not  yet  able  to  say 
with  any  degree  of  assurance.  Water  in- 
fection did  not  seem  probable  except  in  one 
locality,  the  Zuni  Indian  Reservation,  where 
an  unusually  severe  form  of  diarrhea  pre- 
vailed. Here  only  those  persons,  chiefly 
Indians,  who  drank  the  badly  polluted  river 
water  came  down  with  the  disease.  The 
white  population,  using  deep  well  water, 
escaped. 

The  cases  at  the  Zuni  Reservation  were 
in  all  probability  true  bacillary  dysentery. 
They  all  gave  a history  of  small,  frequent, 
bloody  and  mucous  stools,  with  fever  and 
prostration,  and  frequently  terminated  fa- 
tally. This  outbreak  was  plainly  more  se>- 
vere  and  presented  a markedly  different 
clinical  picture  from  the  tyne  prevailing 
in  Santa  Fe,  the  Army  Rest  Camp,  Gallup, 
Las  Vegas  and  other  parts  of  the  state. 

Bacteriological  studies  of  the  stools  were 
carried  out  by  Associate  Bacteriologist  E. 
M.  A.  Enlows,  who  was  sent  from  the  Hy- 
gienic Laboratory  for  that  purpose.  She 
made  cultures  from  seventy-four  stools  tak- 
en from  fifty-six  persons  in  our  series  of 
ninety-five.  Among  these  fifty-six,  she 
found  nine  different  persons  from  whose 
stools  she  succeeded  in  isolating  the  Flex- 
ner  type  of  dysentery  bacillus  one  or  more 
times.  Besides  these  nine,  she  found  the 
Shiga  type  in  the  stools  from  the  only  case 
' we  were  able  to  study  intensively  on  the 
Zuni  Indian  Reservation — an  Indian  child 
who  was  probably  only  one  of  many  in  that 
particular  locality  suffering  from  an  attack 
of  water-borne  bacillary  dysentery.  The 
epidemiology  of  the  outbreak  at  this  place 
did  not  appear  to  have  any  unusual  fea- 
tures and  we  refer  to  it  at  all  only  to  em- 
phasize the  differences  between  it  and  the 
diarrheas  we  studied  in  other  parts  of  the 
state. 

One  of  the  persons  from  whose  stools 
the  bacillus  was  isolated  was  a woman  suf- 
fering from  general  ill  health  in  which 
acute  attacks  of  diarrhea  was  only  an  occa- 
sional factor.  Another  was  a woman  suf- 
fering from  chronic  infection  of  the  antrum 
and  having  repeated  attaacks  of  watery 
diarrhea  of  two  to  four  days  duration  with 
complete  recovery  in  the  intervals.  Neither 
one  of  these  two  cases  gave  any  history 
of  blood  in  the  stools.  There  were  two 
others  in  which  the  Flexner  type  was 
isolated,  who  gave  histories  of  short  acute 
attacks  of  watery  diarrhea  with  no  blood 
or  mucus. 

Besides  this  intensive  bacteriological 


study  on  fifty-six  cases  of  diarrhea,  there 
was  a control  run  by  Doctor  Enlows  on  one 
hundred  and  fifteen  healthy  children,  vary- 
ing in  age  from  five  to  sixteen  years.  These 
were  all  negative. 

The  symptomatology  of  the  nine  positive 
cases  of  Flexner  type  was,  on  the  whole, 
more-  characteristic  of  classical  dysentery 
than  the  average  of  the  series.  Although 
the  duration  of  five  of  them  was  only  four 
days,  thus  conforming  to  the  type  studied, 
five  of  the  nine  also  gave  a history  of  blood 
in  their  stools,  and  a decided  rise  of  tem- 
perature was  noted  in  six. 

Such,  in  brief,  is  the  summary  of  our 
findings.  Although  the  series  is  too  small 
to  justify  definite  conclusions,  it  is,  we 
think,  large  enough  to  indicate  the  kind  of 
questions  we  should  ask  and  to  weigh  some 
of  the  prosi  and  cons  in  favor  of  this,  or 
that,  answer.  For  instance: 

1.  Is  the  diarrhea  we  have  described 
peculiar  to  New  Mexico  and  adjacent 
states?  We  hope  that  the  discussion  will 
help  us  to  answer  this  question.  There 
must  be  many  of  you  who  have  formerly 
practised  in  other  regions  of  the  United 
States,  and,  if  so,  we  ask  you  to  tell  us 
whether  you  have  seen  widespread  out- 
breaks of  three  to  five  day  diarrheas,  such 
as  we  have  described. 

2.  Is  it  a new  disease  entity?  Prob- 
ably not — on  general  principles  this  is  not 
likely.  It  has  too  many  features  in  com- 
mon with  diarrheas  of  known  causes.  How- 
ever, before  this  question  can  be  answered 
definitely,  many  more  stools  must  be  sub- 
jected to  intensive  laboratory  study  and  the 
clinical  features  we  have  described  must 
be  verified  and  checked  up  by  other  ob- 
servers. 

3.  Is  this  disease,  whatever  it  may  be, 
water-borne?  With  the  exception  of  the 
outbreak  on  the  Zuni  Indian  Reservation, 
all  the  evidence  we  have  is  against  such  a 
theory.  The  water  supplies,  in  so  far  as 
we  studied  them  at  other  places,  were  not 
contaminated  and  the  character  of  the  out- 
breaks was  not  suggestive  of  water-borne 
infection.  But  this  point  also  needs  fur- 
ther study  before  giving  a final  answer. 

4.  Is  it  a form  of  food  poisoning?  We 
think  not.  The  epidemiological  data  we 
have  is  against  this  view.  However,  there 
is  a bare  possibility  that  some  widespread, 
universally-used  article  of  diet  may  be  in- 
fected in  some  hitherto  undetermined  way 
and  the  question  of  spoiled  fruits,  vegeta- 
bles and  milk,  needs  more  study  before 
final  rejection. 

5.  Is  it  an  aberrant  form  of  typhoid  or 
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paratyphoid?  The  epidemiological  data 
does  not  favor  this  view  and  what  labora- 
tory evidence  we  have,  is  against  it. 

6.  Is  it  a disease  entity  at  all,  or  is  it 
simply  a symptom  complex  with  a variety 
of  causes?  In  other  words  it  is  sometimes 
bacillary  dysentery,  sometimes  an  acute  in- 
digestion caused  by  dietetic  errors,  some- 
times an  overwhelmnig  dose  of  staphylo- 
cocci or  streptococci  in  the  intestinal  flora, 
or  sometimes  a combination  of  one  or  more 
of  these  causes?  This  is  a long  question 
and  we  think  worthy  of  much  more  study 
before  giving  a final  answer.  In  favor  of 
such  a view  is  the  universal  agreement  that 
summertime,  flies  and  camp  life  combine 
to  produce  intestinal  disturbances  of  all 
known  sorts  and  conditions.  In  those  re- 
gions of  New  Mexico  where  we  studied  the 
outbreaks,  we,  of  course,  had  the  summer- 
time, we  ascertained  that  flies  were  abun- 
dant, and  we  also  noted  that  we  had,  in 
effect,  what  amounted  to  camp  life.  In 
other  words  there  were  always  many 
privies  in  the  community  unconnected  with 
sewers  and  there  were  many  new  persons 
coming  or  going.  In  one  mining  camp 
there  was  a rapid  labor  turn  over.  In  Santa 
Fe  there  were  tourists,  and  at  the  Army 
Rest  Camp,  officers  and  their  friends  and 
families  came  from  many  different  locali- 
ties. In  all  the  places  where  the  condition 
was  studied  by  us,  we  found  abundant  op- 
portunity for  a mutual  -exchange  of  in- 
testinal flora  from  widely  separated  geo- 
graphical regions,  and  before  we  give  a 
final  “No”  to  this  question,  we  must  ask 
and  determine  the  answer  to  another,  to- 
wit:  Can  one  man’s  normal  intestinal  flora, 
non-pat hogenic  for  him,  be  pathogenic  for 
another,  or,  to  put  it  from  a slightly  dif- 
ferent angle,  do  we  acquire  an  immunity 
to  the  peculiar  strains  of  colon  bacilli, 
streptococci  and  staphylococci  of  our  own 
immediate  neighbors  and  suffer  an  intoler- 
ance for  those  of  strangers?  So  we  answer 
this  question  with  another  and  go  on  to 
our  seventh  query. 

7.  Is  the  disease  we  have  been  studying 
nothing  but  bacillary  dysentery  of  the 
Flexner  type?  Against  this  view  are  cer- 
tain features  in  the  symptomatology  as  de- 
scribed by  Wilburt  C.  Davison  in  his  com- 
prehensive monograph  on  bacillary  dysen- 
tery, published  by  William  Wilkins  & Com- 
pany, November,  1922,  and  which  I beileve 
still  represents  the  consensus  of  opinion  of 
most  internists  and  pediatricians.  These 
features  are  as  follows: 

(1)  General  malaise,  fever  and  headache, 
frequently  present  in  the  latter  part  of  the 
incubation  period  of  bacillary  dysentery, 


were  absent  in  practically  all  of  our  cases; 

(2)  Blood  in  the  stools  in  sufficient 
quantity  to  be  noted  by  the  patient  or  his 
nurse,  has  always  been  considered  as  a 
sine  qua  non  of  the  dysentery  syndrome. 
In  our  series  it  was  absent  in  most  instanc- 
es except  in  those  in  which  the  diagnosis 
was  confirmed  by  the  laboratory ; 

(3)  The  choleraform  type,  that  is  with 
vomiting  and  profuse,  frequent  and  watery 
stools,  is  usually  virulent,  whereas  in  our 
cases  these  made  as  rapid  and  uneventful 
recovery  as  the  others ; 

(4)  Vomiting  is  relatively  unusual, 
whereas  in  our  attacks  it  occurred  twenty- 
four  out  of  ninety-five  times ; 

(5)  The  pain  at  onset  is  usually  severe 
— whereas  in  our  series  it  was  usually  very 
slight. 

Besides  these  clinical  points  of  differ- 
ence which  seem  to  weigh  against  the  the- 
ory of  bacillary  dysentery,  is  the  outstand- 
ing fact  that  we  succeeded  in  recovering 
the  organism  in  only  nine  cases,  where, 
theoretically  at  least,  we  should  have  recov- 
ered it  in  all  we  examined. 

These,  then,  are  the  chief  arguments 
which  occur  to  us  against  the  theory  of 
bacillary  dysentery.  But,  offsetting  in  a 
measure  at  least  these  contentions,  are  two 
other  reasons  of  perhaps  equal  weight.  The 
first  is  that  the  symptomatology  of  bacil- 
lary dysentery,  especially  of  that  caused  by 
the  Flexner  type,  is  frequently  atypical. 
For  instance,  a child  in  a family  may  have 
a typical  attack  of  dysentery,  being  ex- 
tremely sick,  with  small  mucous  and  bloody 
stools,  and  running  a course  of  ten  days  or 
longer,  while  other  members  of  the  family 
suffer  at  the  same  time  with  inconsequen- 
tial watery  diarrheas  of  only  one  or  two 
days  duration.  Examples  of  this  kind 
when  the  organism  have  been  recovered 
from  the  stools  of  all  the  sufferers,  mild 
and  severe  alike,  are  numerous  enough  in 
the  literature  to  make  us  not  decide  off- 
hand against  the  Flexner  type  of  dysen- 
tery simply  because  the  symptomatology 
does  not  subscribe  to  the  classical  picture. 

The  second  reason  which  makes  us  give 
pause  before  accepting  the  arguments 
against  this  theory  of  causation  is  the  un- 
disputed fact  that  the  organism  of  bacil- 
lary dysentery  is  extremely  difficult  to  re- 
cover from  the  stools  even  in  cases  where 
it  is  known  to  be  present.  There  are  many 
reasons  for  this,  all  well  attested,  but 
which  the  limit  of  my  time  does  not  allow 
me  to  detail,  and  it  may  be  that  therein  lies 
the  whole  explanation  of  why  our  search 
for  the  organism  was  only  twenty  per  cent 
instead  of  100  per  cent  successful. 


FEBRUARY,  1927 


65 


SYMPOSIUM  ON  ACUTE  APPENDICITIS 

(Papers  and  discussions,  based  on  the  Clinical  Records  of  three  years,  covering  two 
hundred  patients  operated  at  St.  Joseph’s  Hospital,  Phoenix,  Ariz.,  during  1924,  1925 
and  1926.  Presented  at  the  January  Staff  Conference,  January  10,  1927). 


STATISTICAL  REPORT  ON  200  CASES 
OF  ACUTE  APPENDICITIS  OPERATED 
IN  ST.  JOSEPH’S  HOSPITAL,  PHOE- 
NIX, DURING  THE  YEARS  1924,  1925 
AND  1926. 

W.  WARNER  WATKINS,  M.  D.. 

Secretary  of  Staff 

During  the  three  years  1924-26,  appen- 
dices were  removed  from  approximately  600 
patients  in  this  hospital  by  24  different  op- 
erators. Of  this  number  200  were  classed 
as  acute  appendicitis,  and  the  study  of  this 
meeting  is  on  this  group,  leaving  the  400 
cases  of  chronic  appendicitis,  including  in- 
cidental appendectomies,  for  some  future 
meeting. 

Of  the  200  cases  diagnosed  as  acute  ap- 
pendicitis by  the  operating  surgeon,  there 
were  fifty-two  whose  histologic  picture  was 
that  o*f  subacute  or  chronic  changes,  thir- 
teen being  classed  as  subacute  and  thirty- 
nine  as  chronic  by  the  pathological  exam- 
ination. This  does  not  necessarily  mean 
that  either  the  surgeon  or  pathologist  was 
wrong,  but  this  discrepancy  of  twenty-five 
per  cent  furnishes  a serious  problem  from 
the  standpoint  of  reliability  of  records.  We 
believe  it  should  be  studied  in  some  prac- 
tical and  impartial  manner  and  steps  taken 
to  have  the  surgeons  and  the  pathologist 
talk  the  same  language. 

Dr.  Mills  will  discuss  the  pathological 
changes  in  the  various  stages  of  appendi- 
citis. There  are  several  cases  in  the  rec- 
ord in  which  it  is  evident  that  the  surgeon 
was  basing  his  diagnosis  on  the  acuteness 
and  severity  of  the  symptoms  rather  than 
on  the  changes  in  the  appendix  itself. 
When  a surgeon  makes  a diagnosis  of  acute 
appendicitis,  opens  the  abdomen  and  finds 
any  visible  abnormality  in  color,  flexibil- 
ity or  feel  of  the  appendix,  he  will  almost 
invariably  confirm  his  pre-operative  diagno- 
sis. From  the  standpoint  of  tissue  change, 
if  a patient  has  had  symptoms  more  than 
four  or  five  days,  and  his  appendix  has  not 
become  gangrenous  or  perforated,  the  in- 
flammation will  be  subacute,  because  it  is 
in  the  subsiding  stage.  On  the  other  hand, 
cases  diagnosed  early,  with  every  symptom 
of  acute  appendicitis,  high  blood  count,  nau- 
sea, vomiting,  fever,  pain  and  tenderness, 
and  operated  within  forty-eight  hours  have 
been  classed  as  subacute  or  chronic  by  the 
pathological  examination.  There  is  room 
for  coordination  of  study.  In  ten  of  these 


fifty-two  cases,  which  the  pathologist 
classed  as  subacute  or  chronic,  other  pos- 
sible causes  for  the  symptoms  are  shown  in 
the  records.  In  these  fifty-two  cases  the 
blood  count  was  12,000  or  under  in  twenty- 
one  cases,  and  over  12,000  in  thirty-one. 

In  the  148  remaining  cases,  the  blood 


counts  were  as  follows : 

Under  12,000  17 

From  12,000  to  20,000 74 

20,000  or  over  50 

No  counts  before  oper 7 


The  number  of  cases  with  white  counts 
over  20,000  is  rather  surprising.  The  high- 
est counts  were  in  Cases  4731  (38,500,  90% 
polys),  abscess  which  was  drained;  Case 
5941  (37,000,  88%  polys),  abscess  which 
was  drained ; Case  8385  (35,800,  88% 

polys),  acute  gangrenous  appendix.  The 
lowest  count  in  the  series  was  also  a gan- 
grenous appendix  which  had  perforated 
(Case  6826),  whose  count  was  4,800  with 
94%  polys. 

The  only  statistical  comment  referring 
to  etiology  which  we  will  make  is  to  call  at- 
tention to  the  preponderance  of  males  over 
females,  there  being  117  males  and  83  fe- 
males. In  chronic  appendicitis,  there  is  a 
striking  reversal  ' of  these  figures,  there  be- 
ing 280  females  to  120  males  in  that  group 
of  400. 

There  were  eighteen  cases  of  acute  ap- 
pendicitis in  children  of  12  years  or  under, 
and  here  again  tbe  males  predominated, 
there  being  eleven  boys  and  seven  girls  in 
the  list. 

In  the  200  cases,  there  were  55,  or  22  per 
cent,  in  whom  the  appendix  had  ruptured 
or  was  gangrenous ; in  fifteen  of  these 
there  was  free  pus  or  abscess  formation. 

There  were  fifteen  deaths,  or  a post- 
operative mortality  of  7.5  per  cent.  Brief 
summaries  of  some  of  these  fatal  cases  fol- 
lows : 

Case  4692.  M.  23.  Patient  had  been  sick  a week, 
though  had  not  seen  a doctor,  until  day  of  opera- 
tion. Had  extreme  tenderness  and  rigidity  over 
entire  abdomen.  Appendix  found  ruptured  with 
free  pus;  drain  put  in;  appendix  not  searched  for. 
Patient  had  albumen  and  hyaline  and  granular 
casts  in  urine;  died  on  the  fourth  day,  from  peri- 
tonitis. 

Case  5094.  High  School  boy  of  18.  Taken  sick 
two  weeks  ago;  trouble  subsided  and  went  back  to 
school.  Six  days  ago  temperature  started  up,  with 
pain  in  lower  abdomen;  next  day  pain  had  in- 
creased, was  nauseated;  temp.  103,  P.  90.  Opera- 
tion showed  appendix  abscess.  Drained  without 
removal  of  appendix.  Patient  apparently  had  septi- 
cemia and  died  after  three  days  in  hospital. 
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Case  5463.  F.  age  23.  tuberculous  but  doing 
fairly  well.  Developed  acute  appendicitis  and  was 
operated  promptly,  but  appendix  was  found  gan- 
grenous ruptured,  with  large  amount  of  free  pus 
in  peritoneal  cavity.  Operated  at  1:15  a.  m.,  and 
dieci  ten  hours  later. 

Case  5629.  M.  40.  Has  had  tuberculosis  for  sev- 
eral years;  has  been  sick  a month  before  entering 
hospital;  has  palpable  mass  in  right  side.  Abscess 
was  drained  without  hunting  for  appendix.  Fecal 
fistula  formed  and  before  death  most  of  the  bowel 
movements  were  coming  through  this  opening. 
Lung  and  throat  condition  grew  worse  and  patient 
died  30  days  after  entering  hospital. 

Case  6971.  F.  44.  Two  weeks  ago  had  severe  ab- 
dominal pain  in  right  pelvis  and  bladder;  diagnosed 
peritonitis;  this  apparently  localized  in  the  right 
pelvis,  and  acute  symptoms  gradually  subsided. 
At  operation  right  tube  ovary  and  appendix  found 
bound  together  in  mass  which  had  multiple  small 
abscesses.  Following  removal  of  this  entire  mass, 
peritonitis  followed.  Infection  was  streptococcic 
and  patient  died  after  several  days. 

Case  7370.  M.  31.  Taken  ill  July  8th,  with  pain, 
nausea  and  vomiting;  castor  oil  and  salts  admin- 
istered by  physician  on  the  9th;  on  entering  hos- 
piatl  on  the  10th,  there  was  extreme  tenderness, 
rigidity  and  distention.  Appendix  was  found  gan- 
grenous, perforated  at  junction  with  cecum;  stump 
of  appendix  would  not  hold  ligature,  and  appendix 
site  was  inverted.  Died  on  second  day  after  op- 
eration, of  peritonitis. 

Case  8086.  Man.  Had  been  having  influenza; 
two  days  before  was  taken  with  pain  in  the  ab- 
domen, followed  by*  nausea  and  pain  referred  to 
the  gall-bladder  region.  Temp,  was  104  and  pulse 
140  on  entering  hospital,  with  marked  tenderness 
over  entire  abdomen.  Acutely  inflamed  appendix, 
with  abscess  formed  in  the  middle  portion  of  ap- 
pendix. There  was  a secondary  drainage  opera- 
tion for  peritonitis. 

Case  8264.  M.  39.  Taken  ill  on  Jan.  10th,  -with 
vomiting  and  pain;  has  had  recurrent  attacks  of 
abdominal  pain.  Tender  over  the  gall-bladder  and 
around  the  side  toward  the  kidney.  Densely  ad- 
herent retrocecal  appendix,  . occluded  at  proximal 
end,  bulbous  at  distal  end.  Developed  a post- 
operative pneumonia  and  died. 

Case  9474.  M.  28.  Three  days  before  admission, 
developed  severe  pain  over  abdomen;  grew  con- 
stantly worse  and  his  physician  advised  operation. 
Patient  is  tuberculous.  Appendix  found  gangrenous, 
with  involvement  of  bowel  at  base  of  appendix. 
Died  three  weeks  after  operation. 

There  was  some  discussion  in  the  Advis- 
ory Committee  about  these  cases,  as  to 
whether  they  were  all  to  be  classed  as  sur- 
gical deaths.  After  reviewing  them  care- 
fully, it  would  seem  that  all  of  these  fif- 
teen cases  are  to  be  classed  as  post-opera- 
tive mortalities.  In  some  of  them,  tuber- 
culous complications  undoubtedly  contribut- 
ed to  the  fatal  outcome,  but  none  of  them 
can  be  otherwise  classed,  with  possibly  one 
exception,  the  following : 

Case  6500.  M.  35.  Patient  with  extensive  tuber- 
culosis of  both  lungs.  For  two  weeks  prior  to  ad- 
mission has  been  having  an  attack,  and  formation  of 
appendiceal  abscess  was  diagnosed,  but  operation 
was  refused.  Appendix  was  found  retrocecal  and 
acutely  inflamed,  but  no  abscess.  Fecal  fistula 
formed  and  was  repaired  after  a month.  Patient 


had  continued  to  have  increased  cough  and  dyspena, 
and  finally  died  six  weeks  after  first  operation. 

If  this  case,  in  which  the  patient  appar- 
ently died  from  tuberculosis,  is  taken  off, 
the  mortality  in  all  cases  of  acute  appendi- 
citis is  7 per  cent. 

This  is  not  an  excessive  mortality,  when 
compared  with  other  statistics.  The  most 
recent  report  which  I have  been  able  to  find 
is  one  by  Warnshuis,  who  gathered  the  fig- 
ures from  seventeen  hospitals  in  Michigan, 
Minnesota  and  Wisconsin;  the  mortality  in 
some  5,700  cases  was  4.35% ; in  those  re- 
ports were  hospitals  with  mortalities  of 
nine,  twelve,  fifteen  and  one  of  24  per 
cent.  These,  of  course,  were  offset  by  re- 
ports showing  very  low  mortality  figures. 
Warnshuis’s  own  personal  report  was  of  327 
cases  with  two  deaths.  When  we  consider 
the  circumstances  under  which  patients  are 
referred  for  operation  in  Phoenix,  many 
coming  in  by  auto  from  outlying  settle- 
ments, many  in  patients  whose  resistance 
is  undermined  by  tuberculosis ; many  in 
Mexican  people  wdio  have  waited  days  be- 
fore seeking  medical  advice;  when  we  con- 
sider the  very  high  percentage  of  gangren- 
ous and  ruptured  appendices  in  this  record, 
we  can  have  little  quarrel  with  a mortality 
of  7 per  cent  in  200  cases. 

With  regard  to  anesthesia,  ether  con- 
tinues to  be  the  anesthetic  of  choice  with 
the  majority  of  surgeons,  with  ethylene 
second  and  local  anesthesia  third.  The  fol- 
lowing are  the  figures  on  the  anesthetics 
used  in  these  200  operations: 


Ether  120 

Ethylene 30 

Local  25 

Nitrous  Oxide  7 . 

Gas-Oxygen-Ether  7 

Local-Nitrous  Oxide  5 

Local-Ether,  or  Ethylene 6 


HISTORY  OF  APPENDICITIS 

J.  M.  GREER,  M.  D.,  Mesa,  Ariz. 

HISTORY 

A knowledge  of  the  morbid  conditions  af- 
fecting the  vermiform  appendix  belongs  ex- 
clusively to  the  nineteenth  century. 

The  earliest  definite  anatomical  record  of 
disease  in  the  appendix  was  reported  by 
Lawrence  Heister  in  1775  (Med.,  Chir.  and 
Anat.  Cases  and  Observations). 

The  report  reads  as  follows: 

“In  the  month  of  November,  1711,  as  I was  dis- 
secting the  body  of  a malefactor  in  the  public  the- 
atre at  Altodorff,  I found  the  small  guts  very  red 
and  inflamed  in  several  places,  insomuch  that  the 
smallest  vessels  were  as  beautifully  filled  with 
blood  as  if  they  had  been,  injected  with  red  wax 
in  the  most  skillful  manner,  after  Ruysch’s  method. 
But  when  1 was  about  to  demonstrate  the  situa- 
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tion  of  the  great  guts  I found  the  vermiform  pro- 
cess of  the  caecum  preternaturally  black  and  ad- 
hering closer  to  the  peritoneum  than  usual.  As  1 
was  about  to  separate  it  by  gentle  pulling  it  asun- 
der, the  membrane  of  the  process  broke,  notwith- 
standing the  body  was  quite  fresh,  and  discharged 
two  or  three  teaspoonfuls  of  matter.  This  instance 
may  stand  as  a proof  of  the  possibility  of  inflam- 
mation arising  and  abscesses  forming  in  the  ap- 
pendix as  well  as  in  other  parts  of  the  body,  which 
I have  not  observed  to  be  much  noticed  by  other 
writers,  and  when  in  practice  we  meet  with  a 
burning  and  pain  where  this  part  .is  situated  we 
ought  to  give  attention  to  it.  It  is  probable  that 
this  person  might  have  had  some  pain  in  this  part, 
but  of  this  I could  get  no  information.” 

The  first  reported  ease  of  appendicitis 
observed  during-  life,  is  the  classical  one  of 
Mestivier,  in  1759  <Jour.  de  med.  et  chir.  et 
phar.,  1759).  A man  of  forty-five  sought 
relief  for  a tumor  in  the  right  side  of  the 
umbilical  region.  Fluctuation  could  be  de- 
tected and  about  a pint  of  pus  was  evacuat- 
ed by  incision.  The  wound  healed  readily, 
but  the  patient  died  suddenly  shortly  after 
the  operation,  and  at  the  autopsy  the  cecum 
was  found  covered  with  patches  of  gan- 
grene, but  otherwise  presenting  nothing  ab- 
normal. The  vermiform  appendix  con- 
tained a large  pin,  very  rusty,  and  so  cor- 
roded in  places  that  the  least  touch  would 
have  broken  it.  ‘It  is  easy  to  understand,” 
continues  the  report,  “that,  although  the 
patient  had  never  spoken  of  swallowing  a 
pin,  the  one  in  question  had  been  concealed 
for  a long  time  in  the  vermiform  appendix 
of  the  caecum,  and  that  it  was  undoubtedly 
this  which  had  irritated  the  different  coats 
of  which  the  orga?.  is  composed  and  given 
rise  to  all  the  patient’s  symptoms,  finally 
causing  the  death  which  ensued.” 

In  the  year  1766,  a medical  student,  Jou- 
bert  Lamotte,  published  a report  of  a case 
in  which  the  patient  died  with  supposed  in- 
testinal obstruction,  and  at  the  autopsy  the 
appendix  and  cecum  were  found  filled  with 
what  were  supposed  to  be  cherry  stones, 
and  were  evidently  the  first  fecal  concre- 
tions on  record. 

With  the  advent  of  the  nineteenth  cen- 
tury, the  appendix  began  to  be  more  fre- 
quently mentioned.  In  1808  Jadelot  report- 
ed the  case  of  a boy  who  died  of  an 
“adynamic  fever,”  where  lumbricoid  worms 
were  found  in  the  appendix  at  the  autopsy. 

In  1812,  a London  physician,  Parkinson, 
published  the  case  of  a boy  of  five,  who 
died  of  an  attack  of  what  was  evidently 
acute  appendicitis,  and  the  autopsy  showed 
a perforation  of  the  appendix.  This  is  the 
first  case  in  which  perforation  of  the  ap- 
pendix is  recognized  as  the  cause  of  death. 

In  the  year  1824,  there  appeared  an  arti- 
cle by  a Frenchman,  Louyer-Viilermay, 


which  at  once  established  a definite  place 
for  the  lesions  of  the  appendix  in  the  cate- 
gory of  recognized  diseases  (Arch.  gen.  de 
med.,  1824).  It  contains  the  report  of  two 
cases  in  which  both  patients  died  after  a 
brief  illness  characterized  by  violent  pain  in 
the  right  side  of  the  abdomen,  and  vomit- 
ing. In  both  autopsies  the  appendix  was 
found  gangrenous. 

During  the  first  thirty  years  of  the  nine- 
teenth century  all  interest  in  the  vermiform 
appendix  centered  in  France  and  England, 
but  in  the  year  1830  a student  of  Puchelt, 
Goldbeck,  published  an  inaugural  disserta- 
tion on  tumors  in  the  right  iliac  fossa, 
which  stimulated  inquiry  in  Germany  just 
as  it  began  to  decline  in  France,  and  for  the 
next  twenty-five  years  all  important  com- 
munications upon  the  subject  proceeded, 
with  few  exceptions,  from  Germany. 

During  the  period  of  time  when  Germany 
occupied  such  prominence  in  -the  literature 
of  the  appendix,  four  important  contribu- 
tions to  it  appeared  in  England — by  Cop- 
land, by  Hodgkin,  by  Bright  and  Addison, 
and  also  by  Burne. 

To  Copland  belongs  the  credit  of  first 
discriminating  between  inflammation  of  the 
appendix,  inflammation  of  the  cecum,  and 
inflammation  of  the  pericecal  tissue. 

The  papers  by  Hodgkin  and  by  Bright 
and  Addison,  contain  excellent  descriptions 
of  the  condition  in  question  as  observed  up- 
on the  autopsy  table,  descriptions  so  clear 
and  well  presented  that  they  could  not  be 
surpassed  today. 

Burne’s  papers  somewhat  hindered  prog- 
ress by  the  introduction  of  the  term  “tuph- 
so-enteritis.”  The  unfortunate  term  “peri- 
typhlitis” invented  by  Goldbeck  and  his 
master  Puchelt,  had  already  diverted  at- 
tention from  the  organ  really  at  fault. 

In  the  year  1837,  the  first  American  con- 
tribution to  the  history  of  the  appendix  ap- 
peared. Wolcott  Richards,  of  Cincinnati 
(West.  Journal  of  Med.  and  Phys.  Sci., 
1837)  published  a case  in  which  the  patient, 
a man  of  thirty-five,  had  a distinct  chill 
followed  by  fever,  but  without  pain  or  vom- 
iting. On  the  fifteenth  day  he  died  in  sud- 
den collapse,  and  the  autopsy  showed  a gen- 
eral peritonitis  with  recent  adhesions,  while 
the  pelvis  was  filled  with  fecal  matter  issu- 
ing from  a large  ragged  perforation  in  the 
appendix.  Dr.  Richards  comments  upon 
the  fact  that  not  only  the  vomiting  but  ab- 
dominal pain  and  tenderness  were  absent 
during  the  entire  illness,  and  only  after  the 
final  change  for  the  worse  was  there  ex- 
treme tenderness  in  the  hypocbondrium,  with 
slight  distention.  In  the  next  year  a sim- 
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ilar  case  was  reported  in  Philadelphia  by 
Edward  Hallowed  (Am.  Jour.  Med.  Sci., 
1838)  and  these  two  cases,  with  four  oth- 
ers, were  all  that  appeared  upon  the  sub- 
ject in  the  United  States  for  nearly  twenty 
years. 

The  year  1838  was  distinguished  by  the 
first  operation  for  disease  of  the  appendix 
as  such.  The  aggressive  surgery  of  the  ap- 
pendix as  practised  today,  is  a development 
of  the  last  forty-five  years,  but  the  incision 
and  evacuation  of  old  encysted  collections 
of  pus  in  the  right  iliac  fossa  was  practised 
as  far  back  as  the  beginning  of  the  Chris- 
tian era.  The  treatment  by  incision  and 
drainage  at  the  point  of  fluctuation  was 
practised  and  taught  by  Dupuytren,  but  the 
idea  of  incising  the  tumor  before  fluctua- 
tion appeared  did  not  occur  to  him  or  his 
followers. 

The  first  decisive  step  in  the  direction  of 
modern  methods  was  taken  by  a London 
physician,  Hancock  (Lancet,  1848)  who,  af- 
ter making  a diagnosis  of  inflammation  of 
the  appendix,  incised  the  mass  in  the  right 
iliac  fossa  without  waiting  for  fluctuation 
to  appear. 

By  the  middle  of  the  nineteenth  century 
the  true  nature  of  disease  of  the  appendix 
began  to  be  recognized  by  the  medical  pro- 
fession in  general,  as  shown  by  a glance  at 
the  literature  of  the  period.  The  obstacles 
which  had  blocked  the  progress  of  knowl- 
edge gradually  disappeared,  and  after  the 
year  1860  disease  of  the  appendix  became 
more  and  more  a question  of  surgery. 

In  1867,  Willard  Parker,  of  New  York, 
published  a report  of  four  cases  in  which 
he  treated  abscess  in  the  right  iliac  fossa, 
consequent  upon  inflammation  of  the  ap- 
pendix, by  incision  and  evacuation.  The 
first  three  cases,  which  occurred  at  inter- 
vals during  the  twenty  years  preceding 
Parker’s  report,  were  operated  upon  after 
fluctuation,  had  appeared,  but  during  this 
period  Parker  became  convinced  that  it  was 
not  necessary,  nor  even  desirable,  to  wait 
for  fluctuation  before  making  an  incision, 
and  the  last  of  these  four  cases  offered  him 
an  opportunity  to  put  his  theory  to  the 
test.  The  conclusions  which  Parker  drew 
from  this  successful  experiment  were  that 
nature  attempted  in  such  cases  to  protect 
life  by  building  a wall  of  adhesions  around 
the  abscess  but  that  ulceration  of  this  pro- 
tective wall  might  give  exit  to  the  contents. 
The  question  foij  the  surgeon  to  consider, 
therefore,  was,  what  could  be  done  to  as- 
sist nature  in  her  efforts  and  at  what 
period  would  his  assistance  be  most  useful. 
In  Parker’s  opinion,  the  best  time  for  the 


incision  is  between  the  fifth  and  the 
twelfth  days,  that  is  to  say,  after  the  ad- 
hesions are  fully  formed  and  before  the 
maximum  amount  of  pus  is  reached.  The 
case  in  which  Parker  put  this  theory  to  the 
test  was  operated  upon  on  the  sixth  day, 
when1,  there  was  an  area  of  circumscribed 
tenderness  in  the  right  iliac  fossa,  but  no 
definite  swelling,  still  less,  fluctuation.  An 
incision  was  made  through  the  skin,  begin- 
ning about  an  inch  above  the  anterior  su- 
perior spine  and  extending  for  about  'six 
inches  toward  the  symphysis.  As  soon  as 
the  transversalis  muscle  was  reached,  the 
tumor  could  be  felt,  and  it  was  freely 
opened,  about  four  ounces  of  pus  being 
evacuated.  A tent  was  then  inserted  and 
the  wound  left  to  heal  by  granulation. 

Parker’s  paper  at  once  provoked  discus- 
sion in  many  quarters,  and  the  method  he 
employed  came  into  general  use  as  the 
“Willard  Parker  operation.”  The  medical 
profession  had,  by  this  time,  acquired  the 
anatomical  and  pathological  knowledge  nec- 
essary for  many  similar  advances,  and  the 
only  thing  needed  to  inaugurate  a new  era 
in  the  treatment  of  the  disease  was  a guar- 
antee of  safety  in  operation.  During  the 
year  following  the  appearance  of  Parker’s 
paper,  this  fundamental  necessity  was  sup- 
plied in  the  principle  of  antisepsis,  intro- 
duced into  surgery  by  Sir  Joseph  Lister, 
and  the  surgical  history  of  the  appendix 
began. 

It  is  also  of  interest  to  note  here  the  re- 
duction in  mortality  after  the  introduction 
of  Parker’s  operation.  In  1867,  the  death 
rate  from  inflammation  of  the  appendix, 
under  the  non-operative  treatment,  was  for- 
ty-seven per  cent,  while  in  1882,  when  Par- 
ker’s operation  had  been  in  use  for  fifteen 
years,  it  was  reduced  to  fifteen  per  cent. 

Up  to  this  time,  that  is  to  say,  the  early 
eighties,  incision  before  the  detection  of  pus 
was  the  most  daring  procedure  which  sur- 
geons had  ventured  to  propose,  but  the  time 
had  now  come  when  a much  more  radical 
measure  was  to  be  adopted  and  the  actual 
removal  of  the  appendix  became  the  point 
upon  which  the  eyes  of  the  surgical  world 
focused. 

In  1884,  Professor  Mikulicz,  of  Krakow, 
performed  an  operation  in  which  the  ap- 
pendix was  ligated  and  removed  in  toto; 
this  was  published  in  1886  and  was  the 
first  instance  of  celiotomy  followed  by  re- 
section of  the  appendix,  both  as  to  date 
of  performance  and  date  of  publication. 

In  the  year  1886  an  article  appeared  in 
America,  by  Reginald  Fitz,  of  Boston  (Am. 
Jour.  Med.  Sci.,  1886)  in  which  the  word 
“appendicitis”  appears  for  the  first  time. 
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The  first  operation  on  the  appendix  per- 
formed in  the  United  States,  was  done  by 
R.  J.  Hall,  of  New  York,  on  May  8,  1886. 
The  patient  was  a boy  of  seventeen  who 
had  had  an  irreducible  hernia  for  several 
years.  During  the  course  of  inflammation 
the  hern'a  became  strangulated ; he  was  op- 
erated on  for  strangulated  hernia,  and  the 
appendix  was  found. 

The  first  successful  laparotomy  followed 
by  removal  of  the  appendix,  undertaken 
with  that  possibility  in  view,  was  done  by 
Thomas  G.  Morton,  of  Philadelphia,  on 
April  27,  1887. 

ETIOLOGY  OF  APPENDICITIS 

The  causes  of  appendicitis  may  be  put 
into  three  divisions:  (1)  predisposing;  (2) 
exciting:  (3)  final,  or  essential. 

I.  PREDISPOSING  CAUSES  may  be  lo- 
cal and  general. 

The  appendix  is  a blind  sac  of  relative 
great  length  and  small  caliber,  and  is  very 
abundant  in  lymphoid  tissue.  It  also  bor- 
ders on  a cavity  that  is  rich  in  bacteria. 

Age.  Appendicitis  is  a disease  of  early 
life.  It  is  common  between  the  ages  of  ten 
and  thirtv.  A series  of  cases  at  the  Johns 
Hopkins  Hosp'tal  showed  seventy-eight  per 
cent  under  the  age  of  thirty.  The  well  rec- 
ognized susceptibility  of  lymph  tissue  to 
infections  during  early  life,  is  the  probable 
explanation  of  this. 

Sex.  There  is  a greater  liability  in  the 
male  sex.  The  reason  for  this  is  probably 
because  of  the  greater  liability  to  exposure 
to  injury  and  errors  in  diet. 

Nationality:  The  negro  race  is  relative- 
ly exempt  from  appendicitis.  In  the  Johns 
Houkins  Hospital  the  relative  admissions  of 
whites  to  colored  are  4 to  1,  the  cases  of 
appendicitis  are  12  to  1. 

Hereditary  Influence.  Appendicitis  fre- 
quently occurs  in  members  of  the  same 
family. 

II.  EXCITING  CAUSES: 

Disorders  of  Digestion,  such  as  constipa- 
tion. In  a series  of  cases  at  the  Johns  Hop- 
kins Hospital  43  per  cent  had  a history  of 
constipation  immed'ately  preceding  the  at- 
tack. Sometimes  the  onset  of  the  attack 
may  be  marked  by  diarrhea.  An  attack 
many  times  follows  the  ingestion  of  unsuit- 
able food  or  a particularly  hearty  supper. 

Menstruation.  There  is  a relationship  of 
the  menstrual  period  and  append:citis.  This 
is  probably  due  to  the  congestion  of  the 
splanchnic  area. 

Trauma.  This  may  be  a direct  factor  in 
the  cause  of  appendicitis  in  some  cases. 

Foreign  Bodies  and  Concretions.  A few 

years  ago  the  origin  of  appendicitis  was 


frequently  attributed  to  foreign  bodies  such 
as  the  seeds  of  various  fruits.  Foreign 
bodies  are  rare,  but  at  t>mes  are  found,  in 
the  appendix.  Many  of  the  seeds  described 
in  the  older  literature  were  no  doubt  con- 
cretions. Intestinal  parasites  are  sometimes 
found  in  the  appendix,  and  may  be  a factor 
at  times  in  the  cause  of  appendicitis. 

III.  FINAL  CAUSES: 

The  immediate  cause  of  appendicitis  is 
always  microbic  infection.  The  theory  of 
stagnation  and  exalted  bacterial  virulence 
is  no  doubt  true  here. 

The  normal  appendix  contains  in  its  canal 
the  infective  agent,  which  is  innocuous  to 
the  healthy  bowel.  It  is  not  necessary  to 
introduce  virulent  bacteria  into  the  appen- 
dix to  produce  inflammation,  however.  The 
aseptic  ligature  of  the  bowel  forms  a closed 
tube,  and  rte  consequent  stagnation  of  the 
contents  increases  the  virulence  of  the  con- 
tained organisms.  The  tissue  resistance  is 
diminished  and  all  the  necessary  conditions 
for  an  inflammatory  outbreak  are  at  hand. 

Appendicitis  may  be  a local  expression  of 
a general  infection.  It  has  been  said  that 
“Grip  is  the  true  cause  of  appendicitis.” 
There  may  be  an  association  of  rheumatism 
with  appendicitis,  as  well  as  tonsillitis.  A 
relationship  with  various  infectious  diseas- 
es has  been  described. 

SUMMARY: 

1.  A previous  inflammation  renders  the 
appendix  susceptible  to  further  attacks. 

2.  The  most  important  cause  of  anpendi- 
citis  is  digestive  disturbance. 

3.  Acute  or  chronic  enterocolitis  may 
occasionally  be  an  exciting  cause. 

4.  Enteroliths  and  foreign  bodies  usual- 
ly play  a passive  role.  Pointed  bodies  and 
enterozoa  may  be  direct  exciting  causes. 

5.  The  clinical  evidence  is  in  favor  of 
an  intimate  relation  between  appendicitis 
and  rheumatic  fever. 

6.  Animal  experimentation  and  clinical 
demonstration  make  it  plain  that  general 
infection  is  frequently  the  exciting  cause 
of  acute  appendicitis. 

7.  It  is  not  yet  determined  whether  the 
general  infection  merely  acts  as  an  exciting 
factor  by  preparing  a suitable  soil  for  the 
activities  of  the  intestinal  bacteria,  or 
whether  the  specific  microorganism  is  the 
direct  cause  of  inflammation  of  the  appen- 
dix. 

DISCUSSION 

EiR  S.  D.  LITTLE,  Phoenix: — 'Doctor  Greer  has 
teen  so  complete  in  his  resume  of  the  subject 
that  I will  just  follow  his  outline  and  add  a few 
remarks  on  the  etiology  of  appendicitis. 

In  the  Relation  of  the  Appendix  to  the  Cecum 
anatomically  and  physiologically  there  may  be  such 
a disposition  of  the  mucous  membrane  at  the  point 
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of  communication  as  to  serve  the  purpose  of  a 
valve.  There  may  be  also  a certain  physiological 
spasticity  of  the  circular  fibers  of  the  cecum  at 
the  point  of  communication  with  the  appendix 
such  as  to  form  a temporary  closure,  locking  up 
contents  from  the  bowel  for  a time.  These  may 
be  of  such  a degree  as  to  produce  or  favor  dis- 
ease. This  irregularity  of  the  sphincter  action  has 
been  noted  particularly  in  x-ray  examinations  of 
the  gastro  intestinal  tract.  According  to  Doctor 
G.  E.  Pfahler  it  has  a diagnostic  value. 

On  account  of  the  rudimentary  structure  of  the 
appendix  and  on  account  of  the  want  of  any  defi- 
nite function,  the  appendix,  about  middle  life  or 
soon  thereafter,  undergoes  an  involutional  cnange, 
so  that  finally  it  presents  the  appearance  of  a 
hard  fibrous  cord  with  scarcely  any  lumen.  For 
this  reason  we  find  very  little  appendicitis  after 
middle  life.  It  has  been  suggested  that  the  change 
may  occur  also  as  t.h’  result  of  an  inflammatory 
reaction.  Thel  process  usually  begins  at  the  tip 
and  extends  toward  the  base.  Occasionally  it  is 
found  localized  some  distance  back  of  the  tip 
while  the  tip  is  still  apparently  normal.  This 
may  be  the  result  of  a localized  slow  inflam- 
matory process  which  may  eventually  lead  to  an 
acute  exacerbation,  producing  the  symptoms  and 
signs  of  acute  appendicitis. 

Relation  to  Other  Organs.  The  appendix  usually 
has  a mesentery,  and  at  times  this  may  be  long 
enough  to  allow  of  a wide  range  of  movement, 
especially  of  the  distal  end.  When  there  is  no 
mesentery,  or  when  it  is  short,  the  appendix  may 
be  in  close  relation  to  the  head  of  the  cecum  lying 
anteriorly,  posteriorly,  or  to  the  outer  or  inner 
side.  Any  of  these  positions  may  be  the  determin- 
ing caus=  of  disease,  but  when  the  mesentery  is 
long  and  the  tip  freely  movable  it  may  engage  in 
an  inflammatory  process  which  is  primarily  either 
in  the  pelvis  on  either  side,  in  the  gall  bladder  re- 
gion, in  the  region  of  the  stomach  or  pylorus,  or 
in  the  opposite  side  of  the  abdomen.  In  some  of 
these  positions  the  appendix  may  become  kinked 
in  such  a way  as  to  favor  disease. 

Age  and  Sex.  Young  adults  under  thirty  years, 
especially  males,  constitute  the  majority  ot  cases. 
There  are  considerably  more  males  operated  on 
in  acute  appendicitis,  while  females  are  more 
numerous  in  the  chronic  cases.  This  disparity  is 
supposed  to  be  due  to  the  fact  that  females  are 
subject  to  more  abdominal  pains  incident  to  men- 
struation and  pregnancy  and  are  more  likely  to 
defer  operation. 

Appendicitis  is  rare  in  children  under  two  years, 
is  claimed  by  most  authorities.  In  one  thousand 
cases  reviewed  by  A.  .1.  McCosh  only  four  were 
und?r  two  years  of  age.  However,  W.  B.  Coley, 
of  Columbia  University,  says:  “Appendicitis  oc- 

curs at  all  ages  and  is  not  uncommon  at  the  first 
two  years  of  life.  It  is  more  common  in  the  first 
six  months  of  the  first  year  and  the.  last  six 
months  of  the  second  year.  In  eighty  cases  of  ap- 
pendicitis in  infants,  twenty  cases  w;re  under 
three  months  of  age,  among  which  were  two  pos- 
sible instances  of  prenatal  appendicitis.” 

Constitutional  Conditions  are  a distinct  factor  in 
the  etiology  of  appendicitis.  Out  of  804  cases  op- 
erated on  by  William  B.  Coley,  constitutional  de- 
bility was  found  in  57.7  per  cent  and  a strong 
constitution  in  only  8.4  per  cent.  Familiar  pre- 
disposition existed  in  21  6 per  cent  of  cases  of 
destructive  appendicitis  and  in  32.2  per  cent  of 
the  catarrhal  form.  Poor  nutrition  was  present  in 
49  per  cent  and  good  in  9.2  per  cent.  Nervous 
abnormalities  existed  in  76.8  per  cent  of  the  de- 
structive, and  84.7  per  cent  of  the  catarrhal  cases. 


Doctor  Gr  er  stated  that  the  immediate  cause  ot' 
appendicitis  is  microbic  infection.  Any  micro- 
organism, when  favorable  conditions  are  present 
in  the  appendix,  may  have  pathogenic  properties. 
Doctor  John  A.  Lichty  says  the  organisms  usually 
found  are  the  streptococcus  pyogenes,  the  strep- 
tococcus hemolyticus,  the  bacillus  coli  communis, 
the  influenza  bacillus,  and  others. 

Social  Condition.  The  question  as  to  the  plan  of 
entrance  of  the  microorganism  and  the  route  it 
takes  to  the  appendix,  is  not  definitely  answered. 
Some,  among  whom  Aschoff  is  an  exponent,  hold 
that  the  infection  comes  directly  from  the  in- 
testinal canal;  others,  among  whom  Kretz  is  a 
leading  exponent,  insist  that  the  microorganism 
comes  from  some  certain  focus,  as  the  tonsils,  and 
gains  entrance  to  the  appendix  through  the  blood 
stream.  Rosenow,  in  line  with  this  latter  idea, 
reports  an  extensive  work  in  which  he  undertook 
to  demonstrate  that  the  microorganisms  infecting 
the  appendix  have  an  elective  affinity,  and  seek 
the  tissue  of  this  organ  by  special  predilection. 
In  this  way  he  sees  the  close  relation  b Tween  dis- 
eased tonsils  and  a diseased  appendix.  Contrary 
to  Rosenow’s  idea,  Chastenet  produced  appendicitis 
in  rabbits  by  feeding  pathogenic  bacteria. 

Recently,  while  watching  Doctor  John  Deaver 
operate.  I heard  him  say  that  he  has  come  to  be- 
lieve more  and  more  that  appendicitis,  cholecysti- 
tis. and  gastric  ulcer  are  often  the  sequelae  of 
focal  infection.  The  fact  that  appendicitis  may  be 
caused  by  bacteria  taken  into  the  system  through 
the  alimentary  canal  or  blood  stream  may  account 
for  the  so-called  epidemics  of  appendicitis  report- 
ed in  families,  schools,  and  colleges. 

Diet.  The  diet  which  most  people  eat  seems  to 
be  a definite  contributing  cause.  Most  foods  are 
prepared  in  such  a way  that  mastication  is  scarce- 
ly necessary.  Foods  are  taken  hurriedly.  The 
result  is  that  altogether  too  much  work  is  thrown 
upon  the  stomach  and  bowels  the  cecum  is  com- 
pelled tcA  receive  the  meal  within  six  hours  of  its 
ingestion,  no  matter  how  poorly  the  dig-stive  pro- 
cess has  gone  on.  This  may  eventually  lead  to 
changes  in  the  structures  of  the  cecum,  which  are 
in  turn  taken  on  by  the  appendix,  and  disease  oc- 
curs. 

Trauma.  As  to  trauma,  a study  of  1400  cases 
by  J.  B.  Denver  showed  that  trauma  was  never 
the  direct  exciting  cause  of  acute  appendicitis  in 
a perfectly  normal  appendix.  However,  trauma 
may  promote  trouble  in  an  appendix  already  dis- 
eased. 


PATHOLOGY  OF  ACUTE  APPENDICITIS 

H.  P.  MILLS,  M.  D.,  Phoenix,  Ariz. 

Appendicitis  is  an  inflammation  of  the 
mucosa,  muscular  layers  and  interstitial 
structures  of  the  appendix,  frequently  with 
extension  to  the  peritoneal  coat.  Faulty 
drainage,  due  to  narrow  orifice,  sharp  kink- 
ing, fecaliths  or,  occasionally,  foreign  ma- 
terial, plays  a part  in  its  causation;  unusual 
virulent  bacteria  in  its  lumen  or  a blood 
and  lymph  borne  infection,  represent  the 
route  of  entrance  of  the  infecting  organ- 
isms. A large  per  cent  of  acute  cases 
(some  writers  say  practically  all)  show  ob- 
struction of  lumen.  This  may  be  consid- 
ered as  one  cause  or  as  a result  of  the  in- 
flammatory change.  Case  in  which  the 
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proximal  third  showed  no  inflammatory 
change,  and  distal  half  was  gangrenous,  had 
obstruction  at  this  point.  The  infection 
travels  from  the  mucosa  outward,  the  poly- 
nuclear cell  infiltration  spreading  outward 
through  the  submucosa  and  muscular  coats 
to  the  peritoneum  in  a very  short  period  of 
time,  within  twenty-four  hours — and  often 
within  five  or  six  hours — all  the  layers  be- 
ing involved.  Associated  with  this  infiltra- 
tion is  found  edema,  hemorrhagic  extrava- 
sation and  necrosis,  the  latter,  in  the  earli- 
er stages,  being  in  small  focal  areas  and 
involving  especially  the  mucosa.  By  the 
second  day,  or  earlier,  these  microscopic 
necrotic  lesions  have  coalesced  and  form 
macroscopic  areas  of  necrosis  leading  the 
way  to  gross  perforation  of  the  appendix. 
The  appendix  is  really  perforated  bacterio- 
logically  much  earlier  and  involvement  of 
the  peritoneal  coat  occurs,  so  that  the  pro- 
tection of  the  peritoneal  cavity  depends  up- 
on the  development  of,  and  maintainance 
of,  integrity  of  the  fibrinous  protective  ex- 
udate. Gross  perforation,  if  it  is  to  occur, 
usually  takes  place  before  the  end  of  the 
second  day. 

By  the  third  day,  in  the  maiority  of 
cases,  the  changes  have  advanced  to  the 
maximum  and  attempt  at  repair  begins. 
If  gangrene  or  perforation  has  not  occurred, 
microscopic  evidence  of  repair  is  found  in 
the  presence  of  fibroblasts  in  the  various 
layers  of  the  appendix,  especially  evident  in 
the  subserous  and  submucous  layers.  In 
the  gangrenous  and  perforative  cases,  the 
repair  process  proceeds  more  slowly,  being 
first  seen  in  vascularization  and  organiza- 
tion of  the  protective  exudate,  followed  by 
liquefaction  and  absorption  of  dead  cells 
and  replacement  by  new  fibrous  tissue. 
Small  ulcers  of  the  mucosa  are  usually 
bridged  over  by  epithelium,  so  that,  in 
many  instances,  the  patency  of  the  lumen  is 
preserved.  The  repair  goes  on  quite  rapid- 
ly so  that,  after  a week  or  more,  the  micro- 
scopic picture  is  characteristic  of  a sub- 
acute or  chronic  process. 

The  blood  findings  in  acute  appendicitis 
are  practically  confined  to  changes  in  the 
number  and  relation  of  the  leukocytes.  The 
leukocyte  count  in  a typical  case  shows  a 
definite  increase,  with  an  elevation  of  the 
percentage  of  polynuclears.  The  total  count 
varies  from  12,000  to  20,000,  occasionally 
higher.  Such  a count  with  less  than  75 
per  cent  polynuclears  points  to  an  infection 
of  slight  virulence  or  local  resistance  suf- 
ficient to  limit  its  spread.  A leukocytosis 
with  polynuclear  percentage  of  85  to  90,  or 
more,  indicates  an  active  advancing  infec- 
tion, probably  peritoneal  involvement.  A 


high  polynuclear  count,  in  the  absence  of  a 
leukocytosis  points  to  a grave  condition, 
the  resistance  to  the  infection  being  broken 
down. 

In  nineteen  cases  the  post-operative  di- 
agnosis was  chronic  or  subacute  appendici- 
tis, and  pathological  report  was  the  same, 
with  blood  count  of  12,000  or  above.  In  all 
but  four  of  these  cases,  the  clinical  findings 
and  history,  as  given  on  the  chart,  point  to 
other  rathology  which  would  account  for 
the  leukocytosis.  In  these  four  cases  no  ex- 
planation for  the  leukocytosis  could  be 
found  in  the  patients’  charts. 


ACUTE  APPENDICITIS  IN  ADULTS: 
CLINICAL  FINDINGS 

H.  B.  GUDGEL,  M.  D.,  Phoenix,  Ariz. 

SYMPTOMATOLOGY 

The  classical  appendicitis  characterized 
by  slight  fever,  rigid  right  rectus  muscle 
with  greatest  point  of  tenderness  at  Mc- 
Burney’s  point,  constipation  and  nausea, 
with  earlv  vomiting,  builds  up  a set  of  clini- 
cal symptoms  that  make  the  diagnosis  of 
appendicitis  supposedly  a mere  trifle.  But 
it  so  happens  that  manv  times  the  classical 
findings  have  missing  links;  and  it  is  iust 
that  which  makes  interesting  probablv  the 
most  common  of  surgical  diseases  of  the 
abdomen. 

1.  The  Phys’cal  Signs  of  Acute  Appendi- 
citis. The  oati°nt  is  inclined  to  the  right 
side,  right  t^igh  flexed.  Facial  expression, 
depending  on  +he  severitv.  shows  suffering; 
usually  pale.  No  great  earlv  changes  in  the 
contour  of  the  abdomen;  however,  if  peri- 
tonitis has  developed,  the  abdomen  is  dis- 
tended. Pulse,  at  t^e  beginning,  is  wiry; 
in  the  later  stages  it  shows  variation,  is 
weak,  dicrotic  and  rather  easily  compres- 
sible.  Tenderness  mav  be  observed  over 
the  abdomen  but  in  most  cases,  after  first 
few  hours,  centers  at  McBurn°v’s  point. 
Rigidity,  while  not  an  infallible  s\gn,  must 
be  considered  of  much  significance.  The 
two  recti  are  easily  comparable.  A circum- 
scribed induration  in  most  acute  cases  man- 
ifests itself  after  twenty-four  or  thirtv-six 
hours;  as  the  case  continues  the  swelling 
more  and  more  obliterates  the  natural  curve 
of  the  ih'ac  fossae.  In  those  cases  where 
the  appendix  is  directed  backward  and  up- 
ward (Case  5734)  the  tenderness  appears 
to  be  just  above  the  crest  of  the  ilium,  with 
a tendency  upward  in  the  axillary  line. 
With  the  stethoscope  there  can  be  noted, 
many  times,  the  fine  rubbing  like  rales  over 
the  right  iliac  fossae. 

2.  The  chief  symptom,  or  the  attractive 
symptom,  of  appendicitis  is  pain — abdom- 
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inal  pain.  This  pain  is  at  first  colicky  in 
character  and  usually,  the  first  twelve 
hours,  is  more  or  less  diffuse  over  the  en- 
tire abdomen.  As  the  condition  proceeds, 
the  pain  gradually  has  its  point  of  intensity 
in  the  right  lower  abdominal  quadrant.  Oc- 
casionally the  right  side  is  the  sole  location 
of  pain  and  very  frequently  the  patient  com- 
plains of  pain  in  right  thigh  and  genitals 
(Case  4991).  The  final  location  of  the 
pain  is  at,  or  near,  McBurney’s  point.  The 
cessation  of  abdominal  pain,  with  continued 
symptoms,  in  appendicitis  usually  means 
rupture. 

3.  The  point  of  extreme  tenderness,  as 
stated,  is  located  at  McBurney’s  point, 
which  is  described  as  at,  or  near,  the  mid- 
dle of  a line  from  the  umbilicus  to  the  an- 
terior superior  spine.  According  to  Mac- 
Kenzie,  it  is  directly  over  small  filaments 
of  the  last  two  dorsal  nerves  where  they 
pierce  the  rectus.  While  McBumey’s  point 
of  tenderness  is  usual  finding,  yet  adhe- 
sions (as  noted  in  case  9579,  where  ap- 
pendix was  attached  to  lower  pole  of  the 
kidney;  and  again  in  case  9876,  with  adher- 
ence of  appendix  to  a tubo-ovarian  cyst) 
may  make  McBurney’s  point  valueless. 
This  is  also  true  in  Case  8908,  where  there 
were  anatomical  irregularities  (a  noted  fail- 
ure in  rotation  of  the  colon)  completely 
changing  the  usual  landmarks.  Again,  on 
account  of  adhesions  to  the  posterior  wall 
(case  5734  and  case  7144). 

4.  Rigidity.  The  rectus  usually  shows 
this  defense  in  protection  (cases  6500  and 
6324)  ; while  case  7154,  acute  appendix, 
states  that  no  rigidity  was  found,  proving 
that  not  always  is  rigidity  necessary. 

5.  Constipation  is  the  rule.  I have  never 
seen  an  uncomplicated  appendicitis  other- 
wise and  no  case  report  that  I have  exam- 
ined has  given  diarrhea  in  the  history. 
However,  some  authorities  make  the  state- 
ment that  diarrhea,  associated  with  the 
usual  symptoms,  is  a dependable  symptom. 

6.  Vomiting  rarely  persists.  While  re- 
flex, yet  the  retching  and  straining  in 
emesis  does  aggravate  or,  at  least,  rather 
intensifies  the  abdominal  pain. 

7.  Fever,  while  rather  a constant  early 
symptom,  is  occasionally  absent,  as  noted 
in  cases  6718  and  6197.  Higher  tempera- 
ture, 104  or  even  higher,  occurs.  Fever  can- 
not be  considered  a guide  to  the  severity  of 
the  case ; many  case  histories  show  sever- 
ity with  low  temperature.  Pulse  is  90  to 
120. 

DIAGNOSIS 

Ruptured  peptic  ulcer,  pancreatitis,  renal 
colic  and  intestinal  obstruction,  until  in- 


fected, rarely  produce  fever  or  increase 
white  count,  though  they  show  sudden 
nausea,  vomiting,  and  pain. 

Movable  kidney  (in  Dietl’s  crisis)  may 
give  appendiceal  symptoms,  but  the  history 
of  previous  attacks  and  the  excessive  out- 
put of  urine  are  distinguishing  features. 

Acute  hemorrhagic  pancreatitis  will  give 
just  cause  to  think  of  appendicitis  and 
peritonitis.  The  deep  pain,  s'hock,  with  a 
show  of  blood  sugar,  will  assist  in  differ- 
entiating. 

In  acute  tuberculous  peritonitis,  the  on- 
set is  more  gradual,  although  the  pain,  ten- 
derness and  fever,  are  similar  to  those 
symptoms  in  appendicitis.  However,  the 
right  side  resistance  is  not  present  and  a 
more  general  abdominal  dullness  can  be 
demonstrated. 

Pyosalpinx  gives  history  of  infection, 
with  presence  of  mass  on  vaginal  examina- 
tion. Case  9112  shows  adhesion  of  ap- 
pendix to  right  tube.  Case  9071  shows  an 
acute  appendix  with  a right  and  left  hydro- 
salpinx with  twist  in  each  pedicle.  Case 
5755  shows  same,  with  intestinal  fibroid, 
multiple  ovarian  cysts,  and  myofibroma. 

Ectopic  gestation  gives  history  of  sup- 
pressed menses,  shows  sudden  onset,  shock, 
pallor,  no  fever,  no  marked  change  in  blood 
count. 

Volvulus  is  usually  located  at  the  sig- 
moid. However,  twist  or  adhesion  may 
simulate  appendicitis.  Failure  of  bowel  ac- 
tion, and  later  stercoraceous  vomiting  will 
differentiate. 

Cholecystitis,  with  retention,  in  absence 
of  jaundice  or  the  pear-like  tumor,  is  con- 
fusing, should  IJ^e  appendix  on  account  of 
abnormal  position  be  attached  at  or  near 
the  liver  as  noted  in  cases  6478  and  5932. 

Perinephritic  abscess  (which  was  diag- 
nosed by  Dr.  Murphy  on  all  but  his  friends, 
by  a punch  in  the  back)  may  simulate  ap- 
pendicitis. The  x-ray  or  exploration  may 
demonstrate  the  difference. 

Lobar  pnuemonia,  involving  the  right 
base,  or  pleurisy  involving  diaphragm  on 
right,  while  not  frequent  in  adults,  is  con- 
fusing when  it  does  occur.  The  chest  find- 
ings and  rusty  sputum  will  aid. 

Lead  poisoning  gives  history,  blue  line  on 
gums,  and  lack  of  right  rigidity. 

Syphilis  is  differentiated  by  the  abdom- 
inal lightening  pain  or  Devil’s  grip,  history, 
and  blood  findings. 

In  conclusion,  I wish  to  compliment  the 
physicians  for,  in  the  most  part,  rather  com- 
plete histories,  with  special  mention  of 
author  of  history  9579-8908.  It  has  been 
a real  pleasure  to  try  to  review  the  200  or 
more  histories. 
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DISCUSSION 

By  DR.  ORVILLE  HARRY  BROWN.  Dr.  Gudgei 
has  given  such  an  excellent  and  thorough  discus- 
sion of  the  symptoms  and  diagnosis  of  acute  ap- 
pendicitis that,  dt  is  with  difficulty  I have  found 
anything  at  all  to  say  without  a reiteration  of 
truths.  I shall,  however,  attempt  to  avoid  repeti- 
tion. 

One  of  the  important  points  In  the  diagnosis  of 
acute  appendicitis  is  to  get  the  patient  and  his 
family  to  accept  the  diagnosis  in  all  its  serious- 
ness. I have  nothing  special  to  say  on  this  sub- 
ject except',  “Do  not  stretch  the  truth.;  at  least  do 
not  state  an  untruth  in  order  to  convince  the  pa- 
tient or  his  family  of  the  correctness  of  your  diag- 
nosis.” Patients  sometimes  get  well  when  it  seems 
an  impossibility. 

The  diagnosis  of  an  acute  case  of  appendicitis 
is,  ordinarily,  not  difficult.  It  is  sufficient,  as  a 
rule,  to  make  the  diagnosis  of  surgical  abdomen. 
One  of  the  possible  errors  is  to  diagnose  a kidney 
or  ureteral  stone  as  an  acute  appendicitis.  This 
would  probably  necessitate  turning  the  patient 
over  for  another  incision.  It  might  be  possible  to 
mistake  gallstones  or  a perforated  peptic  ulcer  or 
other  abdominal  disease,  for  appendicitis.  In  such 
an  event  it  ordinarily  means  only  extending  the 
incision  a short  distance  and,  possibly,  adjusting 
the  operating  table. 

If  you  diagnose  every  acute  condition  of  the  ab- 
domen as  acute  appendicitis  you  will  be  wrong  in 
less  than  30  per  cent  of  the  cases. 

Lichty  says,  in  100  cases  of  acute  surgical  con- 
ditions of  the  abdomen,  70.3  per  cent  will  be  ap- 
pendicitis; 18.1,  intestinal  obstruction;  7.2,  perfora 
tions;  2.4,  cholecystitis;  and  1.1  per  cent,  twisted 
pedicles. 

As  said  by  Dr.  Gudgei,  the  outstanding  symptom 
of  acute  appendicitis  is  pain,  which,  at  first,  may 
be  referred  to  any  place  from  the  chest  to  the 
lower  part  of  the  pelvis.  Its  localization  in  the 
lower  right  abdomen  usually  results  within  thirty- 
six  to  forty-eight  hours. 

As  I think  back  over  my  cases  of  acute  appen- 
dicitis it  seems  to  me  that  vomiting  was  relar 
tively  rare.  Lichty  says,  however,  of  eighty-three 
cases,  nausea  occurred  in  seventy-two  and  vomit- 
ing in  fifty-six  of  them.  Seven  of  these  eighty- 

three  had  diarrhea  instead  of  constipation. 

Dr.  Gudgei,  I believe,  did  not  mention  the  im- 
portance of  a rectal  examination  in  the  study  of 
an  acute  case  of  appendicitis.  This  should  rarely 
be  omitted. ^ 

Another  point  worthy  of  mention  is  the  pain  that 
is  engendered  by  a release  of  pressure  over  McBur- 
ney’s  area.  If  pressure  is  made  gently  and  firmly 
over  the  appendix  and  the  pressure  is  suddenly 
released,  definite  increase  in  pain  in  the  area  is 
noticed. 

Livingston  has  called  attention  to  the  hyper- 
esthesia found  in  the  right  lower  quadrant  of  the 
abdomen  as  tested  by  pinching  the  skin  between 
the  fingers.  Definite  hypersensitiveness  is  found 
in  the  right  lower  quadrant.  Another  way  of  test- 
ing this  hypersensitivity  is  by  means  of  pin  pricks. 

I would  reiterate  one  point  made  by  Dr.  Gudgei, 
which  is,  that  muscle  spasm  is  the  most  important 
diagnostic  sign.  It  is  an  almost  constant  finding 
but  it  may  have  to  be  tested  for  delicately. 

Differential  diagnosis  must  consider  anaphylactic 
reactions  in  the  region  of  the  cecum.  Osier  was  the 
first  to  call  attention  to  angioneurotic  edema  of  the 
abdomen.  Duke  and  others  have  proven  the  pos- 
sibility of  anaphylaxis  giving  symptoms  resembling 
those  of  appendicitis. 


Another  condition  which  I have  found  several 
times  is  an  appendix  adherent  about  the  end  of  the 
cecum,  which,  when  the  cecum  is  markedly  distended, 
is  stretched  so  that  it  is  acutely  painful.  Therefore 
an  acute  appendicitis  has  to  be  differentiated  from 
chronic  appendicitis. 


THE  SYMPTOMS  AND  DIAGNOSIS  OF 

ACUTE  APPENDICITIS  IN  CHILDREN 

D.  Fournier,  M.  D.  C.  M„  Phoenix,  Ariz. 

In  childhood  the  order  of  appearance  of 
symptoms  is  usually  the  same  as  in  the 
adult.  There  is,  first,  generalized  abdom- 
inal distress,  commonly  beginning  with  se- 
vere or  sudden  epigastric  pain ; second, 
within  a few  hours,  nausea  and  vomiting 
occur;  third,  rigidity  and  tenderness  appear 
in  the  right  lower  quadrant;  fourth,  eleva- 
tion of  temperature  occurs  within  the 
course  of  several  hours ; lastly,  leukocytosis 
appears. 

Acute  appendicitis  begins  with  a pain  of 
a sharp  or  colicky  character  in  the  epigas- 
tric region,  usually  sufficient  to  bring  the 
child  to  its  mother.  Not  infrequently  the 
pain  begins  in  the  right  lower  quadrant. 
There  is  not  the  sudden,  overwhelming, 
staggering  pain  of  a perforation,  but  it  is 
rather  on  the  order  of  the  old  time  “stom- 
ach ache,’’  growing  worse  in  the  course  of 
an  hour  or  two.  The  sharpness  of  the  pain 
may  diminish  but,  unless'  spontaneous  re- 
covery occurs,  it  does  not  disappear. 

A series  of  twenty-five  children  who 
came  to  this  hospital  for  operation  and 
whose  histories  were  analyzed,  offers  some 
very  interesting  and  instructive  facts  as  to 
the  character  of  the  pain  at  the  outset. 
Generalized  abdominal  pain  of  a dull  or  col- 
icky character  was  present  in  twenty-one 
cases,  or  84  per  cent;  and  was  absent  in 
three,  or  12  per  cent ; and  in  one  case  no 
history  was  given. 

The  character  of  the  pain  was  colicky  in 
ten,  or  40  per  cent;  dull  in  two,  or  8 per 
cent;  dull  and  colicky  in  three,  or  12  per 
cent;  and  unknown  in  ten  cases  or  40  per 
cent. 

Symptoms  in  order  of  development:  (1) 
generalized  pain,  (2)  nausea  and  vomiting, 
<3)  localization  in  the  right  lower  quadrant. 
We  may  conclude  that  in  the  great  major- 
ity of  children  the  first  symptom  to  usher 
in  an  attack  of  appendicitis  is  generalized 
abdominal  pain,  usually  colicky  in  nature. 
However,  generalized  pain  may  be  entirely 
absent,  as  was  the  case  in  12  per  cent  of 
this  series. 

Localization  of  pain  in  the  right  lower 
quadrant  was  present  in  eighteen  cases,  or 
72  per  cent,  and  absent  in  six,  or  24  per 
cent. 

In  the  order  of  appearance  of  symptoms, 
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pain  in  the  right  lower  abdominal  quadrant 
was  the  first  symptom  in  eleven  cases,  sec- 
ond symptom  in  seven,  and  in  six  no  rec- 
ord was  made  as  to  the  order  of  appearance 
of  symptoms. 

The  nausea  which  early  follows  the  onset, 
commonly  terminates  in  vomiting  and  the 
vomiting  may  be  repeated  once,  twice  or 
oftener  during  the  day.  While  emesis  is 
very  frequent  in  any  of  the  affections  of 
childhood,  still,  nausea  alone  may  be  pres- 
ent. Vomiting  is  very  constant  but  not 
persistent  during  the  earlier  stages  of  the 
disease.  In  the  later  stages  of  the  disease, 
following  rupture  of  the  appendix,  vomit- 
ing may  reappear  as  a symptom  of  peri- 
tonitis. 

Of  the  twenty-five  cases  studied,  vomit- 
ing was  present  in  fifteen,  or  60  per  cent, 
at  the  onset,  and  in  nine  cases,  or  36  per 
cent,  it  was  absent.  Nausea  alone  occurred 
in  one  case. 

In  the  course  of  several  hours  following 
th  onset  of  appendicitis,  the  temperature 
begins  to  rise.  The  temperature  may  range 
from  99  to  103  degrees  F. ; while  a temper- 
ature over  103  degrees  is  rather  suggestive 
of  trouble  elsewhere. 

Pulse  and  respiration  usually  correspond 
to  the  temperature.  When  there  is  a 
spreading  peritonitis  the  pulse  becomes 
very  rapid,  weak  and  often  irregular. 

Chills  at  the  onset  of  appendicitis  are 
rare.  Constipation  is  very  frequent  in  these 
cases  and  is  usually  well  marked,  and  it 
may  reach  a degree  suggestive  of  a me- 
chanical obstruction.  Diarrhea  occasional- 
ly ushers  in  an  attack.  The  practice  of  the 
laity  of  administering  cathartics  often 
masks  the  true  state  of  affairs,  and  is  to 
be  condemned. 

The  examination  of  the  abdomen  in  a 
child  old  enough  to  express  its  feelings,  is 
as  fruitful  of  results  as  in  an  adult.  It 
should  be  carried  out,  however,  with  much 
tact.  The  child’s  confidence  should  be 
gained.  Rough  handling  should  be  avoided, 
as  the  fear  it  excites  at  once  eliminates  any 
value  one  might  get  in  palpation  as  an  aid 
to  diagnosis.  The  child  should  be  in  bed  or 
on  a pillowed  table.  He  should  lie  with 
head,  shoulders  and  knees  well  raised  and 
supported.  The  examiner’s  hands,  as  well 
as  his  heart,  should  be  warm.  A warm 
heart  will  gain  the  child’s  confidence. 

Two  points  are  made  out  on  nalpation: 
a localized  area  sensitive  to  pressure,  and 
an  area  of  localized  involuntary  rigidity. 
In  palpating  for  an  inflamed  appendix,  one 
of  the  most  constant  findings  is  an  invol- 
untary muscular  reaction  which  is  known 
as  rigidity.  Abdominal  distention  is  usual- 


ly an  indication  of  extension  to  the  peri- 
toneum, and  is  a late  development.  The 
child  is  frequently  found  lying  on  its  right 
side  or  back,  with  the  right  thigh  flexed  on 
the  abdomen. 

The  symptoms  of  appendicitis  in  infants 
are  similar  to  those  in  older  children,  but 
there  are  some  points  of  difference,  as  a 
rule,  in  infancy.  The  disease  has  a more 
insidious  onset,  and  it  has  a tendency  to 
develop  rapidly  into  a general  peritonitis, 
as  happened  in  one  of  the  cases  studied  in 
this  hospital,  in  an  infant  one  month  old. 
This  was  a very  interesting  case ; first,  on 
account  of  the  age  of  the  child,  and  sec- 
ondly, in  the  multiple  post-mortem  find- 
ings. The  result  of  the  post-mortem  showed 
the  child  had  a lobar  pneumonia,  a general 
peritonitis,  an  acute  hepatitis,  a congenital 
stricture  of  the  urethra,  acute  nephritis 
md  an  early  acute  appendicitis.  This  child 
did  not  have  as  much  chance  as  the  pro- 
verbial snowball. 

Lj  In  making  a diagnosis  of  appendicitis, 
the  main  points  to  be  considered  are:  (1) 
history  of  a previous  attack;  (2)  situation 
of  pain;  (3)  rigidity  of  lower  portion  of 
right  rectus  muscle. 

Of  all  the  sources  of  difficulties  in  the 
diagnosis  of  appendicitis  in  children,  gas- 
trointestinal disturbances  easily  head  the 
list.  Differential  diagnosis  should  be  based 
on  the  history,  the  symptoms  and  signs, 
and  a complete  examination  of  the  entire 
patient.  In  making  a differential  diagnosis 
we  have  to  consider  those  conditions  out- 
ride the  abdominal  cavity,  namely,  infec- 
tions of  the  respiratory  tract,  the  exan- 
thema, and  typhoid  fever.  In  differentiat- 
ing it  from  pneumonia,  a few  points  may  be 
emphasized.  Pneumonia  gives  a previous 
history  of  cough  and  cold;  the  abdominal 
pain  is  severe  and  constant,  while  that  of 
appendicitis  is  paroxymal,  less  intense ; 
romiting  is  much  more  prevalent  in  appen- 
dicitis than  in  pneumonia.  Abdominal  ten- 
derness is  more  marked  on  deep  pressure 
in  appendicitis  than  in  pneumonia.  The 
temperature  in  pneumonia  ranges  from  103 
to  105  degrees,  while  in  appendicitis  it 
ranges  from  98.6  to  102  degrees. 

In  acute  intestinal  obstruction,  the  onset 
is  more  abrupt  and  the  pain  is  more  severe. 
Tympanitis  develop  early  and  vomiting  is 
very  persistent.  There  is  an  absolute  con- 
stipation. 

Intussusception  is  characterized  by  in- 
termittent pain,  colic,  vomiting  which  is 
severe  from  the  outset,  and  bloody  stools. 
Acute  nasopharyngeal  infections  may  at 
times  be  very  confusing.  Urinary  tract  in- 
fections are  common  and  a fertile  source 
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of  error.  Pyelitis  on  the  right  may  be 
difficult  to  differentiate  from  an  appendi- 
citis. It  is  more  common  in  girls.  The 
temperature  is  rather  high  and  the  urinary 
changes  are  marked. 

CONCLUSIONS 

Every  acute  abdominal  condition  in  chil- 
dren should  be  looked  upon  as  appendicitis 
until  it  is  proved  otherwise. 

The  dangers  and  frequency  of  appendi- 
citis in  children  should  be  explained  to 
parents.  The  wholesale  giving  of  cathartics 
to  children  in  every  abdominal  complaint 
should  be  warned  against,  as  it  is  often  a 
dangerous  procedure.  Parents  should  be  in- 
structed in  this  danger. 

Discussion  by  DR.  JOHN  WIX  THOMAS: — This 
is  such  a counprehensive  paper  that  there  is  little 
to  be  added  to  it,  and  only  one  or  two  points 
which  will  bear  emphasis.  It  is  very  advisable 
to  teach  people  to  avoid  cathartics  in  sickness 
that  comes  in  the  home,  especially  among  chil- 
dren. Another  point  is  that  rigidity  of  the  rectus 
muscle  is  one  of  the  most  constant  symptoms  and 
is  present  in  the  majority  of  oases.  None  of  the 
symptoms  are  present  in  all  cases.  It  is  a mis- 
take to  rely  on  any  one  symptom,  but  must  look 
at  the  picture  as  a whole.  Another  point  is  the 
leukocytosis.  This  does  not  appear  early  in  every 
case,  but  is  one  of  the  principal  points  for  dif- 
ferentiation. 


TREATMENT  OF  ACUTE  APPENDICITIS 

E.  PAYNE  PALMER,  M.  D.  F.  A.  C.  S. 

Phoenix,  Ariz. 

Acute  appendicitis  is  a surgical  disease 
amenable  only  to  operative  treatment.  The 
patient  should  be  operated  upon  as  soon 
as  a definite  diagnosis  is  made  and  the  pa- 
tient can  be  taken  to  the  hospital  and  pre- 
pared for  operation,  unless  there  is  some 
contraindication.  Statistics  of  insurance 
companies  show  that  there  are  practically 
no  deaths  in  appendicitis  operated  upon  be- 
fore the  end  of  the  second  day  of  an  acute 
attack.  If,  for  any  reason,  operation  can- 
not be  performed,  the  Ochsner  treatment 
(rest  and  starvation),  if  properly  applied, 
will  save  a number  of  lives. 

Appendectomy,  during  an  acute  appendi- 
citis, may  be  a very  simple  procedure  but 
is  frequently  one  of  the  most  varied  and 
difficult  of  operations.  The  McBurney  in- 
cision is  not  satisfactory  for  exploration 
and,  in  adults,  a considerable  percentage  of 
such  incisions  are  followed  by  inguinal 
hernia  within  from  one  to  two  years  after 
the  operation,  because  of  muscular  relaxa- 
tion at  the  inguinal  ring,  probably  due  to 
the  injury  of  a nerve. 

A straight,  low,  right  rectus  incision  is 
greatly  to  be  preferred  as  it  permits  of  ex- 
ploration and  can  be  enlarged  if  needed,  i 
prefer  the  Battle  incision  when  the  case  is 


early  and  not  expected  to  be  difficult,  but. 
in  the  very  acute  cases,  a low,  right,  para- 
median incision  which  is  long  enough  to 
give  a free  exposure  of  the  abdominal  cav- 
ity in  order  to  be  sure  that  no  infected 
areas  are  overlooked,  to  permit  of  sufficient 
protection  of  the  l’emainder  of  the  peri- 
toneal space,  and  to  allow  free  handling  of 
the  appendix  without  danger  of  damaging 
other  structure.  In  the  average  case,  a 
three  or  four  inch  incision  will  suffice  and, 
if  necessary,  this  can  be  enlarged.  Extreme 
care  and  gentleness  should  be  used  in  mak- 
ing out  the  position  and  relation  of  the  ap- 
pendix. When  this  is  done,  the  field  of  op- 
eration should  be  isolated  by  the  free  use 
of  moist  gauze  abdominal  packs  until  there 
is  no  danger  of  infectious  material  being 
spilled  into  the  abdominal  cavity,  and  only 
the  inflamed  appendix  and  the  parts  im- 
mediately adjacent  to  it,  remain  exposed. 
Frequently,  the  inflamed  appendix  is  buried 
in  a mass  of  dense  adhesions,  and  again  ex- 
treme gentleness  must  be  used  in  finding  a 
line  of  cleavage  so  the  appendix  can  be 
isolated  and  delivered.  This  is  frequently 
extremely  difficult  and  even  the  most  ex- 
pert operator  may  have  difficulty  in  dis- 
tinguishing between  a greatly  distended  ap- 
pendix and  a small  intestine.  When  the 
appendix  is  delivered,  a gauze  strip  should 
be  pushed  down  into  the  bed  from  which 
it  came. 

There  are  essentially  two  methods  of  do- 
ing an  appendectomy.  The  inversion,  or 
burying,  of  the 'stump  and  the  ligation  and 
drop  method,  leaving  the  stump  free.  I 
prefer  and  practice  the  former,  although 
the  latter  has  many  claims  of  superiority 
made  for  it.  If  a perforation,  or  gan- 
grenous area  which  is  in  danger  of  per- 
forating, is  found,  the  base  of  the  appendix 
should  be  crushed  with  a clamp,  a catgut 
ligature  tied  into  the  groove  and  the  ap- 
pendix cut  away  at  once,  to  prevent  spilling 
of  infectious  material.  Rarely,  the  cecum 
at  the  base  of  the  appendix  is  gangrenous 
and  must  be  closed  with  double  layers  of 
catgut  sutures.  In  these  cases  it  is  good 
practice  to  stitch  the  omentum  over  the 
wound. 

The  field  of  operation  should  be  dried 
and  the  gauze  packs  removed  and  the  omen- 
tum brought  down  into  the  field  of  opera- 
tion. If  the  case  demands  drainage,  a large 
split  rubber  tube  is  passed  down  to  the 
cecum  and  another  into  the  pelvis,  and  the 
abdominal  wound  closed.  The  tubes  are 
usually  removed  in  from  three  to  five  days. 

The  large  appendix  abscess  should  be 
dealt  with  as  an  abscess  elsewhere  would 
be — open  into  the  most  accessible  part  and 
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establish  free  drainage,  from  the  lowest 
point  if  possible.  The  removal  of  the  ap- 
pendix in  this  class  of  cases  has  been  hotly 
debated.  If  the  appendix  is  found  after 
the  simplest  examination,  remove  it ; other- 
wise, leave  it.  Recurrences  of  appendicitis 
after  an  abscess  of  the  appendix  has  been 
opened  and  drained,  occur  in  about  ten  per 
cent  of  the  cases.  It  is,  therefore,  advis- 
able to  remove  the  appendix  in  these  cases, 
to  avoid  recurrence  of  the  attack,  after  the 
patient  has  thoroughly  recovered  from  the 
appendix  abscess  and  there  is  no  more 
drainage  of  pus. 

The  postoperative  care  is  most  important 
and  the  success  of  the  opei'ation  frequently 
depends  upon  it.  Fowler  position  is  used 
in  the  majority  of  drainage  cases.  Proctocly- 
sis is  given  almost  invariably  for  twenty- 
four  or  forty-eight  hours,  or  until  water 
can  be  taken  by  mouth  freely.  Glucose, 
alone  or  with  soda,  is  added  to  the  proctocly- 
sis if  it  is  deemed  advisable.  Hot  bicarbon- 
ate soda  solution  is  given  by  mouth  as  soon 
as  the  patient  asks  for  a drink;  when  there 
is  no  nausea  or  vomiting,  tap  water  is  giv- 
en in  increasing  quantity.  Morphine  should 
be  given  in  sufficient  quantity  to  make  the 
patient  comfortable.  It  should  never  be 
withheld  if  the  patient  is  suffering.  Cathar- 
tics should  never  be  given;  manv  deaths 
have  been  attributed  to  purgation.  In 
their  place,  use  from  two  to  four  ounces 
of  olive,  or  cottonseed,  oil  as  an  enema,  on 
the  evening  of  the  second  or  third  dav,  to 
be  retained  over  night  if  possible  without 
discomfort.  The  following  morning,  use 
from  one-half  to  one  pint  tap  water  as  an 
injection.  This  procedure  can  be  repeated 
daily  until  the  bowels  act  normally.  Liquid 
nourishment  is  begun  on  the  third  to  fifth 
day  and  soft  food  is  gradually  added ; the 
giving  of  solid  food  is  usuallv  delayed  for 
from  seven  to  ten  days.  When  the  pa- 
tient’s condition  will  permit,  the  sooner  he 
is  out  of  bed  the  better.  The  non-drainage 
cases  usually  get  out  of  bed  in  five  to  seven 
days  and  may  return  to  light  work  in  from 
two  to  three  weeks. 

These  life-saving  details  have  been  car- 
ried on  in  fifty-eight  cases  of  acute  ap- 
pendicitis which  we  have  operated  upon  in 
this  hospital  during  the  past  three  years: 
these  have  failed  us  four  times.  The  cases 
operated  upon  have  covered  every  phase  of 
acute  appendicitis  from  the  mildest  attack 
to  large  abscess.  The  leukocyte  counts  have 
ranged  from  4,800  to  37,800.  We  have 
learned  that  the  subjective  symptoms  and 
the  physical  and  blood  findings,  must  be 
correlated  in  order  to  arrive  at  a diagnosis. 

The  following  four  cases  are  interesting 


from  the  standpoint  of  the  leukocyte  count 
and  illustrate  the  importance  of  early  diag- 
nosis and  early  operation.  Early  operation 
is  not  only  a life-saving  procedure  but,  from 
an  economic  standpoint,  is  of  great  import- 
ance to  the  vast  majority  of  patients.  If 
operated  upon  early,  complications  are 
avoided  and  the  patient  is  restored  to  health 
quickly  and  is  saved  the  expense  of  long 
hospitalization. 

Case  5049,  Mr.  J.  E.  G.,  aged  41,  realtor,  was  ad- 
mitted November  15,  1924.  At  2 p.  m.  th?  patient 
was  awakened  with  pain  in  the  abdomen,  which 
increased  severity.  Pain  was  first  general  but 
localized  in  the  right  iliac  region.  There  was  a 
mark  id  tenderness  and  rigidity  over  the  right 
iliac  region.  The  patient  was  seen  five  hours  after 
onset  of  pain.  Leukocyte  count  29,900;  polynu- 
clears  94  per  cent.  Operation  was  performed  one 
hour  later  by  inversion  method,  which  revealed  a 
much  enlarged  edematous  appendix.  Abdomen 
was  closed  without  drainage.  Patient  was  up  on 
the  sixth  day;  left  the  hospital  on  the  eighth  day, 
cured. 

Pathological  findings:  Section  showed  diffuse 

polynuclear  infiltration  area  with  necrosis. 

Case  6S26,  Mr.  H.  W.,  aged  56,  cook,  was  admit- 
ted March  18,  1925.  Twenty-four  hours  previous 
to  admission,  patient  was  seized  with  pain  in  the 
lower  right  quadrant  of  the  abdomen,  became 
nauseated  and  vomited.  The  pain  was  generalized 
at  first  but,  after  three  hours,  localized  in  the 
lower  right  iliac  region.  Had  no  medical  attendant 
until  shortly  before  he  was  admitted  to  hospital. 
Examination  revealed  a marked  rigidity  and  ten- 
derness over  the  entire  abdomen,  most  marked 
over  the  right  iliac  region.  Temperature  was  100; 
pulse,  120;  the  leukocyte  count  was  4,800,  with 
polynuclears  94  psr  cent.  Operation  revealed  a 
ruptured  gangrenous  appendix  with  large  amount 
of  fluid  in  abdomen.  Appendectomy  by  inversion 
method  was  performed.  Abdomen  was  closed  with 
drainage.  Patient  made  a most  satisfactory  recov- 
ery and  left  the  hospital  April  6,  1926,  cured. 

Pathological  findings:  Section  showed  diffuse 

inflammatory  infiltration  and  necrosis. 

Case  8385,  Mr.  E.  S.  Y„  aged  47,  rancher,  was 
admitted  January  1,  1926.  Patient  dates  trouble 
back  about  two  mouths,  when  he  had  a severe 
pain  in  the  right  side.  Physician  made  a diagno- 
sis of  appendicitis  and  advised  operation,  which 
was  refused.  Patient  was  in  bed  three  days  dur- 
ing this  illness.  Two  days  previous  to  entering 
the  hospital,  patient  had  severe  pain  in  the  right 
side  and  his  physician  advised  him  to  enter  the 
hospital  for  immediate  siurgieal  treatment.  This 
advice  was  not  taken  and  it  was  not  until  the  pain 
was  excruciating  that  he  consented  to  operation. 
Examination  of  the  abdomen  showed  it  to  be 
markedly  distended,  with  generalized  muscle  rigid- 
ity and  tenderness  most  marked  over  the  right 
iliac  region.  Diagnosis  of  acute  appendicitis  with 
probable  rupture  was  made.  The  leukocyte  count 
was  35,800  with  polynuclears  88  per  cent.  Opera- 
tion repealed  a large  gangrenous  appendix  filled 
with  pus  and  a large  amount  of  exudate  on  the 
intestine  adjacent  to  the  appendix.  The  ligation 
and  drop  method,  leaving  the  stump  free,  was  used, 
as  the  hfad  of  the  cecum  was  too  edematous  for 
purso  string  suture.  Abdomen  was  closed  with 
drainage.  Patient  made  an  exceedingly  satisfac- 
tory convalescence  and  left  hospital  February  4, 
1926. 
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Pathological  findings:  Appendix  covered  with 

plastic  exudate.  Section  showed  diffuse  polynu- 
clear infiltration  and  there  was  extensive  necro- 
sis. 

Case  5941,  Mr.  E.  A.,  aged  20,  was  admitted  Aug- 
ust 20,  1924. 

History:  No  hereditary  diseases  in  family  his- 
tory; mother’s  health  is  fair;  father  deceased, 
cause  unknown;  patient  had  four  brothers  and  two 
sisters,  all  in  good  health.  Patient  has  had  all 
usual  diseases  of  childhood,  made  a good  recov- 
ery; tonsillectomy  three  years  ago;  and  has  pul- 
monary tuberculosis.  Patient  suffered  severe  pain 
for  four  days  in  the  lower  portion  of  right  ab- 
domen, with  vomiting  and  constipation.  Pain  be- 
came much  worse  and,  on  the  date  of  admission, 
he  was  unable  to  arise  from  bed. 

Chest  findings:  Anterior  and  posterior  vocal 

fremitus;  prolonged  expiration  of  upper  and  mid- 
dle lobes;  faw  rales  at  apex  both  anterior  and 
posterior;  plastic  pleurisy  at  base  .extending  around 
right  lung  to  left  chest,  anterior.  Increased  vocal 
fremitus;  prolonged  expiration;  delayed  resonance 
from  fourth  rib  to  apex;  rales  over  the  entire 
lung  from  base  to  apex;  posterior  much  the  same 
condition,  rales  over  entire  lung. 

Examination  showed  marked  rigidity  over  en- 
tire abdomen,  tenderness  over  the  lower  portion 
of  the  right  iliac  region,  with  a definite  fixed  mass. 
Incision  over  the  center  of  the  mass  revealed  a 
large  abscess  from  which  a concretion  was  re- 
moved. Appendix  was  not  sought  for.  barge 
drainage  tubes  were  inserted.  Patient  had  a 
stormy  convalescence  but  made  a satisfactory  re- 
covjry  and  left  hospital  November  24,  1924. 

DISCUSSION 

DR.  A.  M.  TUTHILL: — Acute  Appendicitis  is  like 
any  other  acute  operation,  the  main  point  being 
to  get  in  and  get  the  appendix  out  with  as  little 
harm  as  possible.  Thera  is  one  point  on  which 
no  one  has  laid  any  particular  stress  and  that  is 
the  triangle  of  hypersensitiveness  in  acute  ap- 
pendicitis; this  runs  from  the  umbilicus  to  the 
crest  of  the  ilium,  from  there  to  the  right  pubic 
spina  and  back  to  the  umbilicus.  Elicit  the  hyper- 
sensitiveness by  picking  up  the  skin  with  force: 
the  very  moment  you  grab  that  area,  if  the  appen- 
dix is  in  that  triangle,  the  patient  will  not  let  you 
make  any  mistake  and  his  hand  will  grab  yours. 
If  you  find  this  area  of  acute  hyparsensitiveness 
of  the  skin,  everything  else  pointing  to  a surgical 
condition,  it  is  almost  certain  that  you  have  acute 
appendicitis.  Have  found  this  sign  in  three  cases 
since  reading  the  articles  of 
and  Livingstons. 

I do  not  think  it  matters  whether  you  cover  the 
stump  or  not;  I usually  do  not,  but  that  is  a per- 
sonal preference.  We  can  lay  more  stress  on  Mur- 
phy’s old  sequence  of  symptoms  than  perhaps  any 
other  picture  ws  have;  first,  pain;  second,  nausea; 
third,  temperature. 


ANESTHESIA  IN  ACUTE  APPENDICITIS 

S.  I.  BLOOMHARDT,  M.  D„  Phoenix,  Ariz. 

The  choice  of  the  anesthetic  to  be  used 
in  different  surgical  procedures  is  rather 
interesting  and  certainly  one  of  very  great 
importance.  With  all  the  complications, 
both  medical  and  surgical,  the  personal 
equation  of  the  patient,  the  nervous  tem- 
perament and  peculiar  idiosyncrasy  of 
every  individual  to  be  considered,  the  choice 


gives  surgeon  and  anesthetist  all  the  op- 
portunity in  the  world  to  display  their 
judgment — and  what  a valuable  asset  to 
one  of  our  profession  is  judgment!  How 
often  we  see  the  man  with  clever  tongue  or 
nimble  fingers  do  his  little  immediate  job 
so  well ! Then  we  get  to  thinking  of  his 
judgment  in  doing  just  what  he  did,  and  of 
his  results,  and  we  wonder. 

I shall  not  go  into  detail  about  the  ad- 
vances made  in  anesthesia  during  the  past 
ten  or  fifteen  years,  but  I can  say  that  we 
do  not,  as  yet,  have  a perfect  anesthetic 
and  I am  sorry  that  we  do  not,  but  hopeful 
that  in  the  near  future  we  may  have. 

Chloroform  has  been  practically  aban- 
doned in  this  country,  for  its  dangers  are 
well  known.  Ether  is  no  longer  considered 
the  ideal  anesthetic  for  the  general  surgeon, 
because  pulmonary  and  gastro-intestinal 
complications  after  operation  are  frequent 
and  so  often  disastrous  to  convalescence  or 
even  recovery.  Besides,  its  taste,  smell  and 
post-operative  effects  are  obnoxious  to  the 
patient.  Its  administration  to  the  badly  in- 
jured or  seriously  ill  patient  requiring  a 
major  operation,  may  be  the  deciding  fac- 
tor of  danger  and  its  use  in  minor  surgery 
is  certainly  no  longer  justifiable.  In  fact, 
it  has  gotten  to  the  point  where  the  public, 
in  many  localities,  have  been  educated  and 
will  not  consent  to  its  use,  and  the  patient 
comes  to  the  surgeon  questioning  about 
the  kind  of  anesthetic  which  is  to  be  ad- 
ministered. It  is  a standing  joke  among 
the  surgeons  of  New  York  whose  patients 
are  among  the  wealthiest,  that  the  average 
patient  will  permit  any  one  of  a dozen  sur- 
geons to  operate,  but  demands  and  will  have 
none  other  than  one  anesthetist.  Inci- 
dentally, his  fee  is  $500  or  nothing. 

Nitrous  oxide  and  oxygen  anesthesia  has 
supplanted  ether  in  many  clinics,  for  its  ad- 
vantages over  ether  are  many.  However  it 
may  be  a very  dangerous  anesthetic  in  un- 
skilled and  untrained  hands,  for,  unques- 
tionably, there  have  been  many  deaths 
which  may  be  attributed  to  its  use.  But, 
statistically,  it  has  been  shown  that  the 
high  mortality  has  been  due  to  its  use  by 
the  untrained  man.  As  a profession  we 
are  too  prone  to  do  this — just  deciding  that, 
since  we  can  give  ether,  or  perhaps  chloro- 
form, we  also  can  give  nitrous  oxide  and 
oxygen.  The  result  is  that  this  man  or 
that  tries,  and  he  does  not  know  his  ma- 
chine, his  narrow  margin  between  life  and 
death. 

And  then  we  have  ethylene,  the  last  of 
our  gases  to  be  used  generally,  although  it 
was  first  used,  I believe,  some  forty  years 
ago.  Gwathmey  has  shown — and  I believe 
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the  other  ieading  anesthetists  agree — that 
the  margin  of  safety  afforded  by  ethylene 
is  greater  than  that  of  nitrous  oxide  and 
oxygen,  nitrous  oxide  and  oxygen  plus 
ether,  or  ethef  alone.  Relaxation  is  rather 
difficult  to  obtain  with  nitrous  oxide  and 
oxygen,  easier  with  ethylene.  Iu  1923,  Drs. 
Luckhardt  and  Carter,  after  much,  experi- 
menting with  ethylene  gas,  suggested  its 
use  as  a surgical  anesthetic.  Dean  Lewis 
and  W.  E.  Brown,  I think,  were  the  first 
to  employ  it,  believing  it  to  be  a safe  and 
satisfactory  anesthetic.  And  then,  as  with 
so  many  new  things,  we  became  over-en- 
thusiastic and  at  last  thought  we  had  the 
perfect  anesthetic.  It  is  not  that,  but  a 
very  valuable  addition  to  what  we  have  had 
in  the  past.  The  gas  was  known  to  be  very 
explosive,  and  this  was  emphasized  by  the 
early  workers.  There  have  been  Some  ex- 
plosions which  were  due  to  carelessness  and 
some  due  to  static  spark,  which  was  little 
understood  at  first,  and  no  safeguards  were 
employed  in  the  machines  to  cope  with  this 
danger.  The  modern  gas  machines  are 
made  to  carry  off  the  static  electricity  and 
ground  it,  so  that  the  danger  of  an  explo- 
sion from  the  static  spark  is  nil.  It  is  un- 
safe to  use  a cautery  or  free  flame  of  any 
kind  in  the  operating  room  during  the  ad- 
ministration of  ethylene.  Another  objec- 
tion to  its  use  is  its  disagreeable,  sweetish, 
sorghum  odor.  We  get  around  this  by 
starting  and  finishing  the  anesthetic  with 
nitrous  oxide  and  oxygen.  The  operating 
team  and  nurse  soon  become  accustomed  to 
it.  Different  patients  react  differently  to 
it  as  to  post-operative  effects,  and  it  is  an 
open  debate  as  to  the  amount  of  post-opera- 
tive toxicity  in  comparing  nitrous  oxide  and 
oxygen,  and  ethylene.  The  personal  equa- 
tion of  the  administrator  and  the  economic 
equation  both  have  influence,  because,  by 
rebreathing  a great  deal,  we  can  adminis- 
ter the  gas  more  cheaply  but  with  more 
toxicity.  The  advantages  are  many:  the 
ease  and  quickness  of  induction,  the  prompt 
awakening  after  operation,  relaxation 
which  will  permit  major  abdominal  opera- 
tions and  the  reduction  of  fractures  of  long 
bones  and  dislocation  of  larger  joints. 
Sometimes  ether  must  be  added  to  get  this 
to  the  full,  but  a cooperation  between  an- 
esthetist and  surgeon  is  most  important  to 
get  this  deep  relaxation.  Ethylene  does 
not  stimulate  the  respiratory  center  and, 
hence,  the  respirations  are  smooth  and  reg- 
ular and  resemble  those  of  normal  sleep. 
The  skin  is  closed  and  dry  and  the  patient’s 
color  remains  good  if  the  proper  mixture  is 
used.  There  is  no  extensive  secretion  of 
mucus  during  the  period  of  anesthesia.  The 


awakening  from  ethylene  anesthesia  is 
prompt  and  without  too  much  excitement. 
As  it  has  very  little  effect  upon  the  blood 
pressure  it  is  especially  valuable  as  an  an- 
esthetic for  the  badly  injured.  I have  eluci- 
dated a little  fully  on  ethylene  because  it  is 
the  newest  gas.  Personally,  I prefer  that 
the  surgeon  make  the  choice  of  gas,  and  I 
frequently  find,  when  one  does  not  give  the 
desired  results  in  a patient  that  the  other 
will. 

As  to  local  anesthesia,  the  idea  of  per- 
forming painless  operations  on  a conscious 
patient  is  probably  as  old  as  any  other  mod- 
ern development.  The  recent  wide-spread 
use  of  local  anesthesia  is  based  on  the  dis- 
covery of  the  anesthetic  properties  of  co- 
caine (well  known  to  Indian  healers),  its 
isolation  from  cocoa  leaves  and  its  first  use 
in  eye  surgery  by  Roller  in  1884.  This  date 
marks  the  beginning  of  rapid  development, 
mainly  in  two  directions:  The  technique 
was  evolved  step  by  step;  careful  anatomi- 
cal studies  revealed  exact  landmarks  for  ap- 
proaching nerve  trunks;  methods  of  infil- 
tration, peripheral  and  central  nerve  blocks 
were  described.  The  development  of  the 
pharmacological  side  of  the  question  has 
not  been  so  rapid  and  is  by  no  means  com- 
plete. Yet  important  steps  may  be  noted 
here.  Cocaine,  except  for  surface  anes- 
thesia, has  been  replaced  by  the  much  less 
toxic  novocain.  The  object  of  further  de- 
velopment would  be  to  find  a still  less  toxic 
and  more  active  anesthetic,  that  will  allevi- 
ate post-operative  pain  for  at  least  the  first 
hours  after  operation.  But  in  local  anes- 
thesia we  should  have  the  patient’s  age  and 
psychic  state,  in  addition  to  the  absence  of 
localized  or  generalized  infection,  to  con- 
sider. Its  advantages  are:  the  diminution 
of  post-operative  pulmonary  complications ; 
the  absence  of  heart,  liver  and  kidney  dam- 
age; the  diminution  of  gastro-intestinal  and 
bladder  paralysis ; and  the  possible  co-oper- 
ation of  the  patient.  But  will  you  not 
agree  with  me  that  the  relationship  be- 
tween local  and  general  anesthesia  is  not 
that  of  rivalry?  We  are  so  prone  to  be- 
come the  slaves  of  a hobby  or  set  idea;  but, 
after  all,  the  brand  of  a big  man  in  contra- 
distinction to  the  small  man,  is  broad  mind- 
edness and  common  sense.  Both  local  and 
general  anesthesia  have  their  advantages  in 
certain  types  of  patients  and  certain  re- 
gions of  the  body,  and,  surely,  they  can  be 
combined  to  a great  advantage,  especially 
in  abdominal  surgery. 

Thus  we  have  had  a rather  sketchy  re- 
view of  our  more  used  anesthetics  of  the 
present  period.  Now,  given  an  acute  lower 
right-sided  abdomen ; the  patient  already 
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somewhat  toxic;  the  muscles  in  their  char- 
acteristic rigid  spasm ; the  intestine,  with 
its  characteristic  natural  knowledge  of  pro- 
tectiveness, quieter  than  usual  (unless  some 
over  ambitious  doctor  has  administered 
salts  or  oil,  or  both)  : what  procedure 

should  we  follow  in  regard  to  choice  of  an- 
esthetic? The  patient  has  suffered  great 
pain,  is  nervous  and  apprehensive,  and  may 
not  be  a good  subject  for  purely  local  an- 
esthesia. We  know  the  dangers  of  chloro- 
form. Ether  is  unpleasant,  is  very  toxic, 
has  a tendency  to  cause  post-operative  pul- 
monary and  gastro-intestinal  complications 
(particularly  the  latter  because,  to  begin 
with,  the  gastro-intestinal  tract  has  been 
grossly  insulted).  So  will  you  not  agree 
that  the  following  procedures  have  proved 
to  be  the  most  successful?  First,  local  an- 
esthesia if  the  patient  is  mentally  so  con- 
stituted. Second,  general  anesthesia  of 
either  ethylene  or  nitrous  oxide  and  oxy- 
gen-plus, possibly,  a little  ether  if  there  are 
no  pulmonary  complications.  Third,  even 
better,  the  general  can  be  combined  with 
an  abdominal  infiltration  of  novocain  or 
with  an  abdominal  wall  block,  which,  if 
well  done,  not  only  anesthetizes  the  inci- 
sion but  relaxes  the  rigid  and  spastic  ab- 
dominal wall.  The  general  anesthesia, 
therefore,  need  be  really  only  an  analgesia 
or  exceedingly  light  anesthesia.  About 
five-sixths  to  nine-tenths  of  the  general  an- 
esthetic is  saved  in  this  way,  you  do  not 
use  sufficient  local  to  increase  the  already 
existing  toxicity  of  an  acute  abdomen,  nor 
do  you  use  enough  general  to  endanger  the 
patient’s  life  (even  though  you  may  have 
a great  fear  of  gas  anesthesia)  nor  to  in- 
crease the  toxicity  from  the  gas.  And  con- 
sider the  shock,  whether  peripheral  nerve 
or  psychic,  and  sometimes  I think  the  lat- 
ter more  damaging  than  the  former,  at 
least,  it  is  more  lasting.  With  a local  in- 
filtration or  local  block,  you  are  cutting  off 
the  nerve  impulses,  which  nothing  but  real- 
ly a dangerously  deep  anesthesia  can  do, 
and  hence  there  is  a reduction  of  shock. 
With  the  light  gas  anesthesia  you  cut  off 
the  mental  shock — the  extreme  fear,  which 
any  of  you  doing  local  work  know,  and 
which  does  not  seem  to  harm  the  patient 
immediately  but  which  lengthens  conval- 
escence. To  be  sure,  if  you  have  the  phleg- 
matic-stoical type  of  patient,  unexcitable 
and  unemotional,  use  your  local.  Having 
been  assistant  attending  surgeon  to  several 
of  the  large  closed  staff  hospitals  back 
East,  I naturally  got  a great  many  of  the 
acute  lower  abdomens  to  do,  as  the  chiefs 
did  the  clinics  and  not  many  of  the 
emergencies.  Always  having  been  interest- 


ed in  anesthesia  along  with  the  surgical 
side,  the  resident  doctors  and  I would  study 
and  chart  and  try  the  different  anesthetics 
and  methods.  Certainly  the  combined  meth- 
od, from  the  standpoint  of  ease  of  operat- 
ing, from  the  standpoint  of  safety,  from 
the  standpoint  of  post-operative  sequelae, 
and  from  the  standpoint  of  convalescence, 
in  our  limited  judgment  seemed  to  prove 
the  best. 

In  the  series  of  acute  appendix  cases 
studied  at  this  meeting,  of  the  operative 
cases  there  were  but  two  post-operative 
pneumonias,  and  both  were  following  ether 
administration. 

SUMMARY 

1.  Anesthesia  has  taken  its  place  as  an 
important  and  exacting  part  of  surgery, 
and  the  choice  of  the  anesthetic  is  a per- 
sonal equation,  requiring  skill  and  judg- 
ment of  surgeon  and  anesthetist. 

2.  Chloroform  has  been  practically  aban- 
doned in  this  country  on  account  of  its  dan- 
gers. 

3.  Ether  is  no  longer  considered  the 
ideal  anesthetic. 

4.  The  gases  have  supplanted  ether  in 
our  better  clinics,  but,  at  times,  are  most 
effective  when  a little  ether  vapor  is  com- 
bined with  them.  The  choice  of  gas  is  of- 
ten difficult,  but  certainly  it  is  best  to  be 
equipped  with  both  so  that,  if  one  is  not 
efficacious,  the  other  may  be. 

5.  Local,  in  some  cases,  has  its  advan- 
tages; but  the  type  of  patient,  the  surgical 
condition,  and  the  region  of  the  body  to  be 
operated,  should  be  considered.  Also,  the 
skill  of  the  administration  is  an  important 
element. 

6.  Of  the  pneumonia  deaths  following 
operations  of  acute  appendicitis,  in  the 
series  studied  tonight,  both  followed  ether 
administrations. 

7.  In  acute  appendicitis  the  anesthetic 
of  choice  is  (1)  local,  either  infiltration  or 
block;  (2)  nitrous  oxide  and  oxygen,  or 
ethylene;  (3)  nitrous  oxide  and  oxygen,  or 
ethylene,  plus  ether;  (4)  possibly  prefer- 
able, gas  analgesia  with  novocain  infiltra- 
tion or  novocain  block. 

GENERAL  DISCUSSION 

DR.  G.  M.  BROCKWAY,  speaking  of  the  ob- 
servations of  the  infrequency  of  appendicitis  in  a 
very  young  children,  and  of  foreign  bodies  in  the 
appendix,  recalled  a case  where  appendix  was  re- 
moved from  a three  year  old  child  and  there  was 
a pin  protruding  from  the  end  of  the  appendix. 
He  also  spoke  of  the  possib'ilty  of  confusing  the 
symptoms  of  urinary  calculus  with  those  of  ap- 
pendicitis, reciting  a case  where  the  symptoms 
were  more  like  those  of  calculus,  with  blood  in  the 
urine  and  absence  of  muscle  rigidity  and  nausea. 
Operation  showed  a gangrenous  appendix. 
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THREE  CASES  OF  SCARLET  FEVER  OF 
UNUSUAL  INTEREST  OCCURRING  IN 
THE  SAME  FAMILY. 

J.  A.  RAWLINGS,  M.  D„  El  Paso.  Texas 

I wish  to  report  three  rather  interesting 
and  unusual  cases  of  Scarlet  Fever  that 
have  recently  come  under  my  observation : 

The  first  case  is  one  of  anaphylaxis  oc- 
curring in  a boy  of  ten,  one  of  a family  of 
eight  children,  the  eldest  sixteen  years  and 
the  youngest  nine  months.  The  family  lived 
in  a very  small  house,  where  it  was  impos- 
sible to  segregate  properly  the  sick  from 
the  well;  besides,  reduced  finances  forced 
the  mother  to  have  the  care  of  both  the 
sick  and  the  well.  The  first  case  of  scarlet 
fever  occurred  in  the  eldest  child,  a sixteen 
year  old  boy,  on  Dec.  7,  1926.  The  case  was 
then  in  the  hands  of  another  physician  who 
gave  the  boy  a curative  dose  of  scarlet  fe- 
ver antitoxin,  and  the  other  seven  children 
were  given  prophylactic  doses. 

The  boy  who  received  the  curative  dose 
had  a mild  attack  of  the  disease  without 
complications.  In  about  three  weeks,  three 
other  children  came  down,  but  had  mild  at- 
tacks. On  January  7th,  a boy  of  ten  was 
stricken  and  was  seen  by  the  attending 
physician  the  following  day.  He  appeared 
much  sicker  than  the  others,  with  a temper- 
ature of  104,  bad  throat  and  pronounced 
rash,  so  the  doctor  thought  best  to  give  a 
curative  dose.  This  was  given  at  one 
o’clock.  In  less  than  half  an  hour  the  boy 
showed  signs  of  anaphylactic  shock,  with 
great  difficulty  in  breathing,  rapid  pulse, 
cyanosis  and  signs  of  pulmonary  edema. 
The  physician  was  called  back  and,  at  once, 
gave  the  boy  a hypodermic  of  atropine,  and 
adrenalin  by  mouth.  The  boy  vomited  and 
seemed  relieved,  so  the  doctor  left  but  later 
had  a phone  message  saying  the  boy  was 
much  worse.  It  was  then  that  the  doctor 
asked  me  to  see  the  case.  We  hurried  to 
the  bedside  but  the  boy  passed  away  just 
as  we  reached  the  house.  The  length  of 
time  elapsing  between  the  giving  of  the 
antitoxin  and  death  was  a little  more  than 
three  hours.  Later,  by  questioning  the 
mother  it  was  found  that  the  boy  had  an 
attack  of  asthma  when  about  four  years 
of  age. 

The  doctor  did  not  see  the  family  again 
for  several  days,  so  that,  when  another 
child  was  taken  sick,  he  asked  me  to  take 
charge,  which  I did. 

This  case  proved  to  be  a two  and  a half 
year  old  boy  whom  the  family  thought  had 
escaped  the  disease.  When  seen,  this  child 
had  a red  throat,  some  cough  and  coryza 
and  a temperature  of  104,  but  no  rash  de- 


veloped and  on  the  second  day  the  urine 
showed  blood  macroscopically  and,  ubon  mi- 
croscopic examination,  showed  all  kinds  of 
casts,  much  blood,  and  two  plus  albumen. 
The  boy  was  having  an  acute  and  severe 
hemorrhagic  nephritis.  My  belief  is  that 
this  boy  had  a mild  case  of  scarlet  fever 
and,  in  the  absence  of  the  doctor,  had  been 
overlooked  by  the  family.  In  no  other  way 
can  I explain  the  severe  nephritis.  Under 
appropriate  treatment  he  is  now  making  a 
good  recovery. 

A fourteen  year  old  girl,  who  was  one  of 
the  three  who  had  the  disease,  as  already 
mentioned,  was  also  found  to  be  suffering 
from  a severe  nephritis  and  was  ordered  to 
bed  and  placed  on  appropriate  treatment. 
Because  she  did  not  appear  very  ill,  the 
mother  could  not  see  the  importance  of 
keeping  her  in  bed,  so,  one  day  when  the 
girl  complained  of  a severe  headache,  the 
mother  allowed  her  to  get  up  and  dress. 
In  fact,  I found  later  that  she  was  not  fol- 
lowing directions  well  at  all.  So,  on  this 
day,  about  eleven  a.  m.,  twenty-three  days 
after  her  initial  symptoms,  she  developed 
severe  convulsions  and  became  somewhat 
comatose.  My  associate,  Dr.  Harry  Leigh, 
saw  the  patient  and  gave  two  doses,  2 cc. 
each,  of  fifty  per  cent  magnesium  sulfate 
intramuscularly,  about  one  hour  apart.  This 
controlled  the  convulsions.  The  girl  was 
taken  to  a hospital  where  the  magnesium 
sulfate  was  continued  at  eight  to  twelve 
hour  intervals  for  thirty-six  hours,  with  hot 
packs  and  diuretics.  No  more  convulsions 
occurred  and  the  girl  soon  showed  marked 
improvement.  At  this  writing,  three  weeks 
later,  the  urine  is  nearly  clear  of  casts  and 
albumen.  In  the  beginning,  both  this  girl’s 
urine  and  that  of  her  younger  brother,  con- 
tained much  blood  and  albumen  with  numer- 
ous casts,  especially  granular. 

The  lessons  to  be  learned  from  these 
cases  are  several : 

(1)  The  curative  dose  of  antitoxin  is 
unquestionably  beneficial,  cutting  the  dis- 
ease down  more  than  one-half  in  time  and 
severity,  and  practically  doing  away  with 
complications ; but,  like  diphtheria  anti- 
toxin, it  must  be  given  in  the  first  forty- 
eight  hours  of  the  disease  to  be  most  ef- 
fective. 

(2)  Prophylactic  doses  protect  for  only 
a few  days,  perhaps  a week  or  ten  days  at 
best,  and  their  use  is  questionable. 

(3)  Both  curative  and  prophylactic 
doses,  in  nearly  all  instances,  cause  severe 
horse  serum  reaction,  starting  in  from  four 
to  seven  days,  sometimes  later.  This  an- 
aphylactic shock  may  be  dangerous  and 


FEBRUARY,  1927 


81 


sometimes  fatal.  In  nearly  all  cases  there 
is  a high  temperature,  marked  general 
adenitis,  arthritis,  urticaria  and  intense 
discomfort  and  itching.  Usually  these 
symptoms  are  transitory  and  pass  away 
within  two  to  five  days,  without  serious  re- 
sult. In  a very  recent  article  iust  pub- 
lished, A.  R.  Dochez  recommends  that,  be- 
cause of  these  untoward  symptoms  follow- 
ing the  prophylactic  dose,  and  because  of 
its  questionable  value,  it  is  best  to  wait 
until  the  child  shows  positive  signs  of  the 
disease  and  then  give  a curative  dose.  But 
he  also  believes  that  even  the  mildest  cases 
should  have  the  curative  dose  in  order  to 
prevent  complications. 

(4)  Mild  cases  of  scarlet  fever,  so  mild 
in  fact  that  they  are  often  overlooked,  as 
in  the  case  of  the  two  year  old  boy,  may 
be  followed  by  a severe  nephritis.  These 
types,  passing  undiagnosed  and  undetected, 
are  the  dangerous  types  that  spread  the 
disease. 

(5)  Be  guarded  in  giving  any  horse  se- 
rum antitoxin  to  any  individual  who  has 
had  the  serum  before,  or  who  has  a history 
of  hay  fever,  asthma  or  urticaria.  Give  a 
small  amount  into  the  skin  and  await  re- 
sults before  giving  the  whole  dose.  My 
experience  is  that  both  tetanus  and  scarlet 
fever  serums  produce  reactions  more  often 
and  of  a more  serious  character  than  does 
diphtheria  antitoxin. 

(6)  I believe  we  have  a most  helpful 
agent  in  magnesium  sulfate  to  be  given 
either  intravenously  or  intramuscularly  in 
the  treatment  of  uremic  convulsions  fol- 
lowing nephritis  either  of  the  ordinary  type 
or  that  due  to  pregnancy. 

(7)  In  combatting  the  anaphylaxis  due 
to  these  horse  serums  our  best  agents  are 
adrenalin  and  atropine  given  in  large  doses 
and  frequently  repeated. 

DISCUSSION 

DR.  E.  W.  RHEINHEIMER  stated  that  he  was  a 
strong  disciple  of  scarlet  fever  serum.  He  cited  a 
case  with  marked  symptoms,- — with  a temperature  of 
104.5  at  11  a.  m.,  when  curative  dose  was  admin- 
istered. At  8 p.  m.  temperature  was  99,  the  next 
day  normal,  and  remained  so.  In  every  case  in 
which  he  has  used  it  the  temperature  has  been  nor- 
mal the  following  day.  However,  serum  sickness  de- 
veloped in  every  case  except  one.  He  asked  the 
question,  “Should  a child  who  has  had  serum  sickness 
receive  toxin-antitoxin  for  diphtheria?” 

DR.  R.  A.  WILSON  stated  that  after  the  broad 
experience  the  City  Health  Department  has  had 
with  scarlet  fever  serum,  he  regards  it  as  absolutely 
specific  and  that  they  have  had  no  untoward  re- 
sults from  its  use.  He  has  abandoned  the  prophy- 
lactic dose.  The  City  Health  Department  has  ad- 
ministered 35,000  doses  of  toxin-antitoxin  with  no 
record  of  anaphylactic  reaction. 

DR.  HARRY  LEIGH  brought  out  that  the  serum 
albumen  in  diphtheritic  antitoxin  is  almost  entirely 
eliminated  and  that  nothing  more  than  serum  glob- 


ulin remains.  This  is  not  true  of  the  scarlet  fever 
antitoxin,  which  accounts  for  the  higher  percent- 
age of  serum  sickness  when  scarlet  fever  antitoxin 
is  used. 

DR.  E.  A.  DUNCAN  warned  against  using  anti- 
toxin in  a sensitized  patient. 

In  closing,  DR.  RAWLINGS  stated  that  he  be- 
lieves toxin-antitoxin  can  be  safely  given  to  a child 
who  has  previously  had  serum  sickness.  He  gave 
history  of  an  epidemic  of  diphtheria  in  Kansas  City 
in  1894.  During  the  epidemic  he  used  antitoxin 
for  the  first  time;  it  was  then  made  in  powder  form. 
Thirty  years  ago  he  administered  a prophylactic 
dose  of  diphtheria  antitoxin  to  his  w-ife,  and  she  is 
sensitive  to  serum  at  this  time. 

A CASE  OF  AMEBIC  CYSTITIS 

E.  B.  ROGERS,  M.  D. 

El  Paso,  Texas. 

During  the  month  of  June,  1925,  a mid- 
dle aged  bachelor  consulted  me  for  an  af- 
fection of  the  bladder.  According  to  his 
history  the  trouble  had  begun  some  three 
or  four  months  previously  with  frequent 
urination,  accompanied  by  burning  pain  and 
tenesmus.  These  symptoms  had  gradually 
increased  in  severity  until  at  times  he 
would  have  to  empty  his  bladder  once  every 
fifteen  to  thirty  minutes,  night  and  day, 
and  the  tenesmus  and  pain  became  almost 
intolerable.  For  about  a month  he  had 
passed  blood  in  varying  amounts,  at  inter- 
vals large  quantities  with  some  small  clots. 

Physically,  aside  from  the  bladder  condi- 
tion, he  presented  nothing  abnormal.  The 
urine  was  alkaline,  1020,  contained  much 
albumin  and  blood  and  a smaller  amount  of 
pus.  He  had  diagnosed  his  own  case  as 
gonorrhea  and  had  been  using  drugstore 
remedies.  A slide  examination  did  not 
show  gonococci.  On  the  next  day  the  urin- 
alysis was  unchanged  except  that  there 
were  plugs  of  mucus  containing  pus,  blood 
and  triple  phosphate  crystals.  Prostatic 
massage  gave  pus,  which  did  not  show  gon- 
ococci. Cultures  from  the  prostatic  pus 
and  from  the  bladder  urine  failed  to  pro- 
duce a growth  on  agar.  Daily  specimens 
showed  a rapid  decrease  in  the  amount  ot 
blood,  and  at  the  same  time  the  pus  appar- 
ently increased  so  that  on  the  third  day 
the  blood  and  pus  were  about  equal  in 
amount.  On  the  fourth  day  the  pus  pre- 
dominated. Since  the  only  organisms  ordi- 
narily found  in  a non-fetid  pyuria,  that  fail 
to  grow  on  agar,  are  the  gonococcus  and 
the  tubercle  bacillus,  a careful  search  was 
made  for  the  latter,  but  without  result. 
Two  glass  and  three  glass  tests  all  gave 
about  the  same  amount  of  pus. 

Ten  days  after  the  first  examination 
there  was  a sudden  increase  in  the  hema- 
turia, which  subsided  like  the  one  described. 
A cystoscopic  examination  showed  only  an 
acutely  inflamed  bladder,  most  marked  in 
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the  area  of  the  trigone.  Just  within  the 
vesical  sphincter  was  a point  of  hemor- 
rhage where  arterial  blood  was  snouting  up 
like  an  artesian  well.  The  field  was  so 
quickly  obscured  that  the  possibility  of  a 
small  ulcer  could  not  be  determined.  The 
ureteral  catheterizations  gave  a trace  of  al- 
bumin on  each  side  but  no  pus  or  blood. 

The  case  was  at  first  placed  on  medicinal 
treatment;  diet,  with  increased  fluids,  hex- 
amethylene  with  urinary  acidifiers.  and 
bladder  sedatives.  It  might  be  noted  that 
sodium  benzoate  failed  and  the  urine  could 
not  be  acidified  except  with  unusually  large 
quantities  of  acid  sodium  phosphate.  After 
a few  days  local  treatment  was  begun  in 
the  form  of  daily  injections  of  one  ounce 
of  one  per  cent  protargol  into  the  bladder. 
After  about  a month  a single  clear  speci- 
men of  urine  was  obtained  but  on  the  next 
day  the  blood  and  pus  had  returned.  Dur- 
ing the  second  month  endoscopic  treatments 
of  ten  per  cent  silver  nitrate  were  applied 
once  a week  to  the  bleeding  area  at  the 
vesical  neck. 

The  subjective  symptoms  had  been  con- 
siderably relieved,  but  the  intermittent  at- 
tacks of  hematuria  persisted  and  the 
amount  of  pus  varied  greatlv  from  time  to 
time,  being  heaviest  immediately  following 
the  hematuria.  After  the  urine  had  stood 
in  a glass  for  a time  there  would  form  in 
the  bottom,  a glairy,  mucoid  clot  one-half 
to  one  inch  in  thickness  which  would  be 
white  if  only  pus  was  i resent  or  pink  to 
red  with  varying  amounts  of  blood.  Dur- 
ing a period  of  hemorrhage  the  centrifuged 
specimen  would  present  an  almost  unbroken 
field  of  red  cells.  In  three  or  four  days 
the  picture  would  change  to  pus  with  only 
a few  red  cells.  Then  the  pus  would  dimin- 
ish day  by  dav  until  the  next  hemorrhage 
came  on.  In  September,  during  a more  pro- 
tracted pyuria  stage,  there  were  noted  num- 
bers of  cells  that  had  all  the  appearance 
of  amebic  cysts.  They  were  round,  im- 
motile,  encapsulated  by  a heavv  membrane, 
and  contained  two  to  four  cell  inclusions. 
The  protoplasm  was  slightly  granular  and 
occasionally  contained  small  vacuoles. 
Stained  specimens  gave  the  typical  ap- 
pearance of  cysts  and  definitelv  excluded 
the  round  epithelial  cell  Hat  often  appears 
as  a desquamation  product  in  the  later 
stages  of  cystitis.  After  studying  speci- 
mens for  a week  in  conjunction  with  my 
office  colleagues  we  decided  that  the  cells 
were  amebae  in  the  resting  stage. 

Treatment  was  now  changed  to  a daily 
injection  of  emetine  into  the  bladder.  Be- 
ginning with  one  grain  in  one  ounce  of  ster- 
ile water  the  dose  was  increased  to  two 


grains  in  one  and  one-half  ounces  of  water 
and  continued  for  two  weeks.  The  symp- 
toms were  relieved,  and  the  pus  gradually 
diminished  until  it  disappeared  altogether. 
No  amebae  were  found  after  this  time  and 
the  urine  culture  was  still  negative.  The 
urine  remained  clear  and  the  patient  seemed 
to  be  permanently  relieved.  Some  months 
later  he  moved  to  California  and  has  not 
since  been  heard  from. 

The  diagnosis  of  amebic  infection  of  the 
bladder  has,  in  the  past,  invited  much  criti- 
cism. Dobell  in  his  work  on  “Amebae  Liv- 
ing in  Man,”  cites  twelve  cases  reported  by 
various  authors,  and  comments  unpleasant- 
ly. One  case  he  admits  as  “probably 
authentic,”  as  he  had  known  the  worker 
personally.  It  seems  as  though  he  felt  the 
condition  to  be  impossible  because  he  had 
not  personally  seen  a case.  Cases  have  now 
been  reported  by  Kartulis,  Posner,  Walton, 
Macfie,  Allen  J.  Smith,  Petzetakis  and 
others.  Amebae  have  been  found  in  almost 
every  other  part  of  the  human  body,  why 
not  in  the  bladder?  No  doubt  cases  are 
overlooked  because  of  failure  to  follow  up 
each  case  with  the  laboratory  technic  neces- 
sary to  stamp  the  condition  as  a non-bac- 
terial  infection,  which'  should  lead  one  to 
search  for  protozoa. 

Every  case  of  amebic  cystitis  should  have 
a demonstrable  etiology,  since  this  cystitis 
as  well  as  other  forms  must  be  secondary 
to  a focus  of  infection  elsewhere  in  the 
body.  The  case  here  reported  had  no  his- 
tory of  dysentery  and  no  amebae  were 
found  in  his  stool  on  a single  examination. 
However,  since  he  belongs  mentallv  with 
the  “submerged  one-tenth,”  the  history 
may  not  be  reliable.  He  lived  with  a broth- 
er-in-law who  had  had  for  years  a chronic 
amebiasis. 

The  symptoms  that  might  lead  one  to 
think  of  amebic  cystitis  are  frequency,  both 
day  and  night  (pollakiuria),  severity  of  the 
tenesmus  and  pain,  and  alternating  hema- 
turia and  pyuria.  Then  when  no  organisms 
can  be  found  in  the  stained  specimen  and 
cultures  show  no  growth,  search  should  be 
made  for  protozoa.  The  diagnosis  of  amebic 
cystitis  is  made  in  this  case  because  of 
these  symptoms  and  laboratory  findings; 
because  of  the  constant  presence  of  cells 
that  had  both  the  histological  and  the  stain- 
ing characteristics  of  endameba  histolytica; 
and  because  of  the  therapeutic  test, — the 
organism  and  the  symptoms  disappearing 
and  the  patient  recovering  after  treatment 
with  emetine.  Usually  the  treatment  has 
been  by  hypodermic  injections  of  emetine. 
I can  find  no  record  of  any  case  having 
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been  treated  by  injections  of  emetine  into 
the  bladder. 

DISCUSSION 

DR.  G.  WERLEY  asked  why  the  amebae  were  at 
the  rest  stage  in  this  case.  It  was  his  opinion  that 
the  strongest  point  in  favor  of  a diagnosis  of  amebic 
cystitis  was  due  the  fact  that  emetine  produced  the 
cure.  The  asbence  of  motile  amebae  and  the 
fact  that  all  observed  were  encysted,  strongly 
suggested  to  him  the  possibility  of  these  being  blast- 
omycetes. 

DR.  K.  D.  LYNCH  would  not  believe  that  relief 
from  emetine  treatment  proved  the  diagnosis.  The 
sudden  absence  of  pus  and  the  clear  urine  for  one 
day,  to  be  followed  by  pus  on  subsequent  days,  sug- 
gested the  possibility  of  a fistulous  communication 
between  the  bladder  and  rectum. 

MAJOR  CRAFT  believed  that  amebic  infection  of 
the  bowel  sufficient  to  produce  erosion  of  the  blad- 
der would  be  accompanied  by  sufficiently  marked 
symptoms  as  to  be  outstanding. 

DR.  F.  D.  GARRETT  stated  that  the  presence  of 
amebae  in  the  urine  was  not  conclusive  proof  that 
they  were  the  etiological  factor  in  the  cystitis,  he 
believing  that  too  much  importance  is  attached  to 
the  mere  finding  of  amebae,  as  often  more  detailed 
study  will  prove  they  are  not  pathogenic.  In  his 
work,  unless  there  are  gasto-intestinal  symptoms  he 
does  not  make  a diagnosis  of  amebiasis  on  the  mere 
presence  of  amebae  in  the  stools. 

DR.  HUGH  CROUSE  has  gotten  good  results  from 
stovarsol  and  calcium  carbonate  intravenously,  in 
amebic  cystitis. 

DR.  JAMES  VANCE  thought  there  was  an  un- 
usual amount  of  pus  present  for  so  small  a lesion  as 
Dr.  Rogers  described,  and  was  rather  inclined  to  feel 
as  Dr.  Lynch, — possibility  of  an  existing  fistula. 

DR.  E.  B.  ROGERS:  I do  not  believe  it  follows, 

as  mentioned  by  Dr.  Werley,  that  if  the  condition  in 
the  bladder  is  an  acute  process  there  should  be  found 
moving,  vegetative  amebae  in  the  pus.  I have  re- 
peatedly found  cases  of  chronic  amebic  colitis  hav- 
ing acute  exacerbations,  with  blood,  pus  and  mucus 
but  only  amebic  cysts  in  the  stools.  Half  of  the  re- 
ported cases  of  amebic  cystitis  had  only  cysts,  no 
moving  forms  having  been  found.  Of  course  the 
amebae  burrowing  in  the  mucosa  must  be  motile  but 
on  leaving  the  membrane  they  at  once  assume  the 
precystic  or  the  cystic  stage.  There  is  a possibility 
of  mistaking  the  amebic  cyst  for  blastomycetes  if 
microscopic  examination  alone  be  depended  upon. 
Even  then  some  budding  forms  should  be  found  and 
the  organism  should  be  grown  on  agar.  The  cysto- 
scopic  appearance  of  the  bladder  mucosa  should  dif- 
fer from  the  congestion  of  a simple  acute  cystitis; 
there  should  be  blastomycetic  nodules  and  thicken- 
ings of  the  mucosa  or  ulcerations.  Such  a form  of 
cystitis  has  not  been  described  apart  from  general- 
ized blastomycosis,  and  ninety  per  cent  of  these  cases 
die. 

A diagnosis  of  cystitis  due  to  amebic  cysts  will 
always  be  open  to  doubt  and  criticism.  I cannot  ex- 
plain the  rapid  changes  in  the  amount  of  pus.  Had 
it  been  due  to  a fistula,  or  the  evacuation  of  an  ab- 
scess or  diverticulm  it  would  seem  that  some  organ- 
ism, such  as  the  colon  bacillus  should  have  been  pres- 
ent. I am  sorry  that  I have  no  permanent  speci- 
mens. After  beginning  the  emetine  treatment  the 
cysts  disappeared  before  I realized  that  the  oppor- 
tunity of  getting  them  had  passed. 


YAVAPAI  COUNTY  MEDICAL  SOCIETY’S 
BI-MONTHLY  POSTGRADUATE  STUDY 

At  the  regular  bi-monthly  joint  meeting 
of  the  Yavapai  County  Medical  Society 
(Arizona),  and  the  Fort  Whipple  Hospital 
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Staff,  held  at  the  Yavapai  • Club,  Prescott, 
Ariz.,  February  1st,  the  three  groups 
showed  one  hundred  per  cent  attendance, 
as  follows: — Group  I,  Drs.  Brooks,  Allee, 
McWhirt,  DeWitt,  Seibert ; Group  II.  Drs. 
Looney,  Yount,  Loewv,  Gatterdam,  Bassett, 
McClarty,  Matschke ; Group  III.  Drs.  Bene- 
dict, Southworth,  Allen,  Carhart,  Jones, 
Devine,  Flinn.  Drs.  Buck,  Herrick  and 
Rene  were  judges. 

Group  II  had  been  assigned  Cabot’s  Case 
No.  12493  (Boston  M.  & S.  Jour.,  Dec.  9, 
1926). 

Group  III  had  been  assigned  Cabot’s  Case 
No.  12411,  (Boston  M.  & S.  Jour..  Oct.  14, 
1926). 

Mimeographed  copies  of  the  histories  of 
these  cases  were  distributed  to  each  mem- 
ber of  the  society  and  staff,  withholding 
the  discussions  and  the  necropsy  findings. 

On  behalf  of  Group  II.  DR.  R.  N.  LOON- 
EY read  the  history  of  their  case,  as  fol- 
lows: 

A German  widow  sixty  years  old  entered  August 
10  complaining  of  jaundice.  When  she  was  nineteen 
she  had  an  attack  of  jaundice  with  nausea  and  ab- 
dominal pain,  not  localized.  She  was  in  bed  two 
weeks  and  out  of  work  six  weeks,  with  no  severe 
pain  or  high  temperature.  When  she  was  42  she 
had  attacks  of  sharp  right  upper  quadrant  pain  of 
sudden  onset  lasting  three  hours,  accompanied  by  nau- 
sea, relieved  by  “injections.”  The  attacks  occurred 
at  any  time  of  day.  After  them  there  was  tenderness 
for  a week  or  two.  She  had  four  of  these  attacks  .in 
the  next  ten  years.  When  she  was  52  her  husband 
died  suddenly.  She  was  ill  with  another  attack,  with 
jaundice  for  the  first  time  since  the  attack  in  her 
girlhod.  After  this  she  felt  very  well  until  ten 
weeks  before  admission.  Then  she  lost  appetite, 
especially  for  meat.  When  starting  to  eat  breakfast 
she  felt  weak,  with  fullness  in  the  epigastrium  re- 
lieved by  soda,  milk  and  belching  of  gas.  Six  weeks 
before  admission  she  noticed  that  her  chest  was  yel- 
low. The  color  had  now  spread  to  her  face  and 
arms  and  had  grown  more  intense.  She  was  in  bed 
two  weeks.  For  six  weeks  she  had  had  diffic’tllt  and 
painful  micturition.  For  five  weeks  she  had  had 
edema  of  both  legs.  Four  weeks  before  admission 
she  began  to  vomit,  at  times  coffee  ground  materia1 
but  usually  greenish,  not  bloody.  The  vomiting 
occurred  especially  on  standing  up.  There  was  pain 
in  the  lower  right  quadrant,  relieved  by  moving  the 
bowels.  Her  appetite  was  poor  in  the  morning,  fair 
in  the  afternoon.  The  stools  were  loose,  yellow  and 
clay  colored.  The  belching  of  gas  and  passage  of 
gas  had  increased.  Ten  days  before  admission  her 
hemorrhoids  came  outside  and  were  replaced  with 
great  difficulty.  She  was  more  dyspneic  than  usual. 
Two  days  before  admission  she  had  a real  chill.  For 
two  days  her  urine  had  been  reddish  brown.  F.  H. 
and  P.  H.  of  no  importance. 

Examination  showed  a well  nourished  woman  with 
deeply  jaundiced  skin  and  sclerae.  The  teeth  were 
all  false.  The  heart  and  lungs  were  normal.  There 
>vas  tenderness  in  the  left  lower  quadrant.  Pelvic 
examination  showed  a lacerated  perineum,  cystocele 
and  rectocele;  no  other  abnormalities.  Rectal  exam- 
ination showed  the  sphincter  lax,  several  inflamed 
hemorrhoids.  There  was  slight  pitting  edema  of 
both  ankles.  The  amount  of  urine  is  not  recorded, 
specific  gravity  1.010  to  1.020,  red  at  one  of  four 
examinations,  a very  slight  trace  to  the  slightest  pos- 
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sible  trace  of  albumin  ait  four  of  five,  bile  at  all  of 
five  'sediment  examinations,  occasional  leucocytes  at 
two,  occasional  red  cells  at  one.  The  blood  is  not  re- 
corded, except  leucocytes  9,000  to  10.000,  hemoglobin 
85  per  cent,  3,200,000  reds.  A Wassermann  was 
negative.  Icterus  index  90.  Bleeding  time  5 min- 
utes, clotting  time  8V2  minutes.  Van  den  Bergh  im- 
mediate reaction  was  positive.  The  stool  showed 
bile.  X-ray  showed  no  evidence  of  organic  disease  of 
the  stomach  or  duodenum.  The  stomach  emptied 
very  rapidly. 

Dr.  Chester  M.  Jones,  in  giving  his  diagnosis,  said, 
“I  am  unable  to  explain  the  left  lower  quadrant 
pain  and  tenderness.” 

The  patient  was  given  10  cubic  centimeters  of  6 
per  cent  calcium  dhloride  at  10  a.  m.  and  9 p.  m., 
August  15. 

August  16  operation  was  done.  She  made  a good 
ether  recovery  and  was  comfortable  two  days  later. 
The  drainage  was  not  excessive.  The  morning  of 
August  19  the  temperature  began  to  rise.  There 
was  profuse  drainage  of  (bile  stained  serum  from 
the  wound.  The  patient  vomited  a great  deal  that 
day  and  in  the  evening  looked  very  ill.  She  failed 
rapidly  during  the  night.  The  morning  of  August 
20  there  were  many  coarse  bubbling  rales  throughout 
both  lungs. 

The  temperature,  which  was  101  deg.  the  evening 
before  dropped  to  normal,  but  the  pulse  rose  to  110. 
That  noon  she  died. 

DR.  R.  N.  LOONEY : This  woman  was  of  the 
cancer  age.  Did  she  have  cancer  of  the  pancreas, 
bile  tract,  stomach  or  elsewhere?  Or  was  the  trouble 
due  to  gallstones  with  chronic  pacreatitis  and  septi- 
cemia following  operation?  Our  group  has  agreed 
on  a diagnosis,  which  will  be  stated  by  our  last 
speaker. 

DR.  E.  A.  GATTERDAM  presented  the  first  dis- 
cussion, summary  of  which  is  as  follows:  The  es- 

sential point  in  this  case  is  that  the  patient  is  a 
woman  of  cancer  age  with  pain  in  the  upper  right 
quadrant,  requiring  morphine  for  relief.  There  are 
a number  of  things  to  think  about,  such  as  appendix, 
kidney,  gall  bladder,  stomach,  duodenum,  liver,  and, 
in  a woman,  ovaries  and  tubes.  The  symptoms  in 
this  patient  began  in  early  life  (age  19),  with 
.jaundice  and  pain,  so  naturally  we  think  of  the 
gallbladder  and  liver.  After  several  attacks  without 
.jaundice,  she  has  another  one  (age  52)  with  pain 
and  jaundice,  possibly  another  gallbladder  attack. 
In  person  of  this  age,  pain  in  that  region  with 
tenderness  and  jaundice  probably  means  more  than 
ordinary  gallbladder  disease  or  stones;  it  is  the 
age  when  carcinoma  is  apt  to  occur.  In  recalling 
the  anatomy  of  the  gallbladder,  we  remeniber  that  it 
drains  into  the  common  duct  which  first  joins  the 
pancreatic  duct  and  then  empties  into  duodenum. 
This  is  a natural  point  for  stone  to  lodge,  and  block- 
ing the  duct  at  this  point  backs  infection  into  the 
pancreas,  resulting  in  chronic  pancreatitis. 

I once  heard  Dr.  Mayo  say  that,  given  a case  of 
this  age,  with  pain  in  the  upper  right  quadrant,  re- 
ferred to  the  back,  with  jaundice  or  vomiting  later 
followed  by  pain  and  jaundice,  he  would  make  a 
diagnosis  of  carcinoma  of  the  gallbladder  or  duct 
over  the  telephone.  In  carcinoma  of  this  region,  the 
most  common  site  is  carcinoma  of  the  stomach.  Car- 
cinoma of  the  duodenum  is  very  rare  as  a primary 
lesion.  Carcinoma  of  the  gallbladder  or  common  duct 
is  quite  common  following  repeated  atacks  of'  gall- 
bladder disease  or  lithiasis.  In  this  patient,  we  need 
to  consider  Whether  there  is  carcinoma  of  the 
stomach,  gallbladder  or  pancreas.  The  only  evidence 
of  stomach  cancer  is  the  uncertain  record  of  bloody 
vomiting.  The  x-ray  examination  was  negative  ex- 
cept for  rapid  emptying,  which  may  occur  from  irri- 


tation about  the  duodenum,  e.  g.,  duodenal  ulcer, 
gall-bladder  disease  with  adhesions,  enlargement  of 
the  head  of  the  pancreas.  The  head  of  the  pancreas, 
when  enlarged,  may  encircle  the  duodenum  or  com- 
mon duct.  There  are  probably  several  factors  in  this 
case.  It  was  apparently  considered  a surgical  case 
and  probably  operated  without  positive  diagnosis. 
The  surgeon  probably  considered  stones  to  be  pres- 
ent, with  possibly  other  complications.  He  thought 
that  removal  of  stones  would  be  indicated,  and  if 
chronic  pancreatitis  was  present,  this  would  be  bene- 
fitted,  and  if  cancer  were  found,  operation  would  do 
some  good. 

In  disease  of  the  pancreas,  we  remember  that  any 
enlargement  will  cause  obstruction  of  the  duct,  just 
as  stone  in  the  duct  would  do.  In  tumors  of  the  pan- 
creas, carcinoma  is  the  first  thought;  in  that  condi- 
tion, the  onset  is  fairly  rapid,  with  emaciation,  loss 
of  appetite,  clay  colored  stools  and  general  symptoms 
of  carcinoma;  this  patient  gives  a long  history  which 
does  not  look  like  carcinoma  of  the  head  of  the  pan- 
creas. 

Acute  pancreatitis  is  much  more  sudden  than 
this  patient’s  attacks,  with  shock,  vomiting  and  usu- 
ally death  in  a short  time.  With  regard  to  chronic 
pancreatitis,  we  look  for  this  to  follow  gallbladder 
disease,  or  blocking  of  the  duct  at  the  ampulla  of 
Vater.  In  this  case,  with  history  of  pain,  relieved  by 
injections,  and  jaundice,  it  would  be  consistent  with 
infection  of  the  gallbladder,  with  stasis,  and  then 
stone  formation.  Undoubtedly,  at  operation,  they 
found  stones  in  this  gallbladder,  with  obstruction  in 
the  common  duct. 

Hydrops  of  the  gallbladder  occurs  when  stone 
blocks  the  common  duct,  and  when  followed  by  in- 
fection, we  have  empyema  of  the  gallbladder.  There 
is  nothing  to  indicate  that  in  this  case,  except  the 
long  history. 

Have  not  said  anything  about  the  kidney,  because 
there  is  nothing  in  the  case  pointing  to  kidney  stone, 
appendicitis,  ovarian  or  tubal  disease. 

The  pain  in  the  lower  left  quadrant  brings  into 
question  the  ovary,  the  sigmoid  or  descending  colon. 
There  is  nothing  to  point  to  cancer  of  the  colon. 
Diverticulitis  is  a condition  which  we  hear  little 
about;  usually  the  x-ray  examination  reveals  it.  Do 
not  consider  the  lower  left  quadrant  symptoms  sig- 
nificant. 

Our  diagnosis,  to  be  given  by  the  final  speaker, 
rests  on  gallbladder  infection,  in  connection  with 
which  we  must  remember  gallstones  and  secondary 
pancreatitis.  We  must  also  remember  that  carci- 
noma may  stimulate  gallstones  or  that  stones  may 
lead  to  development  of  carcinoma.  The  blood  find- 
ings, showing  markedly  diminished  red  cells  and 
practically  normal  hemoglobin  occurs  in  carcinoma 
as  well  as  pernicious  anemia. 

DR  BASSETT  continued  the  discussion;  his  re- 
marks, summarized,  were:  Given  a young  woman 

with  gall  stone  colic  and  repeated  attacks  during  the 
following  years,  we  must  expect  a certain  amount  of 
pathology  in  the  bile  tract.  We  have  such  a case; 
the  history  tells  us  that  much  and  whether  or  not 
the  immediate  condition  is  an  afermath  of  the  previ- 
ous attacks  is  to  be  determined. 

Infectious  jaundice  is  not  a grave  disease;  it  is  a 
mild  condition  responding  readily  to  treatment,  but 
it  leaves  behind  a fertile  field  for  further  trouble. 
Presuming  this  woman  to  have  had  an  infectious 
jaundice  and  subsequent  attacks  of  biliary  colic,  we 
assume  that  she  has  an  infected  gallbladder  with 
stones,  cholangitis  and  possibly  chronic  pancreatitis. 
It  would  not  be  unreasonable  to  assume  some  cirrho- 
sis of  the  liver  as  a result. 

The  woman  comes  in  with  history  of  having  been 
previously  sick  for  several  weeks;  she  was  deeply 
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jaundiced  with  icteric  index  of  90,  completely  sat- 
urated with  bile.  A condition  like  that  cannot  exist 
very  long  without  anemia  which  she  had  to  a marked 
degree;  bile  acids  in  the  circulation  result  in  a grave 
anemia  frequently  fatal;  they  have  hemolytic  action, 
and  not  infrequently  produce  a picture  like  pernicious 
anemia.  As  a further  result  of  biliary  acids  in  +he 
blood  we  have  also  explanation  for  the  edema  of  the 
extremities  and  the  painful  micturition,  this  latter 
condition  resulting  from  the  irritant  effect  upon 
the  bladder  of  the  bile  acids  excreted  in  the  urine. 
Icterus  may  or  may  not  cause  itching;  this  patient 
had  no  itching.  They  had  to  choose  between  hemo- 
lytic or  obstructive  jaundice;  they  performed  Van 
den  Bergh’s  reaction  which  indicated  obstructive 
jaundice  and  they  proceeded  to  operate.  Whether  the 
obstructive  jaundice  is  due  to  gallstones  or  not,  we 
cannot  say.  It  may  result  from  repeated  attacks  of 
cholecystitits,  which  this  woman  had.  We  cannot 
exclude  carcinoma. 

DR.  LOEWY  presented  final  conclusions: 
It  has  been  truly  said  that  persons  seldom  die 
from  what  ails  them.  We  consider  that  this  woman 
has  had  gallbladder  disease  for  18  vears.  At  the 
age  of  42,  she  suffered  attacks  without  jaundice; 
gall  stone  blocks  the  passage  and  she  comes  in  at 
60  with  obstruction;  whether  it  is  stone  or  tumor 
cannot  be  definitely  differentiated.  You  may  have 
carcinoma  a long  time  and  have  it  light  up  following 
infection.  We  can  rule  out  stomach  and  duodenal 
lesions.  Lesion  of  the  head  of  the  pancreas  should 
be  palpable. 

Our  diagnosis  is  obstruction  due  to  cholelithiasis, 
with  cholangitis  and  pancreatitis,  but  carcinoma  can- 
not be  definitely  ruled  out. 

DR.  W.  E.  McWHIRT  then  read  the  following 
discussion  aud  autopsy  report,  from  the  Boston  Med. 
& Surg.  Jour,  of  Dec.  9,  1926: 

Discussion 

BY  ERNEST  M.  DALAND,  M.  D. 

We  notice  that  this  woman  complained  of  jaundice; 
she  did  not  complain  of  pain. 

That  attack  at  nineteen  was  apparently  an  infec- 
tious jaundice,  which  probably  had  nothing  to  do 
with  the  present  condition. 

Apparently  these  attacks  of  pain  were  due  to  gall- 
stones. 

I do  not  know  that  “especially  for  meat”  means 
anything.  It  does  not  to  me. 

This  is  a rather  peculiar  story,  that  she  had  this 
epigastric  distress  at  the  time  of  eating,  but  it  was 
relieved  by  milk. 

From  her  history  we  have  a woman  who  apparent- 
ly had  an  infectious  jaundice  as  a girl,  who  had 
had  numerous  attacks  of  right  upper  quadrant  pain 
sufficient  to  require  injections,  probably  morphia. 
She  had  had  jaundice  once  before  during  one  of  the 
attacks.  The  present  attack  had  been  on  for  six 
weeks,  beginning  with  jaundice.  There  is  not  much 
said  about  pain  along  with  the  jaundice.  She  had 
some  gastric  upset,  a certain  amount  of  epigastric 
distress. 

I cannot  connect  up  the  urinary  symptoms  with 
the  rest  of  the  story  from  anything  I have  heard 
so  far. 

Apparently  these  hemorrhoids  were  not  due  to  any- 
thing higher  up,  because  rectal  examination  was 
negative.  The  fact  that  she  had  had  these  hemor- 
rhoids come  out  and  that  they  had  been  replaced 
with  difficulty,  the  fact  that  she  had  edema  of  the 
ankles,  would  point  to  some  backing  up  of  the  cir- 
culation in  the  lower  part  of  the  abdomen. 

She  has  a slight  secondary  anemia. 

The  icterus  index  is  very  high.  This  examina- 
tion all  points  towards  an  obstructive  jaundice 
rather  than  a hemolytic  jaundice. 

DR.  JOHN  D.  CAMP:  These  films  show  no  defi- 
nite change  that  is  significant.  There  is  a de- 


formity in  the  first  portion  of  the  duodenum,  which 
if  we  were  to  rely  altogether  on  the  films  I think 
should  say  was  an  ulcer.  This  was  supplemented  by 
fluoroscopic  examination;  and  the  deformity  pres- 
ent on  the  films  was  probably  not  constant,  as  we 
have  this  negative  report.  That  illustrates  why  we 
should  not  rely  on  x-ray  films  alone. 

DR.  DALAND:  This  woman  had  obviously  had 

gallbladder  disease  in  previous  years,  and  I think 
that  the  most  likely  diagnosis  in  view  of  that  is 
that  she  had  a stone  in  the  common  duct.  She  did 
not  complain  of  much  pain  during  the  six  weeks  that 
she  had  this  jaundice.  I think  patients  are  pretty 
apt  to  have  pain  at  the  time  the  stone  goes  down  in- 
to the  common  duct. 

The  other  possibilities  are  a carcinoma  of  the  gall- 
bladder or  a malignancy  of  the  head  of  the  pancreas. 

The  patient  had  a chill  two  days  before  she  came. 
That  might  indicate  some  reaction  in  the  liver  such 
as  would  be  given  with  a cholangitis.  She  had  a nor- 
mal white  count,  so  that  it  is  not  apaprent  that  she 
had  any  severe  gall  bladder  infection. 

I think  probably  she  had  stone  in  the  common  duct. 

I doubt  very  much  that  she  would  have  been  ex- 
plored so  quickly  if  they  had  thought  they  were 
going  to  find  malignancy. 

DR.  DALAND’S  PRE-OPERATIVE  DIAGNOSIS 

Stone  in  the  common  duct. 

PRE-OPERATIVE  DIAGNOSIS 

Stone  in  common  duct. 

OPERATION 

Gas-ether.  A seven-inch  incision  over  the  gall- 
bladder. The  gallbladder  was  distended  and  slight- 
ly thickened,  but  contained  no  stones.  The  stomach 
was  normal.  The  kidneys  and  spleen  felt  normal. 
There  was  a definite  hard  swelling  of  the  head  of 
the  pancreas,  and  the  body  and  tail  of  the  pancreas 
were  slightly  swollen.  No  stones  were  felt  in  the 
common  duct.  “The  diagnosis  is  obviously  carci- 
noma of  the  head  of  the  pancreas.”  A cholecysto- 
gastrostomy  was  done  in  the  same  method  as  a 
gastroenterostomy,  using  two  posterior  and  three 
anterior  layers  of  number  0 continuous  catgut.  One 
cigarette  wick. 

CLINICAL  DIAGNOSIS  (FROM  HOSPITAL  RECORD) 

Carcinoma  of  the  pancreas. 

Peritonitis? 

Cholecystgastrostomy. 

DR.  ERNEST  M.  DALAND’S  DIAGNOSIS 

(1)  Stone  in  the  common  duct. 

(2)  Carcinoma  of  the  pnacreas? 

ANATOMICAL  DIAGNOSIS 

1.  Primary  fatal  lesion. 

Red  atrophy  of  the  liver. 

2.  Secondary  or  terminal  lesion 

Icterus. 

Hemorrhage  into  lung  tissue  involving  a large- 
portion  of  each  lung. 

Hemorrhage  edema  of  the  lungs. 

Slight  arteriosclerosis. 

3.  Historical  landmarks 

Slight  chronic  pleuritis,  right. 

Obsolete  tuberculosis  of  a bronchial  gland. 

Operation  wound. 

DR.  RICHARDSON : There  was  a well-marked 
general  icterus.  In  the  peritoneal  cavity  there  was 
a small  amount  of  thin  bloody  fluid  but  no  peri- 
tonitis. The  appendix  was  negative.  The  esophagus 
was  negative. 

The  gallbladder  was  securely  united  with  the 
stomach  at  a point  about  four  centimeters  above  the 
pylorus.  The  part  was  in  good  condition,  and  the 
opening  between  the  gallbladder  and  the  stomach 
was  patent.  The  gallbladder  itself  contained  but 
little  bile.  The  mucosa  was  smooth  and  the  bile- 
ducts  were  free  and  negative.  The  intestines  showed 
moderate  congestion. 
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The  pancreas  macroscopically  showed  a defi- 
nite lesions.  There  was  no  deformity  and  grossly 
there  was  no  evidence  of  new  growth.  Microscopically 
the  oi-gan  was  negative. 

The  spleen  weighed  170  grams;  the  tissue  was 
dark  brown  red,  elastic,  congested.  The  adrenals,  kid- 
neys, uterus  and  adnexa  were  negative. 

Head.  The  meninges  and  vessels  of  Willis,  the 
middle  ears,  pineal  and  pituitary  glands  were  nega- 
tive. and  the  brain,  which  weighed  1434  grams, 
showed  no  lesions. 

The  trachea  and  bronchi  cointained  much  bloody, 
frothy  fluid.  The  apices  of  the  lungs  were  nega- 
tive. There  were  no  areas  of  consolidation,  but  the 
tissues  of  each  lung  over  large  areas  was  dark  to 
blackish  red  and  markedly  infiltrated  with  blood. 
Large  areas  then  of  the  lung  tissue  showed  hemor- 
rhage. The  remaining  portion  of  the  lung  tissue 
showed  hemorrhagic  edema.  Hemorrhage  of  the 
lung,  presumably  associated  with  the  icterus. 

The  heart  was  negative.  The  aorta  and  great 
branches  showed  a very  moderate  amount  of  fibrous 
sclerosis. 

The  liver  weighed  only  760  grams.  That  is  pretty 
small  for  a liver — about  half  size.  It  was  fairly 
symmetrical.  There  were  a few  adhesions  between 
the  upper  part  of  the  right  lobe  and  the  diaphragm, 
these  somewhat  vascular.  The  surface  generally 
finely  to  coarsely  granular  with  areas  where  it  was 
fairly  smooth.  The  tissue  generally  was  leathery 
and  was  bile  stained.  The  section  surfaces  were 
generally  granular,  with  areas  where  they  were 
dark  reddish,  fairly  smooth  and  rather  elastic.  The 
anterior  margin  of  the  liver  was  rounded  and  finely 
to  coarsely  granular.  And  there  we  have  a mixed 
picture,  in  some  places  resembling  cirrhosis  and  in 
others  a late  stage  of  a toxic  or  infectious  hepatitis. 
Macroscopically  it  certainly  suggested  that  it  might 
be  a late  stage  of  toxic  or  infectious  hepatitis  and 
microscopically  it  was  considered  to  belong  to  the 
so-called  yellow  atrophy  group,  late  stage. 

DR.  CABOT:  There  is  no  organ  of  the  body  in 
which  I have  seen  such  frequent  disagreements  be- 
tween surgeons  and  pathologists  as  the  pancreas. 
We  are  always  hearing  the  surgeon  found  this  or 
that  in  the  pancreas,  and  when  we  come  to  necropsy 
Dr.  Richardson  refuses  to  find  it. 


Group  III  discussed  the  following  case  record, 
taken  from  the  Boston  Med.  & Surg.  Jour,  of  Oct. 
14,  1926: 

A widowed  American  laundress  61  years  old  en- 
tered August  18  for  the  first  time  complaining  of 
hematemesis. 

Seven  months  before  admission  she  suddenly  felt 
nauseated  one  evening  and  then  brought  up  a fair 
amount  of  bright  red  blood.  By  the  advice  of  her 
physicion  she  rested  a week.  Then  she  went  back 
to  work.  Two  months  before  admission  she  had 
a second  similar  attack  with  less  blood,  only  half 
a pint  and  no  nausea  or  feeling  of  weakness.  She 
went  back  to  work  after  two  days.  Eighteen  days 
before  admission,  soon  after  being  awakened  by  a 
fire  alarm  in  the  night,  she  brought  up  two  quarts 
of  bright  red  blood.  She  felt  weak  for  a few  days. 
Since  that  time  she  had  been  resting,  but  had  no 
other  symptoms.  With  one  of  the  hemorrhages  she 
had  a “light”  feeling  in  her  head.  She  had  tarry 
stools  for  two  or  three  days  after  all  the  hemor- 
rhages, but  at  no  other  time. 

Her  mother  died  of  heart  trouble  in  old  age.  Her 
first  husband  died  of  consumption  after  tour  years 
illness.  The  patient  had  never  had  children.  All 
her  life  she  had  been  quite  healthy.  She  passed  the 
menopause  with  no  trouble  at  the  age  of  46.  Her 
weight  had  been  205  pounds  for  the  last  ten  years 
and  was  203  eighteen  days  before  admission. 

Examination  showed  a very  obese  woman  with 


clear  pale  skin  and  marked  pallor  of  the  mucous 
membranes  especially  the  mouth.  At  the  left  apex 
posteriorly  there  was  distant  bronchial  breathing. 
Voice  sound,  no  resonance,  not  increased.  Tactile 
fremitus  diminished.  The  apex  impulse  of  the  heart 
was  not  found.  The  heart  was  enlarged  at  the  arch 
and  in  all  directions  except  downward.  Percussion 
accuracy  was  impossible.  The  aortic  second  sound 
was  accentuated  and  snapping.  There  was  a sys- 
tolic murmur  over  the  left  sternum,  loudest  at  the 
aortic  area.  The  heart  sounds  were  distant.  The 
blood  pressure  was  190/100-165/90.  The  liver  edge 
was  felt  two  centimeters  below  the  costal  margin. 
There  was  a mass  (spleen?)  descending  with  in- 
spiration in  the  left  upper  quadrant  4 centimeters 
below  the  costal  margin.  A rounded  pole  like  the 
spleen  or  kidney  presented.  At  pelvic  examination 
on  the  table  the  uterus  filled  the  left  fossa.  It  was 
not  tender,  but  seemed  larger  than  normal.  (Fibroid)  ? 
Inspection  showed  a normal  os.  The  fingers  showed 
Heberden’s  nodes.  The  pupils  and  reflexes  were 
normal.  Fundus  examination  showed  normal  discs, 
sclerosis  of  the  vessels,  a small  area  of  hemorrhage 
and  exudate  in  the  nasal  side  of  the  right  disc. 

The  amount  of  urine  is  not  recorded.  The  specific 
gravity  was  1.021  to  1.020.  The  sediment 
showed  many  leucocytes  at  all  of  these  examinations, 
rare  red  cells  at  one.  Renal  function  30  per  cent, 
polynuclears  70  to  49  per  cent,  reds  2,800,000  to 
4,100,000,  marked  achromia,  some  anisocyfosis  and 
poikilocytosis,  no  stippling  or  polychromatophilia ; 
platelets  seemed  decreased  in  one  of  four  smears, 
slightly  increased  in  two  later  stained  with  cresyl 
blue.  Reticulated  cells  .5  to  1 per  cent.  Clotting 
time  6-9  minutes.  Clot  retraction  poor  in  three 
tubes,  good  in  one.  Non-protein  nitrogen  30  mgn. 
Wassermann  negative.  Icterus  index  2.  Stools  nega- 
tive to  guaiac  at  five  examinations. 

X-ray  showed  slight  increase  in  the  transverse 
diameter  of  the  heart  on  the  left  and  a slightly  tor- 
tuous aorta.  A barium  meal  and  enema  showed  no 
definite  evidence  of  organic  diseases  of  the  gastro- 
intestinal tract.  There  was  slight  spasm  in  the 
signoid,  but  the  various  portions  did  not  appear  ab- 
normal in  contour. 

The  patient’s  color  improved  markedly.  The  in- 
crease in  blood  platelets  over  normal  was  notable. 
September  2 she  was  discharged. 

After  leaving  the  hospital  she  was  followed  in  the 
out-patient  department  by  the  senior  house  officer. 
Her  spleen  and  liver  remained  at  least  the  same 
size  as  at  discharge.  At  one  observation  a month 
after  she  left  the  hospital  they  were  slightly  larger. 
Two  months  after  her  discharge  her  weight  had  been 
reduced  by  twenty  pounds.  Her  hemoglobin  was  60 
per  cent  and  the  red  count  3,  720,000.  The  blood 
pressure  was  200/90.  In  November  she  complained 
of  slight  dyspnea.  She  felt  better  if  she  took  salts 
three  times  a week.  At  that  time  she  felt  well 
enough  to  begin  working. 

One  morning  in  the  middle  of  March,  six  months 
after  her  discharge,  she  was  awakened  in  the  night 
by  a thunderstorm.  She  was  nauseated,  and  after 
coughing  a little  brought  up  a big  mouthful  of  bright 
red  blood.  The  next  day  she  had  a tarry  movement 
and  felt  weak.  April  26  after  breakfast  she  felt 
nauseated  and  brougrt  up  her  breakfast  mixed  with 
what  she  Thought  was  a mouthful  of  bright  red 
blood.  She  had  no  bowel  movement  from  time  of  her 
last  hemorrhage  until  her  admission  to  the  hospital 
April  27.  She  felt  weak  and  thirsty  but  did  not  re- 
member fainting.  Her  memory  was  now  very  poor. 

On  examination  she  was  well  nourished,  extremely 
pale,  with  a slight  subicteric  tint.  The  mucous  mem- 
branes were  markedly  pale.  The  lungs  were  clear. 
The  heart  showed  no  enlargement  to  percussion.  There 
was  a soft  apical  systolic  murmur.  The  abdomen 
was  moderately  obese,  with  questionable  free  fluid. 
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The  liver  edge  was  just  felt.  The  spleen  was  ques- 
tionable. Rectal  examination  was  negative.  The 
urine  was  normal  in  amount,  specific  gravity  1.018 
to  1.020,  the  slightest  possible  trace  of  albumin  at 
one  of  five  examinations,  rare  to  numerous  leucocy- 
tes at  all  but  one  of  five  sediment  examinations,  rare 
red  cells  at  one.  Blood  examination  showed  6,800  to 
4,600  leucocytes,  70  per  cent  polynuclears,  hemo- 
globin 30  to  50  per  cent,  reds,  1,560,000  to  3,800,000, 
moderate  achromia,  poikilocytosis,  anisocytosis,  and 
occasional  microcytes.  The  cells  appeared  smaller 
than  normal,  about  one  stippled  cell  per  high  power 
field,  no  nucleated  red  cells  seen.  Platelets  apperaed 
normal,  not  increased.  Reticulated  cells  5 per  cent 
to  less  than  0.1  per  cent.  Icterus  index  3-4.  Clotting 
time  9 minutes.  Bleeding  time  4 minutes.  Wasser- 
mann  negative.  Stools:  guaiac  positive  or  very 
strongly  positive  at  all  of  five  tests  to  May  6,  negative 
May  7,  very  strongly  positive  May  9,  negative  at 
three  later  tests.  Rosenthal  bromsulphalein  test  nor- 
mal. 

X-ray  examination  with  a barium  meal  was  made 
in  the  recumbent  position  only.  There  was  slight 
flattening  of  the  first  portion  of  the  duodenum. 
There  were  no  filling  defects  to  suggest  organic 
disease  of  the  stomach  or  duodenum. 

Consultants:  Internist.  “I  can  see  no  indication 

for  operation.  Do  not  believe  she  has  any  type  of 
primary  blood  condition.  Spleen  just  palpable  at 
costal  margin.  Liver  down  two  fingers.  Both  liver 
and  spleen  smaller  than  in  September.  The  most 
probable  diagnosis  seems  to  me  to  be  malignancy 
of  the  stomach,  in  spite  of  negative  x-rays  and  nega- 
tive gastric  history.  Transfuse  now  and  re-x-ray 
soon.” 

Surgeon : “I  cannot  make  a diagnosis  in  this  case. 
Malignancy  does  not  seem  probable.  I cannot  feel  the 
spleen  or  liver.  . . It  would  seem  hardly  justifiable 
to  do  a splenectomy  on  the  evidence  we  have  at 
present.” 

The  temperature  was  97.9  deg.  to  100.4  deg.,  the 
pulse  70  to  111,  the  respiration  not  remarkable. 

The  patient  had  no  more  bleeding.  May  5 surgical 
transfusion  of  600  cubic  centimeters  of  whole  blood 
was  done.  A laryngologist  advised  against  esopha- 
goscopy. 

May  20  the  patient  ate  her  supper  as  usual,  and 
at  the  rounds  at  6:45  was  feeling  very  well.  At  7 :45 
she  suddenly  brought  up  450  cubic  centimeters  of 
fresh  blood  mixed  with  her  supper.  Ten  minutes 
later  the  pulse  was  96,  the  blood  pressure  150/65. 
There  was  no  evidence  of  shock.  She  was  given  a 
quarter  grain  of  morphia.  At  8:45  she  vomited  400 
cubic  centimeters  more  of  blood.  She  looked  washed 
out,  but  was  not  in  shock.  May  21  she  bled  500 
cubic  centimeters  more.  600  cubic  centimeters  of 
blood  was  transfused.  May  22  she  vomited  about 
1000  cubic  centimeters  of  bright  red  blood  and  two 
hours  later  800  cubic  centimeters  more.  After  hav- 
ing the  situation  fully  explained  to  them  patient’s 
relatives  decided  to  have  no  more  transfusions  done. 
May  23  the  patient  again  vomited  six  ounces  of 
blood.  May  24  she  died. 


DR.  BENEDICT,  captain  of  Group  III,  after  sum- 
marizing the  above  record  said  that  hematemesis  is 
due  to  several  causes;  (1)  swallowed  blood  which 
seems  to  be  ruled  out  here;  (2)  disease  of  the  esopha- 
gus which  is  considered  to  be  the  cause  here;  disease 
of  the  stomach,  usually  ulcer,  of  which  there  is  little 
evidence  in  this  case;  disease  of  the  duodenum,  also 
usually  accompanying  symptoms,  which  are  absent 
here;  portal  obstruction  sometimes  gives  a profuse 
bleeding  of  this  character,  and  we  think  that  therein 
lies  at  least  a part  of  this  woman’s  trouble;  acute 
febrile  diseases  somtimes  gives  profuse  bleeding, 
which  we  think  can  be  ruled  out  here;  diseases  of  the 


blood  may  cause  such  bleeding  and  that  phase  will 
be  discussed. 

Profuse  stomach  hemorrhage  will  occur  in  one  of 
three  conditions;  (1)  gastrostaxis;  (2)  gastric  ulcer; 
(3)  cirrhosis  of  the  liver,  in  which  there  is  strong 
probability  of  producing  the  sort  of  hemorrhage  we 
have.  This  woman  had  a high  blood  pressure,  prob- 
ably due  to  arteriosclerosis.  She  had  a systolic  mur- 
mur which  may  be  due  to  heart  lesion  or  the  blood 
condition  following  the  hemorrhages. 

Group  III  will  attempt  to  show  that  the  evidence 
points  to  trouble  in  the  liver,  and  that  blood  disease 
or  disease  of  the  spleen,  while  either  may  exist,  is 
not  of  primary  importance.  The  principal  diagnosis 
will  be  cirrhosis  of  the  liver  with  varix  in  the  lower 
esophagus  or  upper  end  of  stomach. 

DR.  ALLEN’S  discussion,  summarized,  is  as  fol- 
lows: The  principal  symptom  is  many  and  repeated 

hemorrhages.  Outside  of  a little  enlargement  of  the 
liver  and  spleen,  that  is  the  only  diagnostic  point. 
The  blood  conditions  causing  hemorrhage  are  bet- 
ter understood  by  reviewing  certain  points 
about  the  blood.  The  granular  leucocytes  and  red 
cells  are  formed  in  the  bone  marrow;  the  lympho- 
cytes come  from  the  lymph  glands;  during  the  evolu- 
tion of  these  cells,  we  have  as  antecedents  of  the 
red  cells  the  erythroblasts,  which  are  large  nucleated 
forms,  probably  two  or  three  times  the  size  of  the  red 
cells;  as  evolution  proceeds,  this  nucleus  becomes 
shrunken  and  paler  and  the  cell  smaller,  being  called 
normoblasts  at  this  stage.  Later  on  the  nucleus  is 
extruded  from  the  cell  and  we  have  the  mature  red 
cell.  In  the  evolution  of  the  granular  leucocyte,  we 
have  the  same  process;  originating  from  the  bone 
marrow  cells,  we  have,  first,  the  myeloblasts,  then 
the  myelocytes,  then  the  mature  cells,  eosinophiles, 
basophiles,  or  neutrophiles. 

In  blood  diseases,  owing  to  the  stimulation  of  the 
marrow,  and  the  migration  of  these  cells  into  the 
blood  stream,  abnormalities  in  form,  shape,  staining, 
etc.,  occur.  Anemia  due  to  blood  destruction  is  fol- 
lowed by  marrow  stimulation  as  the  essential  fea- 
ture, and  this  occurs  in  the  majority  of  blood  dis- 
eases; exceptions  are  chlorosis  and  myelopathic 
anemia,  or  growths  in  the  bone  marrow  substance 
which  limit  cell  production.  Another  type  of  anemia 
which  is  essentially  one  of  depressed  blood  formation, 
is  the  so-called  aplastic  anemia.  In  none  of  these 
three  do  you  get  marked  bleeding. 

We  may  divide  the  blood  diseases  into  (1)  those 
due  to  diminshed  blood  production;  (2)  blood  de- 
struction and  (3)  acute  and  chronic  blood  losses. 
Frequently,  in  diseases  like  perincious  anemia,  there 
is  a stimulation  of  the  blood  producing  cells  and  then 
the  prognosis,  or  progress  of  the  case  depends  on 
the  balance  between  blood  production  and  blood  de- 
struction. The  most  important  of  the  anemias  char- 
acterized by  blood  destruction  is  pernicious  anemia,  in 
which  you  have  a variety  of  pictures,  but  there  are 
one  or  two  characteristics;  you  always  have  a plus 
color  index,  and  you  have  many  immature  forms, 
characterized  by  changes  in  size,  shape,  etc.;  wo  do 
not  have  such  a picture  in  this  case. 

In  acute  blood  loss,  after  the  first  few  hours,  you 
have  a marked  leukocytsis  which  may  run  from  20,- 
000  to  40,000,  with  a minus  color  index,  which  we 
have  in  this  case;  however,  the  leukopenia  in 
this  case  would  rule  out  anemia  due  to  acute  blood 
loss.  In  chronic  blood  loss,  when  the  bleeding  is 
continued  over  a long  period,  we  have  the  picture 
presented  by  this  patient.  In  such  long  continued 
loss,  as  we  have  here,  there  is  a depressed  function 
of  the  bone  marrow;  with  this  depressed  function, 
changes  in  the  blood  picture  different  from  acute 
blood  loss  occur;  there  is  a leukopenia  instead  of 
leukocytosis  and  the  blood  pplatelets  are  diminshed. 
In  reviewing  the  findings,  there  is  nothing  that 
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would  not  conform  to  chronic  blood  loss,  and  we  be- 
lieve the  blood  picture  is  due  to  that. 

There  is  one  other  condition  which  we  have  not 
discussed,  and  that  is  Banti’s  disease  or  splenic 
anemia.  The  characteristics  of  this  are  marked  in- 
crease in  size  of  the  spleen,  a chlocrotic  type  of 
blood,  with  a minus  index,  and  leukopenia. 
Therefore,  we  cannot  rule  out  Banti’s  dis- 
ease on  the  blood  picture.  This  condition  occurs  in 
early  adult  life  and  the  splenic  enlargement  is  al- 
ways noticeable.  In  this  case  the  spleen,  after  being 
enlarged,  has  retrogressed  in  size  and  at  the  last 
examination  there  was  no  enlargement.  So,  Banti’s 
disease  is  questionable,  although  frequently  in  that 
disease  there  is  cirrhosis  of  the  liver,  and  it  may  be 
that  this  is  Banti’s  disease  which  has  progressed  to 
the  stage  of  liver  and  splenic  cirrhosis. 

DR.  FLINN’S  discussion  may  be  summarized  as 
follows:  This  case  is  unique  in  one  respect,  as  com- 

pared with  any  other  case  of  our  series  for  several 
years;  the  visiting  and  consulting  staffs  of  the 
Massachusetts  General  Hospital,  after  studying  it 
over  for  nine  months,  were  apparently  not  able  to 
make  a definite  diagnosis.  In  the  light  of  this  fact, 
Group  III  considers  that  it  has  considerable  termer- 
ity  in  even  suggesting  a probable  diagnosis.  An- 
other marked  feature  is  that  up  until  the  time  of 
the  first  hemorrhage,  there  was  practically  not  a 
single  symptom,  and  even  after  profuse  bleeding  for 
nine  months,  there  are  still  very  few  symptoms. 

In  a general  way,  the  case  is  remarkable  in  being 
practically  symptomless;  there  are  a few  definite 
signs  but  no  symptoms.  It  seems  that  the  chief 
question  becomes,  “What  disease  or  combination  of 
diseases  will  produce  these  signs  without  symptoms 
whatever.” 

As  pointed  out,  the  chief  presenting  sign  is  pro- 
fuse bleeding  which  we  believe  to  be  hematemesis, 
either  from  the  lower  end  of  the  esophagus  or  the 
cardiac  end  of  the  stomach,  in  a hemon  hag  of  this 
size,  quite  a large  vessel  must  have  broken  either  an 
artery  or  vein,  if  this  were  an  artery,  the  hr  -a king 
of  the  vessel  would  probably  be  due  to  ulceration;  if 
a vein,  it  is  probably  a varicosity.  The  chief  cause 
of  ulceration  in  this  region  would  be  gastric  ulcer  ox- 
malignancy,  both  of  which  we  believe  are  ruled  out 
by  the  absenc<>.<)t  symptoms.  The  two  chief  causes 
of  varicosity  are  obstruction  in  the  portal  circula- 
tion and  some  form  of  anemia.  The  last  speaker 
went  fully  into  the  question  of  anemia  and  gave  the 
conclusions  of  Group  III. 

We  believe  the  question  narrows  down  to,  “What 
disease  or  group  of  diseases  will  cause  portal  ob- 
struction and  give  practically  no  symptoms?”  To 
understand  the  possible  pathology,  we  must  review 
the  anatomy  of  the  portal  system.  The  portal  vein 
carries  the  blood  of  the  digestive  system  to  the  liver, 
and  is  formed  by  the  union  of  four  large  veins; 
(1)  gastric  from  the  stomach;  (2)  spleenic  from 
the  spleen;  (3)  superior  miesi3|nteric,  cari-ying 
blood  from  the  small  intestines,  cecum,  as- 
cending and  transverse  portions  of  colon;  (4)  in- 
ferior mesenteric,  from  the  descending  colon,  sig- 
moid and  rectum.  If  we  have  obstruction  in  the 
portal  system,  we  have  a passive  congestion  all 
along  the  gastro-intestinal  tract.  There  are  two 
principal  causes  of  portal  congestion;  (1)  cirrhosis 
of  the  liver,  and  (2)  thrombosis  of  the  portal  or 
splenic  veins.  In  addition  to  the  portal  system,  we 
also  have  a system  of  venous  anastomosis,  a com- 
pensatory circulation  which  is  composed  of  very 
small  veins  but  which,  under  portal  back  pressure, 
may  become  dilated  and  carry  off  the  blood  from  the 
portal  circulation.  This  compensatoi-y  system  con- 
sists of  anastomoses  from  the  portal  system  through 
the  left  coronary  vein  of  the  stomach  to  the  esopha- 
geal vein  and  froixi  the  esophageal  vein  to  the  azygos, 
intercostals  and  vena  cava.  When  blood  is  forced 
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through  these  anastomotic  veins,  what  will  happen? 
An  intense  vaiicosity  will  result  at  the  lower  end  of 
the  esophagus  or  upper  end  of  the  stomach. 

The  conception  of  Group  III  of  this  case  is  this: 
The  patient  died  from  hemorrhage  from  the  upper 
end  of  stomach  or  the  lower  end  of  the  esophagus. 
This  bleeding  was  due  to  varicosities  of  the  espha- 
geal  vein,  caused  by  back  pressure  from  the  portal 
system  through  this  anastomotic  system.  Our  diag- 
nosis is  portal  obstruction,  due  either  to  cirrhosis  of 
the  liver,  with  or  without  accompanying  splenic 
anemia,  or  to  thrombosis  in  the  portal  system. 

DR.  JONES  read  the  discussion  of  Dr.  Cabot  and 
the  nocropsy  findings,  as  follows: 

DR.  CABOT:  When  hematemesis  comes  with  no 
previous  symptoms,  as  we  say  “out  of  a clear  sky,” 
cirrhosis  of  the  liver  is  the  commonest  cause.  Prob- 
ably this  will  not  be  cirrhosis  of  the  liver,  but  that 
is  the  right  thing  to  think  of  as  the  commonest 
cause. 

Two  quarts  of  blood  is  a great  deal,  if  it  is  so. 
It  is  very  easy  to  get  mixed  up  with  stomach  con- 
tents, etc. 

We  know  from  the  war  that  people  have  lived  af- 
ter bi-inging  up  two  quai-ts  of  blood.  It  is  really 
striking  how  little  these  hemorrhages  pulled  her 
down.  We  could  not  have  a case  more  illustrative 
of  whatever  turns  out  to  be  the  cause  of  hematemesis 
in  a person  of  perfectly  good  health,  without  any 
pievious  symptoms.  Suppose  one  came  to  the  bed- 
side of  a person  who  had  just  vomited  two  quarts  of 
blood.  Suppose  one  took  the  hemoglobin  and  found 
it  normal.  How  soon  should  he  expect  it  so  go 
down?  It  takes  forty-eight  hours  to  get  the  blood 
diluted  with  the  tissue  fluids  so  that  the  patient  is 
anemic.  We  saw  that  very  often  in  the  war.  People 
lost  a lot  of  blood,  and  yet  the  hemoglobin  was  per- 
fectly normal. 

Distant  bronchial  bx-eathing  on  the  left  is  much 
more  significant  that  if  it  was  on  the  right.  Ac- 
curacy of  thoracic  percussion  is  always  impossible, 
perhaps  a little  more  here  than  usual. 

Of  course,  if  wis  are  thinking  of  cirrhosis,  as  we 
are,  and  if  this  abdominal  mass  is  spleen,  that  sup- 
ports the  diagnosis,  because  the  spleen  is  usually 
enlarged  in  cirrhosis  of  the  liver. 

The  fundus  of  the  eye  shows  what  we  should 
expect  with  high  tension  at  her  age. 

This  is  one  of  the  cases  of  apparently  fixed 
gravity  of  the  urine,  at  a high  point,  which  has 
no  significance  in  my  opinion.  We  are  not  told 
whether  these  wex-e  catheter  specimens,  so  we  shall 
disregard  these  statements  as  to  the  sediments. 
There  was  no  albumin  and  no  sugar,  and  I suppose 
nothing  important  in  the  sediment. 

The  leukocytes  count  is  below  normal,  and  that  is 
characteristic  of  one  disease  which  shows  an  en- 
larged spleen  and  sometimes  other  symptoms  like 
these.  Splenic  anemia  is  what  I had  in  mind, — or 
Banti’s  disease,  which  is  indistinguishable  from  cir- 
x-hosis  in  many  cases.  There  is  no  evidence  of  active 
regeneration  on  the  part  of  the  marrow,  which  is 
what  sti'ippling  and  polychi-omatophilia  show.  Cresyl 
blue  is  the  stain  we  use  for  reticulated  cells.  That 
is  normal  here. 

Let  us  sum  up  what  we  have  so  far.  We  have 
a woman  who  comes  in  for  vomiting  blood.  We 
find  a big  liver  and  a big  spleen,  and  I presume  no 
ascites  demonstrable.  We  have  a high  blood  pi*essure, 
we  have  a big  heart,  we  have  a normal  urine,  we 
have  an  appai-ently  secondary  anemia  of  considerable 
sevei’ity*  We  have  no  evidence  in  the  blood  of  any 
attempt  at  regeneration,  I do  not  know  why  not. 
X-ray  shows  nothing  of  importance.  We  have  ruled 
out  so  far  as  we  can  any  organic  disease  like  cancer 
or  ulcer  of  the  stomach. 

What  diagnosis  did  they  make  at  the  time  of  her 
stay  in  the  hospital?  I think  they  made  a diagnosis 
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of  Banti’s  disease  or  splenic  anemia,  because  of  the 
condition  in  the  blood  and  the  way  the  disease  start- 
ed. It  is  never  a very  satisfactory  diagnosis.  We 
are  never  sure  that  it  is  not  cirrhosis  of  the  liver. 

The  word  “hypertrophic”  is  not  one  that  is  used 
now  in  speaking  of  cirrhosis.  Alcoholic  cirrhosis  of 
the  liver  may  give  a big  liver,  a normal  sized  liver, 
or  a small  one.  Biliary  cirrrhosis,  the  so-called  Ha- 
not’s disease,  may  give  a large  liver  or  one  of  nor- 
mal size.  So  that  the  term  “hypertrophic”  has  no 
significance.  In  most  cases  of  cirrhosis  that  I have 
seen  the  liver  has  been  big.  There  is  overgrowth 
and  fat  and  regenerative  tissue,  so  that  the  whole 
organ  is  big. 

The  best  diagnosis  I can  make  is  cirrhosis  of  the 
liver  or  Banti’s  disease,  leaning  toward  the  latter.  I 
do  not  make  any  distinction  between  Banti’s  disease, 
and  splenic  anemia. 

Blood  pressure  measurements  in  the  out-patient 
department  showed  quite  a big  pulse  pressure. 

At  the  time  of  the  thunderstorm  probably  most  of 
the  blood  went  down  instead  of  coming  up. 

She  came  back  to  the  hospital  after  her  third 
hemorrhage. 

NOTES  ON  THE  SECOND  PHYSICAL  EXAMINATION 

Nothing  more  is  said  about  the  left  apex,  which 
was  queer  before.  It  just  blew  away  I suppose. 

It  is  not  likely  that  her  heart  got  smaller.  Hearts 
do  not  do  that.  Either  the  first  percussion  was 
wrong  or  the  second  was  wrong  or  they  were  both 
wrong,  as  most  percussion  is. 

It  is  pretty  hard  to  tell  about  fluid  sometimes  in 
a thick-walled  abdomen. 

The  anemia  is  a good  deal  worse  than  before,  even 
though  she  brought  up  only  a little  blood.  A lot 
must  have  gone  the  other  way.  One  stippled  cell  per 
high  power  field  is  a good  many.  Five  per  cent 
reticulated  cells  is  great  increase  over  the  normal. 

The  Rosenthal  test  is  for  liver  function. 

We  hkve  a bad  slang  phrase  here,  “blood  condi- 
tion.” It  means  “blood  disease,”  and  we  ought  to 
say  so. 

The  internist  had  good  nerve  to  assert  that  cancer 
of  the  stomach  is  present  when  the  x-ray  is  negative, 
but  that  has  happened.  Most  malignancy  which  x-ray 
misses  is  on  the  posterior  wall. 

They  wanted  to  see  if  they  could  see  any  varicose 
veins  at  the  root  of  the  esophagus.  But  the  wise 
laryngologist  knew  the  esophagoscopy  has  itself 
some  risks.  So  the  satisfaction  of  intellectual  curi- 
osity which  we  sometimes  push  too  far  was  foiled 
here,  I am  glad  to  say 

I do  not  think  it  is  gastric  disease,  either  ulcer 
or  cancer.  I am  still  in  doubt  between  the  two  I 
spoke  of  in  the  beginning.  As  she  is  a woman  and 
probably  did  not  have  an  alcoholic  history  I would 
rather  'assume  Banti’s  disease  than  anything  else. 
But  I think  the  chances  are  it  is  something  none  of 
us  has  thought  of  at  all. 

This  is  a seven-foot  x-ray  plate,  taken  to  show  the 
actual  size  of  the  heart.  The  tortuous  aorta  means 
nothing.  It  used  to  be  mistaken  for  aneurysm  of 
the  aorta  in  the  early  days  of  x-ray  work.  I should 
think  the  transverse  diameter  of  the  heart  was  big. 
As  we  have  a high  blood  pressure  I think  there  will 
be  hypertension,  having  so  far  as  I know  no  par- 
ticular relation  to  the  patient’s  death. 

Miss  Painter:  The  chest  was  twenty-seven  and 

the  total  diamter  of  the  heart  was  14.2. 

Dr.  Cabot:  14.2  is  more  than  half  of  27.  There- 
fore the  heart  is  big.  That  is  the  rule  here. 

I do  not  see  anything  wrong  with  this  x-ray  of 
the  lungs.  The  diaphragm  and  the  bubble  under- 
neath are  normal. 

CLINICAL  DIAGNOSIS  (FROM  HOSPITAL  RECORD) 

Cirrhosis  of  the  liver. 

Esophageal  varices. 

Hypertension. 


Transfusions. 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS 

Banti’s  disease,  or 

Cirrhosis  of  the  liver. 

Esophageal  or  gastric  varices. 

Hypertension. 

Hpertrophy  and  dilation  of  the  heart. 

ANATOMICAL  DIAGNOSIS 

1.  Primary  fatal  lesions 

Cirrhosis  of  the  liver. 

2.  Secondary  or  terminal  lesions. 

Varices  of  esophagus  and  stomach. 

Anemia. 

Hemorrhage  into  gastro -intestinal  tract. 

Edema  of  the  lungs. 

8.  Historical  landmarks 
Arteriosclerosis. 

Hypertrophy  and  dilatation  of  the  heart. 

Slight  chronic  pleuritis,  right. 

Chronic  salpingitis. 

Dr.  Richardson:  The  skin  and  mucous  mem- 

branes were  very  pale.  There  was  no  evidence  of 
icterus.  In  the  right  cubital  ispace  was  a short 
sutured  wound.  There  was  a large  amount  of  sub- 
cutaneous fat.  The  peritoneal  cavity  was  negative; 
no  ascites.  The  appendix  was  negative  except  that 
the  tip  was  'bound  down  by  old  adhesions  on  the  right 
side  of  the  peritoneal  cavity  in  the  region  of  the  tube 
and  ovary;  that  is,  there  was  more  chronic  salpin- 
gitis with  the  appendix  tip  bound  down  by  the  ad- 
hesions. 

Along  the  lower  two-thirds  of  the  esophagus  there 
were  irregular  rows  of  varices,  and  the  tube  con- 
tained much  thin  pale  blood.  The  stomach  also  con- 
tained much  thin  blood  and  old  blood-clot-like  mater- 
ial, and  there  were  some  varices  in  the  stomach,  but 
not  so  marked  as  in  the  esophagus.  The  intestines 
showed  rather  thick,  somewhat  elastic  walls,  the 
vessels  injected,  but  were  otherwise  negative.  In  the 
large  intestine  the  fecal  material  was  blackish  red, 
apparently  mixed  with  blood. 

The  liver  was  two  centimeters  above  the  costal 
border.  The  diaphragm  on  the  right  was  at  fourth 
rib,  on  the  left  at  the  fifth  rib.  That  locates  the 
liver,  which  weighed  1459  grams,  if  anything  rather 
small  for  her. 

There  were  a few  plueral  adhesions  on  the  right 
apex.  The  lungs  were  pale,  spongy,  and  showed 
much  edema. 

The  heart  weight  490  grams.  That  is  considerably 
enlarged  for  her.  The  valves  and  the  myocardium 
were  negative.  The  coronaries  showed  a moderate 
amount  of  sclerosis,  but  were  free  and  fairly  ca- 
pacious. The  ascending  thoracic  aorta  showed  a 
very  slight  amount  of  fibrous  sclerosis,  but  the  rest 
of  the  aorta  showed  much  fibrous  and  fihrocalcarous 
sclerosis,  and  in  places  areas  of  atheroma.  The  great 
branches  of  the  aorta  showed  a slight  amount  of 
fibrous  sclerosis.  So  that  we  have  a hypertrophied 
and  dilated  heart  and  the  amount  of  arteriosclerosis 
mentioned.  There  was  but  little  blood  in  the  heart 
cavities. 

The  liver  weighed  1459  grams  and  showed  frank 
cirrhosis.  The  peritoneum  in  the  region  of  the  liver 
showed  a vascular  meshwork. 

The  spleen  weighed  600  grams,  considerably  en- 
larged, with  smooth  surface  and  elastic  brown-red 
tissue. 

The  kidneys  weighed  270  grams,  the  markings  and 
tissue  generally  negative,  except  that  they  were  very 
pale. 

The  uterus  and  adnexa  were  negative  except  for 
the  chronic  salpingitis  mentioned. 

Dr.  Cabot:  Suppose  a cantankerous  person  wanted 
to  maintain  against  you  that  that  was  Banti’s  di- 
sease, how  would  you  differentiate  it? 

Dr.  Rirchardson : The  amount  of  cirrhosis  with 
so-called  Banti’s  disease,  as  far  as  we  have  seen  it 
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here,  is  comparatively  small  in  extent,  with  no  such 
accompanying  picture  of  cirrhosis,  bleeding  and 
varices. 

Dr.  Cabot:  Many  of  the  descriptions  of  Banti’s 
disease  speak  of  varices,  the  hemorrhages  and  the 
whole  picture  that  we  see  here.  I do  not  see  how  the 
distinction  can  be  made  between  cirrhosis  of  the  liver 
and  Banti’s  disease. 

Dr.  Richardson:  In  the  cases  called  Banti’s  disease 
here  the  outstanding  things  have  been  the  enlarged 
spleen  and  anemia.  The  spleen  in  this  case  weighed 
600  grams,  and  there  was  some  increase  in  inter- 
'titial  tissue.  There  was  marked  cirrhosis  of  the 
liver,  and  a spleen  of  that  nature  might  go  with  it. 

Dr.  Cabot:  The  ordinary  conception  of  Banti’s  di- 
sease is  a trouble  which  starts  with  enlargement  of 
the  spleen.  If  that  is  removed  it  can  be  cured.  If  it 
is  not  removed  there  is  progressive  cirrhosis  of  the 
liver.  It  is  a question  how  long  the  patient  can  live 
without  hemorrhage  cutting  short  life.  But  cirr- 
hosis of  the  liver  always  has  a big  spleen  too,  and 
how  big  it  shall  be  with  straight  cirrhosis  and  how 
small  with  Banti’s  disease  there  is  no  way  of  saying. 
We  never  shall  get  anywhere  in  this  point  of  differ- 
ential diagnosis  on  the  basis  of  big  spleen  and  ascites, 
because  we  have  no  conception  of  the  cause  of  either 
disease,  except  I believe  that  alcohol  has  a good  deal 
to  with  cirrhosis. 

A Physician : In  cases  of  cirrhosis  are  hemor- 
rhages not  so  liable  to  occur  in  the  hypertrohpic 
stage  as  in  the  atrophic  stage? 

Dr.  Cabot:  That  is  not  my  impression.  It  may  be 
true.  Your  question  implies  the  familiar  idea  that 
the  cirrhotic  liver  starts  big  and  gradually  gets 
smaller,  that  the  early  stage  is  an  enlarged  liver 
and  the  later  stage  a small  one.  I do  not  believe 
there  is  any  good  evidence  for  that.  Nobody  has 
ever  watched  the  liver  get  smaller.  We  find  big  livers 
at  the  end ; we  find  small  livers  at  the  end ; and  I 
do  not  know  that  the  liver  goes  through  the  stages 
of  big,  normal,  small.  Neither  do  I know  of  any 
particular  relation  of  hemorrhage  to  the  big  livers 
and  small  livers. 

Physician:  Anatomically  how  do  you  differ- 

etiate  Banti’s  disease  from  Gaucher’s  disease? 

Dr.  Richardson : They  probably  belong  to  the 
same  group.  In  Gaucher's  cases  there  is  a very 
large  spleen  and  the  sections  show  hyperplasia  of  the 
endothelial  cells  of  the  blood  sinuses  and  to  such 
an  extent  that  some  regard  it  as  a tumor. 
But  these  changes  in  the  spleen  of  interstitial  in- 
crease and  hyperplasia  of  the  follicles  and  of  en- 
dothelial cells  occur  in  varying  extents  in  all  of  the 
spleen  group. 

A Physician : To  what  extent  does  the  presence 
of  ascites  differentiate  between  the  two  conditions? 

Dr.  Richardson : I thought  at  one  time  that  I 
had  a method  which  would  differentiate  between  the 
kinds  of  cirrhosis, — that  one  had  ascites  and  the  oth- 
er had  icterus.  Unfortunately  there  are  cases  that 
have  both,  and  I gave  it  up. 


BOOK  REVIEWS 

Infection,  Immunity  and  Inflammation. — A study 
of  the  Phenomena  of  Hypersentitiveness  and  Toler- 
ance and  Their  Relationship  to  the  Clinical  Prophy- 
laxis and  Treatment  of  Disease,  by  Fraser  B.  Gurd, 
B.  A.,  M.  D.,  C.  M.,  F.  A.  C.  S.,  Montreal,  Lecturer 
in  Applied  immunology  and  Surgery,  McGill  Uni- 
versity; Associate  Surgeon,  Montreal  General  Hos- 
pital; Consultant  in  Surgery  and  Surgeon  in 
Charge,  St.  Anne’s  Hospital,  Department  of  Sol- 
diers’ Civil  Reestablishment;  The  C.  V.  Mosby  Co., 
St.  Louis;  1924. 

Dr.  Gurd  writes  simply  and  plainly.  He  takes  a 
subject  that  has  an  endless  number  of  apparently 
conflicting  facts  and  observations,  and  offers  a few 


theories,  and  most  of  the  facts  and  observations  fall 
into  line;  those  that  do  not,  seem  relatively  unim- 
portant. This  statement  is  probably  like  his  the- 
ories— only  relatively  true. 

He  explains  allergy,  anaphylaxis  and  tolerance, 
and  connects  them  all  up  with  immunity  in  what 
appears  to  be  a perfectly  sensible  way.  Perhaps  I 
can  present  a brief  resume  of  his  idea: 

When  foreign  protein  is  injected  for  the  first  time 
into  the  tissues  of  an  animal  there  comes  about, 
slowly  and  gradually,  illness  in  the  animal.  Nothing 
happens  perhaps  for  hours  or  even  days.  Gradually 
the  body  is-  caused  to  form  an  antibody  or  a fer- 
ment which  causes  partial  disintegration  of  the  pro- 
tein; a tthis  stage  it  reaches  somewhere  near  that 
of  peptone;  the  protein  then  is  toxic  to  the  body.  If 
sufficient  protein  was  given  the  first  time  or,  better 
yet,  several  moderate  doses  were  given  at  short  in- 
tervals, the  body  produces  a considerable  quantity 
of.  the  antibody  described  above  and  called  by  Gurd 
“antibody  of  the  first  order.”  This  antibody  seems 
also  to  be  the  opsonin  of  Wright  and  not  only  stim- 
ulates leucocytes  to  ingest  bacteria  but  actually  to 
induce  leucocytosis. 

When  a second  injection  of  the  protein  is  given 
after  about  two  weeks,  a marked  local  reaction  may 
take  place.  This  is  the  allergy  of  Von  Pirquet,  ob- 
served first  in  connection  with  tuberculosis.  Allergy 
comes  from  two  words  and  means  altered  reaction. 

When  the  second  injection  of  protein  is  given,  the 
antibody  present  produces  rapid  disintegration  of 
the  proteins  to  about  the  peptone  stage  and,  in  case  of 
allergy  sufficient  of  them  remain  localized  to  cause  in- 
flammation. But  if  the  toxic  protein  is  absorbed  rap- 
idly, a more  or  less  general  toxic  effect  is  produced. 
This  is  known  as  anaphylaxis.  The  state  of  the  indi- 
vidual subject  to  either  allergy  or  anaphylaxis  is  hy- 
persensitiveness. 

An  individual  hypersensitive  to  bacterial  protein  is 
immune  to  bacterial  invasion,  because  his  tissues  de- 
stroy the  protein  of  the  bacteria.  Such  is  the  result 
of  prophylactic  bacterial  vaccines. 

The  antibodies  of  the  first  order,  it  seems,  may  be- 
come saturated  with  the  protein,  and  hence  the  in- 
dividual is  temporarily  desensitized.  This  part  of 
the  theory  is  held  by  other  writers. 

The  protein  molecule  which  is  left  after  being 
worked  upon  by  the  antibodies  of  the  first  order, 
stimulates  the  body  to  produce  another  antibody  to 
produce  further  degradation  of  the  protein  mole- 
cule. These  antibodies  are  designated  “of  the  sec- 
ond order.”  They  are  best  produced  by  repeated 
small  injections  of  the  whole  protein.  When  those 
of  the  second  order  are  produced  in  sufficient  quan- 
tity, the  protein  is  completely  destroyed  by  being 
attacked  first  by  the  antibodies  of  the  first  order, 
and  in  rapid  turn  by  those  of  the  second  order. 

The  agglutinin  and  lysins,  as  well  as  the  opsonins, 
seem  to  be  the  antibodies  of  the  first  order,  or  to  be 
closely  associated  with  them.  When  the  antibodies 
of  the  second  order  exist  in  quantity  sufficient  to  de- 
stroy the  peptone  stage  of  the  protein  as  rapidly 
as  produced  by  the  antibodies  of  the  first  order,  the 
person  is  said  to  be  in  a . state  of  tolerance,  or  is 
tolerant. 

Antibodies  are  active  only  in  the  presence  of  com- 
plement. This  brings  in  another  factor  of  varia- 
bility. 

Antibodies  seem  to  be  the  property  of  tissue  cells 
and  yet  an  animal  may  be  made  passively  anaphylac- 
tic by  transference  of  blood  from  a hypersensitive 
animal  to  a normal  animal.  Another  strange  fact 
is  that,  some  hours  after  transference  of  the  blood, 
the  animal  is  more  highly  anaphylactic  than  at  the 
moment  of  transfei'ence. 

There  are  a number  of  facts  not  explained  by 
Gum’s  theories.  Ha  discus.se  not  only  allergy,  an- 
aphylaxis, tolerance,  etc.j  but  also  all  phases  of  im- 
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munity  and  .inflammation.  He  believes  much  in 
vaccine  therapy  hint  he  cautions  against  bacterial 
vaccine  in  the  presence  of  acute  infection. 

Any  physician  can  spend  a few  profitable  evenings 
with  this  work. 


Recovery  Record — For  Use  in  Tuberculosis.  By 
Gerald  B.  Webb,  M.  D.,  Consulting  Physician,  Crag- 
mor,  Glockner,  and  Sunny  Rest  Sanatoria;  Late 
Lieut.  Col.  M.  P.,  U.S.A.,  Senoior  Consultant  A.E.F.; 
Former  President  National  Tuberculosis  Associa- 
tion; President  Colorado  School  of  Tuberculosis,  Col- 
orado Springs,  Col.;  and  Charles  F.  Ryder,  M.  D., 
Cragmor  and  Glockner  Sanatoria;  Colorado  School 
of  Tuberculosis,  Colorado  Springs,  Col.;  second  edi- 
tion, revised ; Paul  B.  Hodber,  Inc.,  New  York;  1925. 

This  is  not  a large  book  as  to  size;  its  purpose, 
conception,  and  execution  are  colossal,  and  beautiful. 
The  79  pages  of  advice  to  the  patient,  preceding  the 
blanks  for  the  recovery  record,  constitute  a wond- 
erful appeal  to  the  patient  to  put  forth  his  every 
effort  to  recover  his  health.  The  language  is  used 
most  artistically  and  effectually.  We  quote  selected 
sentences:  “Recovery  from  Tuberculosis  is  an  ad- 
venture, with  life  itself  as  the  goal  of  success.” 
“Perhaps  it  is  stupid  and  even  insulting-  for  the  well 
to  tell  the  sick,  or  the  happy  to  tell  the  unhappy,  to 
be  cheerful.” 

One  physician  told  his  patient:  “You  have  not 

more  than  one  chance  in  five  of  recovering.”  The 
other  said:  “You  have  a good  chance  to  get  well,  at 
least  one  chance  in  five!”  Are  not  these  two  sen- 
tences worth  any  physician’s  time  to  read? 

The  book  is  worth  the  price  for  entertainment 
alone.  The  value  for  those  who  need  it  cannot  be 
paid  in  cash.  All  tuberculosis  patients  should  have 
copies.  Physicians,  recommend  it  to  your  patients 
with  tuberculosis,  and  do  both  your  patients  and 
yourself  a good  turn. 


Old  and  New  Viewpoints  in  Psychology.  — By 
Knight  Dunlap,  Professor  of  Experimental  Psychol- 
ogy in  the  Johns  Hopkins  University;  The  C.  V. 
Mosby  Co.,  St.  Louis;  1925;  $1.50. 

This  volume  of  166  pages  presents  five  lectures 
entitled:  Mental  Measurements;  Present  Day  Schools 
of  Psychology;  Psychological  Factors  in  Spiritual- 
ism; The  Psychology  of  the  Comic;  and  the  Read- 
ing Character  from  External  Signs. 

The  reviewer  lay’s  no  claim  to  special  erudition 
along  the  lines  of  psychology.  To  psychologists  he 
is  a more  layman.  A layman’s  criticism  must  be 
taken  only  for  what  it  is  worth.  With  that  apology 
I roay  make  a perfectly  worthless  statement;  Psy- 
chologists take  themselves  to  d seriously.  Pro- 

fessor Knight  is  a mild  offender  only;  I read  every 
word  of  his  book.  I enjoyed  it.  I may  even  read  it 
again.  I learned  from  it  and  I read  it  again  I 
shall  certainly  pick  up  points  I overlooked. 

The  last  sentence  of  the  book  reads:  “In  the  mean- 
time, in  the  interests  of  the  gullible  public  as  well 
as  the  interests  of  psychology,  both  pure  and  applied, 
we  must  carry  on  an  educational  campaign  against 
character  analysis. 

Psychologists  re  always  studying  reactions.  Pro- 
fessor Knight  will  be  interested  mildly  in  the  re- 
viewer’s reaction  to  his  book  and  to  know  that  he 
recommends  it  t call  who  are  in  any  way  interested 
in  the  study  of  psychology. 


Surgical  Clinics  of  North  America,  for  the  year 
1925,  issued  serially,  one  number  every  other  month. 
Volume  V,  Numbers  1 to  6.  Total  pages  1704  with 
an  average  of  about  125  illustrations  in  each  num- 
ber. Per  clinic  year,  Paper  $12.00;  Cloth  $16.00 
met.  Philadelphia  and  London;  W.  B.  Saunders 
Company. 

Chief  interest  in  the  Clinics  for  1925  lies  in  the 


Philadelphia  number  which  covers  the  meeting's  of 
the  American  College  of  Surgeons,  and  the  Mayo 
clinic  number.  The  others  contain  the  usual  run 
of  good  or  average  cases  with  here  and  there  a men- 
tion of  new  technic,  good  procedure  or  lucid  analysis. 
While  we  all  desire  to  keep  posted  on  rare  and  un- 
usual cases,  these  can  hardly  be  said  to  hold  prac- 
tical interest  compared  with  the  conditions  that  we 
meet  and  upon  which  we  must  pass  judgment  daily. 

The  college  number  with  a symposium  on  gall 
bladder,  Frazier  on  neurological  surgery  and  Denv- 
er on  almost  everything,  holds  first  choice.  Little  in- 
cidentals such  as,  “Morphin  never  relieves  the  par- 
oxysms of  major  trigeminal  neuralgia;  -‘Chronic 
appendicitis  is  a clinical  entity  and  a surgical  fact 
and  not  a fancy,”  and  description  of  the  on-coming 
blindness  of  pituitary  disorders,  thrown  in  with  the 
consideration  of  some  major  condition  revives  the 
memory  or  recalls  some  forgotten  case.  Mayo,  Judd 
and  Balfour,  with  others  not  so  well  known,  furnish 
a number  that  may  be  somewhat  technical  from 
a scientific  standpoint  but  is  certainly  more  inter- 
esting- than  much  of  the  Mayo  annual  clinic  volume. 

E.  B.  R. 


The  Surgical  Treatment  of  Goiter  by  Willard 
Bartlett,  A.  B..  A.  M..  M.  D„  D.  Sc.,  F.  A.  C.  S.. 
St.  Louis;  with  foreword  by  Dr.  Charles  H.  Mayo, 
Rochester,  Minn.;  with  130  original  illustrations; 
The  C.  V.  Mosby  Co.,  St.  Louis;  1926;  $8.50. 

There  are  books  and  books  just  as  there  are 

doctors  and  doctors.  There  are  those  of  each  who 

inspire  confidence,  and  those  who  fail,  to  a greater 
or  less  degree,  to  inspire  confidence. 

Bartlett  (with  the  publisher)  has  produced  a 
book  on  the  surgical  treatment  of  goiter  which 
impresses  the  reader  that  it  .is  -authoritative,  that 
it  is  complete  to  the  moment  of  leaving  the 

author's  hands  and  that  it  is  most  practical  and 

usable. 

The  author’s  chapter  on  historical  data  is  short, 
perhaps  too  short,  but  highly  .interesting.  The  re- 
viewer at  any  rate  could  have  read  with  pleasure 
many  more  pages  of  Dr.  Bartlett’s  beautifully  pre- 
sented historical  material.  The  chapter  on  Path- 
ology is  written  by  Louis  B.  Wilson  of  Rochester. 
Minn.;  that  on  the  Heart  is  by  Samuel  B.  Grant 
of  St.  Louis;  that  on  Laryngeal  Complications  is 
by  French  K.  Hansel.  All  three  chapters  are  high- 
ly creditable. 

Bartlett’s  chapters  include  a discussion  of  un- 
usual manifestations  of  goiter,  indications  for 
surgical  t realm-- nt.  preparation  of  the  patient, 
t.vpe-s  of  operations,  anesthesia  and  anesthetics, 
detail  of  operating,  complications,  after  treatment, 
recurrences,  etc.;  these  are  just  the  subjects  on 
which  the;  surgeon  wishes  to  get.  the  words  of  the 
master.  The  reading  of  the  chapters  on  technic 
would  show  the  reviewer  that  the  author  is  a mas- 
ter technician  were  he  not  already  apprised  of 
that  fact. 

Mr.  Wm.  French,  who  illustrated  the  book,  de- 
serves special  mention.  His  illustrations  are  not 
just  beautiful;  they  illustrate.  Each  illustration 
seems  to  have  had  study  so  that  no  more  than 
necessary  to  convey  the  thought  is  pictured.  There 
are  330  illustrations. 

Bartlett  could  have  written  the  book  from  his 
own  experiences- — so  broad  on  experience  ha.s  he 
had — -and  it  would  have  been  an  excellent  work. 
His  familiarity  with  the  accomplishments  of  other 
workers  in  the  field,  his  knowledge  of  the  litera- 
ture and  particularly  liis  delightful  use  of  lan- 
guage— make  the  book  a valuable  contribution. 
Surgeons  will  generally  wish  it  on  their  shelves. 
We  recommend  it  to  them. 
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General  Bacteriology,  8tli  Edition.  Edwin  O.  Jor- 
dan, Ph.  D. 

This  book  needs  no  introduction  to  the  bacteriol- 
ogiist  or  technician.  It  is  very  extensive  and  thor- 
ough. It  takes  in  the  usual  procedure  pertaining 
to  staining  methods,  preparation  of,  and  titration 
of,  culture  media  by  the  newer  Ph  method  and  the 
old  titration  method,  and  all  things  pertaining  to 
bacteriology. 

The  section  on  Pathogenic  Organisms,  their  cul- 
tural characteristics,  morphology,  mode  of  dissem- 
ination and  the  epidemiology  is  especially  good. 

This  book  can  be  well  recommended  to  the  be- 
ginner as  well  as  to  th?  experienced  worker. 


EL  PASO  PERSONALS 

DR.  JAMES  VANCE  spent  the  holiday  season  in 
Mexico  City,  where  he  took  part  in  the  first  amateur 
open  golf  championship  of  Mexico.  Dr.  Vance  was 
runner-up  in  this  tournament,  losing  the  champion- 
ship, to  Claude  Butlin,  3 to  2 in  the  final  36  hole 
match. 

The  wife  of  DR.  J.  N.  STRATTON  of  Safford, 
Arizona,  was  operated  upon  in  El  Paso,  December 
12th.  She  is  convalescing  rapidly  at  this  time. 

DR.  F.  T.  HOAGLAND,  of  Cananea,  was  in  El 
Paso  the  latter  part  of  January,  en  route  to  Mexico 
City. 

DR.  M.  G.  PADEN,  of  Carrizozo,  was  a profes- 
sional visitor  to  El  Paso,  January  18th. 

DR.  R.  E.  McBRIDE,  of  Las  Cruces,  was  a pro- 
fessional visitor  in  El  Paso  January  20th. 

DR.  F.  O.  BARRETT  is  doing  post  graduate  study 
at  Tulane  University  in  New  Orleans.  He  is  limiting 
his  study  to  pediatrics. 

DR.  AND  MRS.  JOE  HILTON,  of  Mexico,  were 
holiday  visitors  in  El  Paso. 

DR.  L.  L.  WITHERSPOON,  who  has  been  quite 
ill  at  William  Beaumont  General  Hospital,  is  con- 
valescent at  this  time. 

DR.  J.  HAL  GAMBRELL,  who  has  been  ill  at  the 
Masonic  Hospital,  is  recovering  rapidly  at  this  time. 

DR.  FELIX  P.  MILLER  returned  January  28th 
from  Tulsa,  Okla.,  where  he  opened  the  discussion 
of  a paper  at  the  Sectional  Meeting  of  the  American 
College  of  Surgeons.  The  Section  will  meet  in  Little 
Rock,  Ark.,  next  year.  Texas,  because  of  its  size,  has 
asked  for  a separate  meeting  of  its  own,  which  Dr. 
Martin  promised  to  arrange  for  next  year. 

DR.  E.  0.  EARNHEART,  gynocologist  of  Okla- 
homa City,  is  spending  the  winter  in  El  Paso.  He 
made  a very  interesting  talk  for  the  El  Paso  County 
Medical  Society,  January  31st.  He  spoke  very  high- 
ly of  the  climate  of  the  southwest,  stating  that,  if 
anything,  it  was  underestimated  by  southwestern 
men  as  a resort. 

DR.  VICTOR  E.  BONELLI,  of  Fort  Worth  and 
Los  Angeles,  was  a visitor  at  the  County  Society 
January  17th.  He  urged  a Medical  Arts  buliding 
for  El  Paso,  and  cited  Fort  Worth’s  as  an  example 
of  one  that  is  a success  in  every  way.  He  spoke 
highly  of  El  Paso’s  climate  as  a rival  of  California’s. 

DRS.  RILEY  M.  WALLER  and  R.  B.  McKNIGHT 
of  Rochester  Minn.,  have  opened  offices  in  the  Two 
Republics  building  and  will  limit  their  work  to  surg- 
ery and  surgical  diagnosis  under  the  firm  name  of 
Drs.  Waller  and  McKnight.  Both  took  their  fellow- 
ship at  Mayo  Clinic.  They  are  welcome  additions  to 
the  El  Paso  profession. 

SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections 
enable  us  to  give  superior  service.  Aznoe’s  Na- 
tional Physicians’  Exchange,  30  North  Michigan, 
Chicago.  Established  1896.  Member  The  Chicago 
Association  of  Commerce. 


PROTECTION 

FROM 

MALPRACTICE  CLAIMS 
AND  SUITS 


Physicians’  and  Surgeons’  Liability  Policies 

Dentists’  Liability  Policies 
issued  thru 

The  United  States  Fidelity  & Guaranty  Com- 
pany 

The  largest  Casualty  and  Surety  Company  in 
the  United  States 

or 

The  Hartford  Accident  and  Indemnity  Com- 
pany 

tried  and  true 


WRITE  OR  PHONE  FOR  COMPLETE 
DETAILS 


Every  possible  service  in  the  prompt  adjust- 
ment of  claims  thru’  our  office. 

Physicians’  and  Surgeons’ $30.00  Per  Year 

Dentists’  25.00  Per  Year 


GUARDIAN  INSURANCE  AGENCY,  INC. 

GENERAL  AGENTS 

Joe  C.  Haldiman  15  South  Center  St. 

President  & Manager  Phoenix,  Arizona 
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St.  Joseph's  Hospital 

Phoenix,  Arizona 


Accredited  Class  A General  Hospital  of  125  beds. 

Open  Staff  Organization 
with  Resident  House  Physician 


SURGICAL: — The  Surgical  Department  consists  of  three  major  and 
two  specialist  operating  rooms,  with  anesthetic  and  all  accessory  rooms. 
It  is  completely  equipped  with  every7  surgical  convenience;  nitrous  oxide 
and  ethylene  gas  apparatus. 

OBSTETRICAL : — The  Obstetrical  Department  is  in  the  Annex, 
and  has  its  own  operating  and  delivery  rooms,  with  all  accessory  equip- 
ment for  any  type  of  emergency  obstetrical  work. 

LABORATORY: — Under  direction  of  a competent  pathologist;  im- 
mediate frozen  sections  and  diagnosis,  when  desired.  All  blood,  serolog- 
ical and  chemical  examinations  promptly  performed  by  competent  tech- 
nicians under  direct  supervision  of  the  pathologist. 

X-RAY  AND  RADIUM: — Fluoroscopic  and  radiographic  work  by 
competent  radiologist.  Urological  department  adjacent  to  x-ray  room 
for  prompt  pyelographic  work.  High  voltage  x-ray  equipment  for  pre- 
operative and  post-operative  therapy.  Radium  available  for  cases  re- 
quiring this  treatment. 

BASAL  METABOLISM : — This  work  is  in  charge  of  a competent 
metabolist  and  can  be  done  at  bedside  or  in  metabolism  room. 

DIETARY: — A trained  dietician  working  in  conjunction  with  the 
clinical  laboratory  makes  possible  the  accurate  study  of  patients  whose 
diets  need  to  be  adjusted,  particularly  diabetics  who  require  the  deter- 
mination of  carbohydrate  tolerance  and  insulin  requirements. 
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ARIZONA  STATE  MEDICAL  ASSOCIA- 
TION, YUMA,  APRIL  21  TO  23. 

The  General  Program  Committee,  Dr. 
Charles  S.  Vivian,  of  Phoenix,  Chairman, 
wishes  to  issue  the  positive  declaration  that 
the  scientific  program  for  this  year’s  meet- 
ing will  be  closed  thirty  days  in  advance  of 
the  meeting,  and  will  be  published  in  the 
March  issue  of  SOUTHWESTERN  MEDI- 
CINE, which,  will  be  in  the  mails  before 
March  25th. 

Members  of  the  profession  in  Arizona 
who  have  been  in  the  habit  of  delaying  the 
forwarding  of  titles  of  papers  until  the  last 
moment  will  very  likely  find  themselves 
without  a place  on  the  program.  It  is  the 
desire  of  the  Committee  to  use  all  the  pa- 
pers from  Arizona  which  are  available,  but 
the  titles  and  abstracts  of  papers  must  be 
sent  in  immediately,  if  they  are  to  appear 
on  the  program. 

Those  who  are  planning  to  attend  should, 
also,  heed  the  advice  issued  last  month  and 
secure  hotel  reservations  immediately.  The 
Hotel  del  Ming  will  be  the  headquarters. 
This  is  a very  excellent  hostelry  but  is 
small  and  its  capacity  is  very  likely  to  be 
taxed  to  the  uttermost  by  this  convention. 


NEW  MEXICO  MEDICAL  SOCIETY 

The  annual  session  for  1927  will  be  held 
at  Carlsbad  on  the  9th,  10th  and  11th  of 
May.  Letters  have  been  mailed  to  the  sec- 
retaries of  the  various  county  societies  of 
the  state  asking  that  they  furnish  papers 
for  the  scientific  section  of  the  program. 
It  is  to  be  hoped  that  not  one  of  the  county 
societies  will  fall  down  on  this  request  and 
that  we  may  have  a fair  representation  of 
all  the  societies  on  the  program. 

In  the  January  issue  of  SOUTHWEST- 


ERN MEDICINE  request  was  made  that 
members  should,  at  once,  get  in  touch  with 
the  secretaries  of  their  societies  and  settle 
their  annual  dues  and  that  members  at 
large,  affiliating  only  with  the  state  soci- 
ety, should  forward  their  checks  direct  to 
me. 

By  heeding  that  notice,  as  well  as  this 
one,  much  trouble  and  expense  to  the  soci- 
ety will  be  averted  and  the  chances  of  be- 
ing dropped  from  membership  on  account 
of  NON  PAYMENT  OF  DUES  much  less- 
ened. Some  members,  immediately  upon 
reading  the  notice  in  the  January  issue, 
mailed  checks  for  the  annual  dues  of  five 
dollars.  Others  have  neglected  this  im- 
portant duty. 

Please  do  not  delay  longer,  but  right  now, 
while  fresh  in  mind,  PAY  YOUR  DUES. 

C.  M.  YATER,  Sec’y. 

Roswell,  New  Mex. 


TEXAS  STATE  MEDICAL  ASSOCIATION 
MEETS  IN  EL  PASO 

El  Paso  is  busy  preparing  for  the  Con- 
vention of  the  Texas  State  Medical  Associa- 
tion, which  is  to  meet  here  April  26,  27  and 
28.  The  formal  program  promises  to  be 
unusually  good.  There  is  an  attractive  list 
of  distinguished  guests. 

The  local  men  are  preparing  clinics  and 
pathological  exhibits  of  both  fresh  and 
preserved  specimens  that  will  prove  un- 
usual for  a state  meeting. 

Entertainment,  both  domestic  and  for- 
eign, is  being  planned  by  local  committees 
and  the  work  is  sufficiently  under  way  that 
it  is  safe  to  prophesy  that  this  will  be  El 
Paso’s  premier  accomplishment  in  the  way 
of  medical  reception. 

El  Paso  is  hopeful  of  attracting  a large 
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number  of  visitors  from  New  Mexico,  Ari- 
zona and  Mexico,  that  her  “close  friends” 
may  mingle  with  her  “down  state  acquaint- 
ances.” 

Hotel  reservations  can  be  made  at  this 
time  by  communicating  with  Chairman  of 
the  Hotels  Committee,  Dr.  Orville  Egbert. 

In  connection  with  the  meeting,  the  Coun- 
ty Society  is  putting  on  a handicap  golf 
tournament  open  to  the  profession  of  Tex- 
as, New  Mexico,  Arizona  and  Mexico,  play- 
ers attested  by  their  local  club  authorities. 
Medal  play  will  prevail,  cards  for  36  holes 
being  turned  in  before  noon  of  the  last  day 
of  the  session.  The  full  36  holes  may  be 
played  in  two  days,  or  one  day  of  play, 
cards  to  be  turned  in  to  the  El  Paso  Coun- 
try Club  manager,  properly  signed  and  at- 
tested. Silver  cups  will  be  awarded  the 
winner,  two  runners  up,  besides  a number 
of  minor  prizes,  such  as  clubs,  balls,  etc., 
therefore,  all  players  should  turn  in  their 
cards.  Your  badge  will  admit  you  to  the 
course.  Caddy  fees  are  seventy  cents  for 
eighteen  holes. 

Cars  will  leave  the  Paso  Del  Norte  at 
5 a.  m.,  6 a.  m.  and  7 a.  m.  daily,  or  you 
may  go  out  in  a taxi  at  your  convenience. 
The  course  is  eight  miles  up  the  Valley 
Turnpike.  The  following  members  of  the 
Golf  Committee  will  take  pleasure  in  seeing 
that  you  visit  the  links : B.  F.  Stevens, 
Chairman;  Ralph  Homan,  J.  A.  Picket,  E. 
D.  Strong,  James  Vance,  F.  D.  Garrett, 
George  Bruner,  C.  P.  Brown. 

Dr.  W.  W.  Waite  is  Chairman  of  the  Sci- 
entific Exhibits  for  the  State  Medical  Asso- 
ciation and  desires  to  invite  our  friends  of 
the  Southwest  to  prepare  any  exhibits,  or 
demonstration  they  may  have  available. 


WERE  WE  GYPPED? 

In  connection  with  the  Basic  Science  Bill, 
recently  before  the  Arizona  Legislature, 
many  members  of  the  Senate  had  given  the 
friends  of  this  legislation  reason  to  believe 
that  they  (the  senators)  were  ready  to  vote 
for  it.  For  that  reason,  it  was  re-intro- 
duced after  being  indefinitely  postponed. 

We  had  reason  to  believe  that  at  least 
three  members  of  the  Public  Health  Com- 
mittee of  the  Senate  (Senators  Lyons,  Wills 
and  Wylie)  were  prepared  to  report  favor- 
ably on  this  bill.  When  it  was  reported 
unfavorably  by  this  Committee.  Senator 
Lyons  excused  himself  to  his  constituency 
in  Gila  County  by  the  statement  that  he 
was  the  only  member  of  the  Committee 
who  was  willing  to  report  favorably.  Physi- 
cians of  Pinal  and  Cochise  County  who 
were  so  positive  that  Senators  Wills  and 


Wylie  were  in  favor  of  this  bill  are  asked 
to  take  notice  of  this  statement  by  Senator 
Lyons. 

As  the  matter  now  stands,  there  seems 
to  be  only  one  clear-headed  champion  of 
public  health  in  the  Senate,  and  that  is 
Senator  Bettwy  of  Santa  Cruz  County. 
This  bill  is  clearly  a public  health  matter, 
intended  to  protect  the  public  from  ex- 
ploitation by  unqualified  practitioners  of 
healing  arts.  The  medical  profession  of 
the  state,  who  undertook  to  introduce  this 
legislation  and  explain  its  purpose,  have 
either  failed  to  get  the  message  across,  or 
else  the  legislative  ears  have  been  tuned  to 
a different  and  less  worthy  wave  length. 


MARICOPA  COUNTY  (Ariz.)  MEDICAL 
SOCIETY  MEETINGS. 

(Nov.  13,  1926) 

Held  at  the  Deaconess  Hospital,  Dr.  J.  E.  Drane, 
president,  in  chair. 

Dr.  Schwarz  gave  a report  of  the  Committee  on 
Children’s  Week,  explaining  the  different  features 
of  the  clinic  for  the  examination  of  children,  and 
the  plans'  of  the  clinic  were  discussed  in  detail. 
The  age  limit  was  fixed  at  six  years. 

Dr.  Drane  gave  a report  of  the  Committee  on 
Sanatorium  Situation. 

The  name  of  Dr.  J.  A.  Ollerton,  of  Mesa,  was  re- 
ported favorably  by  the  Board  of  Censors,  and  he 
was  unanimously  elected  to  membership. 

Dr.  George  W.  Stephens,  of  the  State  Hospital, 
gave  a paper  on  “General  Paralysis  of  the  Insane,’ 
reporting  his  experience  in  the  treatment  of  these 
cases,  mentioning  particularly  the  newer  work  with 
malarial  infection.  The  subject  was  discussed  by 
Drs.  Clohesisy,  Suit,  Hicks  and  Stroud. 

Mrs.  Marie  Phelan,  of  the  Federal  Childs’  Wel- 
fare Bureau,  Washington,  D.  C.,  gave  an  interest- 
ing talk  on  the  early  milk  feeding  of  infants  as  in- 
stituted by  the  public  health  departments  of  vari- 
ous cities  throughout  the  United  States  since  1906. 

(Nov.  27,  1926) 

Held  at  St.  Jasieiph’s  Hospital,  Dr.  Drane,  presi- 
dent, in  chair. 

Dr.  T.  E.  Schwarz,  chairman  of  th|a,  Children’s 
Clinic  Week,  held  under  the  auspices  of  the  Soci- 
ety, on  November  18t.h,  19th  and  20th,  at  the 
Chamber  of  Commerce  in  Phoenix,  gave  a report 
of  the  clinic.  It  was  carried  unanimously  that  a 
vote  of  thanks  be  extended  to  Mrs.  Charles  K. 
Howe,  of  the  State  Board  of  Health,  to  the  Cham- 
ber of  Commerce,  the  State  Nurses’  Association, 
the  Maricopa  County  Dental  Society,  the  Central 
Arizona  Light  & Power  Company,  the  Deaconess 
Hospital,  S't.  Joseph’s  Hospital,  and  other  organ- 
izations which  assisted  in  carrying  on  the  clinic. 

It  was  voted  that  the  meeting  night  of  the  So- 
ciety be  changed  from  the  first  and  third  Saturday 
to  the  first  and  third  Monday  of  each  month. 

It  was  voted  .that  the  second  Monday  evening 
of  December  be  made  ladies’  night  and  the  Ladies 
Auxiliary  be  invited  to  join  with  the  Society  in 
the  annual  meeting. 

Dr.  Sweek  brought  up  the  fact  that  the  Ameri- 
can Medical  Association  has  gone  on  record  as  op- 
posing the  Sheppard-Towner  bill;  he  also  stated 
that  some  thought  should  be  given  to  the  matter 
of  a new  medical  practice  act  before  the  coming 
legislature.  It  was  voted  that  a program  be  ar- 
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ranged  to  discuss  these  matters  and  that  Dr. 
Fahlen  be  asked  to  present  the  matter  of  the  Shep- 
pard-Towner  tail. 

Dr.  Victor  Randolph  presented  a paper  on  “Treat- 
ment of  Pulmonary  Hemorrhage,”  which  was  dis- 
cussed by  Drs.  Phillips  and  Bannister. 

Dr.  Charles  S.  Vivian  read  a poper  on  ‘‘Concern- 
ing Urological  Diagnosis,”  which  was  discussed  by 
Dr.  Sweek. 

Both  of  these  papers  have  been  read  before  the 
Medical  & Surgical  Association  of  the  Southwest, 
and  will  appear  in  SOUTHWESTERN  MEDICINE 
in  due  course. 

(Dec.  6,  1926) 

Held  at  the  Deaconess  Hospital,  Dr.  Randolph 
presiding  in  the  president’s  absence.  Dr.  Ollerton 
acted  as  secretary. 

Dr.  F.  T.  Fahlen,  Superintendent  of  Public  Health 
for  Arizona,  presented  the  matter  of  the  Sheppard- 
Towaer  Act,  its  purposes  and  its  administration  in 
Arizona  under  his  supervision.  He  considers  that 
it  has  done  a valuable  work  in  Arizona  and  favors 
its  continuation.  During  the  past  two  years  the 
work  has  been  curtailed  because  the  Arizona  legis- 
lature failed  to  make  the  appropriation  to  match 
the  Federal  Aid.  Many  questions  were  asked  and 
some  criticisms  were  brought  forth,  all  of  which 
were  answered  by  Dr.  Fahlen. 

Dr.  W.  W.  Watkins  presented  a carefully  pre- 
pared summary  on  hte  ‘‘Deficiencies  of  the  Ari- 
zona Medical  Practice  Act,”  with  discussions  by 
Drs.  Garrison  and  Sweek. 

It  was  voted  that  the  Society  take  steps  to  se- 
cure a meeting  of  the  House  of  Delegates  of  the 
Arizona  State  Medical  Association,  as  soon  as  pos- 
sible, to  consider  drafting  an  entirely  new  medical 
practice  act  to  be  brought  before  the  January 
meeting  of  the  legislature. 

(December  20,  1926) 

The  annual  meeting,  with  dinner  for  the  mem- 
bers and  the  Dadies’  Auxiliary  was  held  at  the 
Arizona  Club,  with  about  eighty  present. 

Dean  Lane,  of  Trinity  Cathedral,  gave  an  after 
dinner  address  on  “Spiritual  Health  in  Relation 
to  Physical  Health.” 

Following  the  dinner,  the  ladies  adjourned  for 
entertainment  at  bridge,  while  the  Society  con- 
ducted its  annual  business  session. 

Dr.  O.  H.  Brown,  of  the  Committee  on  Radio 
Broadcasting,  reported  that  a number  of  short 
talks  have  been  prepared  and  that  these  have  been 
edited  by  members  of  the  committee. 

Dr.  W.  W.  Watkins,  of  the  Committee  on  News- 
paper Publicity,  reported  that  the  matter  of  using 
the  available  space  in  the  Arizona  Republican  was 
at  an  impasse,  owing  to  the  requirement  by  the 
newspaper  that  the  articles  be  signed,  and  the  re- 
fusal of  the  Society  to  sanction  this. 

Dr.  Randolph,  of  the  Committee  on  Library,  re- 
ported that  space  was  available  in  the  Carnegie 
Library  for  books  and  periodicals.  Several  ques- 
tions were  raised  relative  to  the  ownership  of  the 
books  and  periodicals  if  placed  in  the  library  and 
the  care  they  would  receive.  The  committee  was 
asked  to  investigate  further  and  report  later. 

The  Board  of  Censors  reported  favorably  on  the 
application  of  Dr.  Harry  E.  Braun,  and  he  was 
elected. 

Report  of  the  Secretary-Treasurer  was  read,  and 
its  adoption  voted. 

The  election  of  officers  resulted  in  the  follow- 
ing selections: 

Dr.  J.  M.  Greer,  President. 

Dr.  W.  A.  Schwartz,  Vice-President. 

Dr.  Victor  Randolph,  Secretary-Treasurer. 


Dr.  H.  B.  Gudgel,  member  of  Board  of  Censors 
to  succeed  Dr.  Fred  Holmes,  retiring  member. 

- (January  17,  1927) 

The  first  meeting  of  the  year  was  held  at  the 
Deaconess  Hospital,  with  the  president,  Dr.  J.  M. 
Greer,  in  the  chair. 

Dr.  Greer  gave  a very  lucid  address  on  “The 
Function  of  the  County  Medical  Society  in  Rel 
lation  to  its  Members.” 

Dr.  D.  F.  Harbridge  read  a paper  on  “The  Rela- 
tion of  the  County  Medical  Society  to  the  State 
Association  and  the  American  Medical  Association. 

Dr.  H.  B.  Gudgel  read  a paper  on  “A  Review  of 
American  Medical  Ethics.” 

In  the  discussion,  the  fact  was  brought  out  that 
the  Society  had  once  voted  its  approval  of  a con- 
sultant assuming  charge  of  a case,  on  request  of 
the  patient,  and  regardless  of  his  consultation  re- 
lation with  the  attending  physician.  Upon  motion, 
the  Society  voted  to  rescind  that  action.  It  was 
further  voted  that  “any  physician  calling  a con- 
sultant may  exercise  his  right  to  ask  the  con- 
sultant to  take  charge  of  the  case  if  for  any  rea- 
son. he  so  wishes.” 

Dr.  R.  E.  Bradley,  of  Roswell,  N.  M.,  a visitor, 
was  called  on  by  Dr.  Greer  for  a short  talk  and 
spoke  very  interestingly  of  his  experiences  with 
county  medical  work  and  medical  ethics  in  New 
Mexico. 


EL  PASO  COUNTY  MEDICAL  SOCIETY 
MEETINGS 

January  17th 

DR.  R.  L.  RAMEY  r.ad  a paper  titled  "Fractures 
of  Elbow  and  Forearm” — -a  paper  that  he  had  pre- 
viously read  before  the  Southwestern  meeting  at 
Tucson.  The  paper  will  be  published  as  part  of 
that  program. 

In  the  discussion  of  the  paper  DR.  E.  J.  CUM- 
MINS emphasized  that  forearm  fractures  were 
emergencies  and  should  be  treated  as  such;  should 
be  set  with  the  aid  of  x-ray  and  fluoroscope.  He 
further  stated  that  care  must  be  taken  to  preserve 
the  ossifaction  centers  in  children  to  insure  prop- 
er growth  of  bone. 

DR.  J.  W.  CATHCART  stated  that  in  his  yeans 
of  observation  of  fractures  there  is  markedly  high- 
er percentage  of  good  results  in  late  years,  which 
he  attributed  to  dressing  in  the  flexed  position, 
plating  and  setting  under  the  fluoroscope. 

DR.  E.  B.  ROGERS  considers  fracture  of  both 
bones  of  the  forearm  the  worst  with  which  the 
surgeon  has  to  deal,  viewed  from  a point  of  good 
results. 

In  closing,  Dr.  Ramey  reiterated  his  position 
that  dressing  such  fractures  in  the  flexed  position 
will  give  the  best  results.  Even  the  fractures  of 
condyles,  if  they  are  first  reduced,  then  the  arm 
placed  in  a state  of  flexion,  the  fragments  will 
invariably  remain  properly  aligned. 

DR.  G.  WERLEY  reported  a case  of  aortic  in- 
sufficiency in  a man  seventy  years  old,  in  which 
the  Mayo  Clinic,  two  years  ago,  had  reported  heart 
and  aorta  negative.  Dr.  Werley  doubted  syphilis 
being  the  etiological  factor  in  all  cases  of  aortic 
insufficiency  and  believed  this  case  substantiates 
his  belief,  since  the  possibility  of  so  old  a man 
contracting  syphilis  in  later  years  is  very  remote. 

DR.  E.  B.  ROGERS  reported  a case  of  disloca- 
tion of  the  acromio-clavicular  joint,  in  which  he 
was  able  to  hold  it  reduced  without  an  open  opera- 
tion until  healed. 

The  Society  unanimously  endorsed  the  candi- 
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Have  you  followed  the 
recent  developments  in 
treating  malnutrition  with 
Knox  Sparkling  Gelatine 
-and -milk  ? Our  lab- 
oratory reports  will  put 
the  facts  before  you.... 


AT  first,  laboratory  tests  proved  the  discovery. 
xjL  Then,  experiments  with  groups  of  children 
(such  as  the  one  recently  conducted  at  the  Christian 
Herald  Children’s  home)  confirmed  it.  And  now, 
physicians  in  all  sections  of  the  country  are  report- 
ing gratifying  results  in  treating  malnutrition  with 
Knox  Gelatineand  milk.  When  the  gelatine  is  dis- 
solved and  added  to  the  milk,  its  protective  col- 
loidal ability  greatly  assists  full  digestion— it  in- 
creases the  available  nourishment  of  milk  about 
23%.  Because  it  is  tniflavored,  uncolored  and  un- 
sweetened only  Knox  Gelatine  should  be  prescribed. 

Method  of  Combining  G .a tine  with  Milk: 

Add  one  teaspoonful  of  Kno?  Sparkling  Gelatine  — which 
should  first  he  soaked  ten  minutes  in  a little  cold  milk  and 
then  dissolved  over  hot  watei  or  in  hot  milk — to  the  glass  of 
milk.  (In  infant  feeding  formulas  use  1 tablespoonful  of 
gelatine,  dissolved  as  above,  to  the  quart  of  milk.) 

From  raiv  material  to  finished  product  Knox  Sparkling  Gela- 
tine is  constantly  under  chemical  and  bacteriological  control, 
and  is  never  touched  by  hand  while  in  process  of  manufacture. 

Write  for  our  medical  reports  and  booklets, discussing 
malnutrition,  infant  feeding,  liquid  and  soft  diets, 
and  other  phases  in  gelatine’s  value  to  medicine. 

KNOX  GELATINE  LABORATORIES 
438  Knox  Ave.,  Johnstown,  N.  Y. 
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dacy  of  DR.  FELIX  P.  MILLER,  of  El  Paso,  tor 
president  of  the  Texas  State  Medical  Association. 

January  24th 

DR.  K.  D.  LYNCH  gave  a lantern  slide  demon- 
stration of  non-calculus  ur  feral  obstruction;  his 
discussion  was  extemporaneous.  The  data  com- 
piled, together  with  the  very  beautiful  illustra- 
tions will  go  to  make  up  a paper  which  Dr.  Lynch 
will  present  to  the  New  Mexico  Medical  Society. 
It  will,  therefore,  appear  in  SOUTHWESTERN 
MEDICINE  at  a later  date. 

January  31st 

Dr.  K.  D.  Lynch  reported  a case  of  Dr.  Vance's 
in  which  he  was  associated  The  case  was  ap- 
parently that  of  acute  appendicitis,  but  in  a couple 
of  days  developed  acute  suppression  of  urine,  as- 
sociated with  a temperature  of  102°.  Within  a few 
days  the  temperature  subsided,  together  with  the 
suppression,  and  repeated  examinations  of  the 
urine  were  negative.  The  case  was  dismissed  from 
the  hospital.  A few  days  later  th?  patient  returned 
with  a pain  in  the  region  of  the  right  kidney;  the 
patient  was  cystoscoped  and  • the  urine  and  roent- 
genograms were  negative.  As  the  acute  condition 
subsided  there  was  a small  hard  mass  palpable  at 
the  lower  pole  of'the  kidney.  This  gradually  soft- 
ened and  disappeared,  th  > patient  apparently  mak- 
ing a complete  recovery.  Diagnosis  was  acute 
abscess  of  the  kidney,  possibly  attributable  to  a 
frontal  sinus  infection. 

February  7th 

DR.  E.  A.  DUNCAN  presented  a case  of  diabetes 
in  a child  eight  years  old,  requiring  rather  large 


doses  of  insulin  to  handle  sufficient  carbohy- 
drates. The  two  points  emphasized  were  that 
children  require  proportionately  higher  caloric 
food  value  than  adults,  and  higher  protein  content 
in  the  diet. 

In  discussion  of  the  case  DR.  J.  A.  RAWLINGS 
emphasized  the  value  of  insulin  in  these  children 
since  by  its  use,  the  patient  can  live  practically,  a 
normal  existence.  Prior  to  the  discovry  of  insulin 
these  cases  always  terminated  fatally. 

DR.  HARRY  LEIGH,  in  speaking  of  the  control 
of  these  cases,  brought  out  that  in  former  days 
when  they  were  managed  only  by  diet,  the  child 
would  occasionally  go  on  a carbohydrate  debauch, 
often  resulting  in  acidosis,  and  even  coma..  Since 
the  use  of  insulin  makes  possible  a practically 
normal  consumption  of  sweets,  they  are  much  more 
easily  controlled. 

In  closing,  Dr.  Duncan  emphasized  that  with 
insulin  management  of  the  diabetic  child,  it  could 
lead  a perfectly  normal  life. 

DRS.  W.  L.  and  C.  P.  BROWN  presented  a pa- 
prir  on  “Hematoma  in  Fractures”  with  an  illustrat- 
ing case,  which  will  appear  in  an  early  issue  of 
SOUTHWESTERN  MEDICINE. 


EL  PASO  CITY-COUNTY  HOSPITAL 
STAFF  MEETINGS 

At  meeting  of  the  Staff  of  the  El  Paso 
City-County  Hospital  Dec.  15,  1926,  the  fol- 
lowing officers  were  elected  for  the  coming 
year: 


A DESIRABLE  HOME 

FOR  TREATMENT  OF  NERVOUS  AND 
MENTAL  DISEASES 

Located  on  a beautiful  tract  of  25  acres.  Build- 
ings are  commodious  and  attractive.  Rooms  with 
private  bath  are  available. 

Treatment  embraces  all  accepted  therapeutic 
agents. 

Recreation  and  entertainment  amply  provided. 
Golf,  tennis,  croquet,  etc.,  are  for  the  use  of  the 
patients. 

Sanitarium  easily  reached  by  rail,  cab,  or  bus. 
Address  : 

G.  WILSE  ROBINSON  SANITARIUM 
Kansas  City,  Mo. 

G.  Wilse  Robinson.  M.  D.,  Medical  Director. 
Kim  D.  Curtis,  M.  D.,  Supt.  and  Internist. 
Office:  Suite  814-817  Medical  Arts  Bldg., 

34th  & Broadway,  Kansas  City 
Sanitarium : 8100  Independence  Road,  Kansas  City. 


E.  H.  McCLURE  COMPANY 

DALLAS,  TEXAS 

Surgical  Instruments  and  Physicians’  Supplies  of  Every  Description 
Sterilizers,  Disinfectors,  Beds,  Ward  Furniture  and  Hospital  Equipment 

of  All  Kinds 

P.  B.  GRUBBS,  3513  Fort  Boulevard, 

Western  Representative  El  Paso,  Texas 
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Section  of  X-Ray  Department,  Anson  General  Hospital, 
Iroquois  Falls,  Ontario,  Canada.  Installation  made  by 
Toronto  Branch  of  Victor  X-Ray  Corporation. 


Victor  Nation-Wide  Service 


' I 'HE  Victor  X-Ray  Corporation  has  assumed  a respon- 
sibility  to  the  medical  profession  which  does  not  end 
with  developing  and  manufacturing  X-Ray  apparatus  of 
the  most  approved  type.  It  is  a tenet  of  the  Victor  code 
that  the  operator  of  a Victor  machine  has  the  right  to 
receive  technical  aid  when  he  needs  it. 

So,  a nation-wide  Victor  Service  Department  was  or- 
ganized years  ago  and  direct  branches  established  in  the 
principal  cities  of  the  United  States  and  Canada,  where 
Victor  trained  men  are  always  available.  No  matter 
where  a Victor  machine  may  be  installed  Victor  Service 
stands  ready,  on  request,  to  inspect  it  or  to  render  such 
technical  assistance  as  may  be  required. 

Victor  alone  maintains  so  comprehensive  a Service 
Organization. 


Victor  is  as  old  as  the  X-Ray. 
Adequate  service  can  be  rendered 
only  by  an  organization  of  proved 
stability  and  performance. 
Whether  your  X-Ray  needs  are 
small  or  large,  for  limited  office 
work  or  for  the  specialized  labor- 
atory, Victor  Service  can  help  you 
in  the  selection  of  equipment 
best  suited  for  the  desired  range 
of  service. 


VICTOR  X-RAY  CORPORATION 

2012  Jackson  Boulevard  Chicago,  Illinois 

33  Direct  Branches  Throughout  U.  S.  and  Canada 


J 
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X'*'  RAT 

Diagnostic  and  Deep  Therapy 
Apparatus . Also  manufacturers 
^ o/Ahe^ooHdge^Tube  ^ 


PHYSICAL  THERAPY 

High  Frequency , Ultra-Violet , 
Sinusoidal,  Galvanic  and 
Phototherapy  Apparatus 


X 


Dallas,  Texas — Victor  X-ray  Corpor  ation  of  Texas,  2503  Commerce  St. 
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Chairman  of  the  Staff,  Dr.  R.  J.  Cum- 
mins ; 

Vice-Chairman  of  the  Staff  and  Chair- 
man of  the  Medical  Service,  Dr.  G.  Werley; 

Secretary,  Dr.  L.  M.  Smith ; 

Chairman  of  Efficiency  Committee,  Dr. 
E.  D.  Strong; 

To  fill  place  on  Efficiency  Committee  va- 
cated by  Dr.  Strong,  Dr.  F.  P.  Miller. 


The  Staff  of  the  El  Paso  City-County  Hospital 
met  following  dinner  at  hospital  at  7 p.  m., 
January  19,  1927.  The  meeting  was  called  to  order 
by  Dr.  E.  J.  Cummins,  chairman  of  the  Staff. 
Those  present  were:  Drs.  McCamaut,  Miller, 

Strong,  Richmond,  May,  Jamieson,  Gallagher,  Var- 
ner, Mason,  Stevenson,  Will  Rogers.  Dong,  Cath- 
cart,  Neil.  Outlaw.  Barnes,  Werley,  Thompson. 
Armistead,  Rigney,  Cummins  and  Smith. 

There  being  a custom  that  deaths  occurring  dur- 
ing the  month  are  discussed  by  the  staff  members 
on  whose  services  they  occur,  the  following  cases 
were  discussed: 

DR.  THOMPSON  reported  a death  from  gastric 
carcinoma,  and  another  from  fractured  cervical 
vertebrae.  The  latt  r was  sent  to  the  hospital  for 
a fractured  jaw,  and  the  broken  neck  was  discov- 
ered at  autopsy.  , 

DR.  WERLEY  reported  a death  on  his  service 
from  diabetes,  and  one  from  angina  pectoris  with 
decompensation  and  mental  symptoms.  He  empha 
sized  the  fact  that  mental  symptoms  are  common 
in  heart  failure,  and  are  lot  due  to  the  digitalis 
therapy  as  som  -times  thought.  Autopsy  of  this 
case  showed  arteriosclerotic  kidneys,  aneurism, 
thrombus  of  right  coronary  artery,  and  oblitera- 
tion of  the  left  coronary  artery. 

DR.  LONG  reported  the  death  of  a patient  with 
pulmonary  and  laryngeal  tuberculosis.  Pneumo- 
thorax was  performed.  On  account  of  the  laryn 
geal  involvement  the  patient  had  extreme  difficulty 
in  eating. 

DR.  STEVENSON  discussed  a death  from  a bill 
let  wound  of  the  abdomen  which  penetrated  the 
right  lung.  Autopsy  showed  a hemorrhage  into 
the  lung. 

Dr.  Stevenson  also  reported  a death  from  in- 
testinal and  peritoneal  tuberculosis  with  adenocar- 
cinoma of  the  omentum.  The  patient  had  great 
distention  and  absolute  obstruction.  The  omen 
.turn  was  extremely  brittle.  The  bowels  were  stud- 
ded with  miliary  tubercles.  Enterostomy  was 
performed  for  relief  of  symptoms,  but  the  patient 
died  one  week  after  operation.  There  were  two 
gallons  of  fluid  in  the  peritoneal  cavity. 

DR.  VARNER  reported  a premature  birth  with 
placenta  praevia;  also  a stillbirth  with  polycystic 
kidney. 

DR  JAMIESON  reported  a case  with  a variety 
of  pathology.  The  first  symptoms  had  been  fre- 
quent and  painful  urination,  and  pain  along  the 
course  of  the  right  ureter.  Cystoscopic  examina- 
tion showed  stricture  of  the  left  ureter.  The  right 
ureteral  orifice  could  not  be  found.  Operation  at 
this  time  showed  a small  right  kidney  containing 
pus,  an  autonephrectomy.  Later  the  patdent  devel- 
oped pain  in  the  left  side.  A gastrointestinal 
series  of  roentgenograms  showed  a spastic  colon. 
The  patient  was  put  on  a diet  and  the  pain  disap- 
peared. She  then  developed  a lump  in  the  left 
breast  the  size  of  a walnut.  Dr.  Cummins  per- 
formed a radical  breast  amputation.  Pathological 
examination  of  the  tumor  revealed  carcinoma. 
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La, ter  she  had  pains  radiating  down  the  right  side. 
Pelvic  organs  were  negative.  The  patient  was  ad- 
mitted to  the  City-County  Hospital  Nov.  25th.  with 
a boring  pain  in  the  abdomen.  Operation  showed 
a cystic  ovary  and  tuberculous  peritonitis.  Pleu- 
risy followed  the  operation,  and  the  patient  died 
three  days  later.  Autopsy  was  not  performed. 

DR.  ARNSON  reported  three  deaths:  one  skull 
fracture,  one  lobar  pneumonia,  and  one  chronic 
endocarditis.  These  patients  died  soon  after  com- 
ing to  the  hospital,  and  were  not  seen  by  mem- 
bers of  the  visiting  staff. 

After  the  business  of  the  staff  was  transacted 
hte  meeting  adjourned  at  9:45  p.  m. 

L.  M.  SMITH,  Secretary. 


ST.  JOSEPH’S  HOSPITAL  (Phoenix) 
STAFF  MEETING 

January  10.  1927. 

The  regular  January  meeting  of  the  Staff 
of  St.  Joseph’s  Hospital  registered  the  larg- 
est attendance  of  any  hospital  staff  meet- 
ing so  far  held  in  Phoenix,  exactly  fifty 
members  being  present,  with  two  Sisters 
from  the  hospital  management. 

The  program  was  on  Acute  Appendicitis, 
reviewing  the  work  of  the  past  three  years 
in  this  hospital  on  this  class  of  cases.  The 
following  program  was  presented,  the  pa- 
pers and  discussions  appearing  elsewhere  in 
this  issue  of  SOUTHWESTERN  MEDI- 
CINE, as  a “Symposium  on  Acute  Appen- 
dicitis.” 

“Statistical  Report  on  Two  Hundred  Cases  of 
Acute  Appendicitis  Operated  in  St.  Joseph’s  Hos- 
pital During  Three  Years  (1924-26).”  W.  Warner 
Watkins,  Secretary  of  Staff. 

“History  and  Etiology  of  Appendicitis,”  Dr.  J. 
M.  Greer.  Mesa;  Discussion  by  Dr.  S.  D.  Little, 
Phoenix. 

“Symptoms  and  Diagnosis  of  Acute  Appendicitis 
in  Adults,”  by  Dr.  H.  B.  Gudgel,  Phoenix;  discus- 
sion by  Dr.  O.  H.  Brown.  Phoenix. 

“Symptoms  and  Diagnosis  of  Acute  Appendicitis 
in  Children,”  by  Dr.  Dudley  Fournier,  Phoenix;  dis 
cussion  by  Dr.  John  Wix  Thomas,  Phoenix. 

“Pathology*  of  Acute  Appendicitis,”  Dr.  H.  P. 
Mills,  Phoenix;  discussion  by  Dr.  H.  L.  Goss, 
Phoenix. 

“Anesthesia  in  Acute  Appendicitis,”  Dr.  S.  1. 
Bloomhardt,  Phoenix. 

“Treatment  of  Acute  Appendicitis,”  Dr.  E.  Payne 
Palmer,  Phoenix;  discussion  by  Dr.  A.  M.  Tuthill, 
Phoenix. 

Following  the  general  discussion,  it  was 
announced  that  the  February  meeting 
would  be  based  on  the  obstetrical  work  in 
the  hospital  during  the  past  two  years, 
and  the  program  would  be  in  charge  of  Dr. 
Kimball  Bannister,  the  member  of  the  Ex- 
ecutive Committee  in  charge  for  February. 

W.  WARNER  WATKINS,  Secy. 

DEACONESS  HOSPITAL  (Phoenix)  STAFF 
MEETING 

The  Medical  and  Surgical  Staff  of  the 
Arizona  Deaconess  Hospital  met  Monday 
evening,  Jan.  24th,  with  27  members  and 
associate  members  in  attendance. 
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The  Records  Committee’s  report  upon  the 
December  deaths  was  made  by  the  secre- 
tary: 

Case  6874;  male,  46  years  of  age,  chronic  pulmon- 
ary tuberculosis;  probably  also  tuberculosis  of  the 
bowels  and  chronic  nephritis. 

Case  6896;  male,  48  years  old.  Perforated  gastric 
ulcer;  he  had  a previous  perforated  gastric  ulcer 
a year  before,  was  operated  upon  and  recovered.  He 
was  again  operated  for  this  second  perforation, 
which  was  in  a different  location.  Admitted  Nov. 
13th,  and  died  on  Dec.  11th. 

Cases  6914  and  6915;  mother  and  babe,  eclampsia 
and  premature  birth  at  eight  months. 

Case  6946;  male  66  years  of  age,  with  tabopare- 
sis. He  was  sent  to  the  hospital  in  a dying  condition 
and  lived  only  a few  days. 

Case  6954;  was  a male,  55  years  old,  with  myo- 
carditis. Death  came  the  day  after  admission. 

Case  6979 ; was  a male,  57  years  of  age,  with  hem- 
orrhagic nephritis.  Admitted  Dec.  18th  and  died  Dec. 
27th. 

Case  6980;  a male,  43  years  of  age,  admitted  26th 
and  died  the  28th.  Diagnosis  of  acute  nephritis,  pleu- 
risy with  -effusion,  complicating  an  acute  respira- 
tory tract  infection. 

Case  2831:  By  DR.  A.  A.  SHELLEY.  Female 
child,  two  yeaps  old,  of  perfect  physique,  well  nour- 
ished and  healthy;  had  never  been  sick. 

The  child’s  mother  had  been  to  the  Mayo’s  a few 
years  previous  (1920)  where  it  was  said  that  chronic 
sores  in  the  mouth  were  caused  by  bad  teeth.  She 
promptly  recovered  after  removal  of  the  teeth.  A 
Wassermann  at  the  time  was  negative.  The  father 


had  always  been  healthy,  says  he  had  never  had 
venereal  disease  and  a blood  Wassermann  made  at 
this  time  is  negative. 

The  child  was  first  seen  on  Aug.  22,  1924  and  the 
grandmother  gave  the  following  history.  About 
nine  o’clock  of  this  day,  it  was  noticed  that  she  had 
some  fever,  although  she  was  still  playing  and  ap- 
parently feeling  well.  Her  grandmother  gave  her 
two  or  three  doses  of  castor  oil  which  she  promptly 
vomited.  She  became  worse  and  when  examined  she 
had  a temperature  in  axilla  of  104,  pulse  140,  very 
coated  tongue,  abdomen  slightly  distended,  and  she 
was  very  nervous  with  twitching  of  the  eye  lids  and 
some  spasmodic  muscular  movements.  Lungs  nor- 
mal. Heart  sounds  normal.  There  had  been  moder- 
ate bowel  movement  in  the  morning,  and  so  far  as 
known  kidneys  had  acted  normally.  Attention  was 
called  to  a very  slight  abrasion  on  the  ball  of  the 
right  foot  evidently  a slight  hurt  from  running 
around  in  bare  feet.  A drop  of  pus  had  been  ex- 
pressed that  morning.  She  had  not  complained  of 
pain,  but  there  was  a slight  enlargement  of  the  in- 
guinal glands  of  the  right  side. 

Shortly  after  two  o’clock  she  had  a convulsion  of 
short  duration.  About  three  o’clock  she  had  anoth- 
er which  was  promptly  relieved  by  warm  bath  in 
bath  tub.  Wound  on  foot  was  freely  opened  and 
curetted.  Very  soon  there  was  another  convulsion 
which  did  not  end  until  given  a dose  of  morphine  and 
atropine.  The  temperature  dropped  to  101.6,  pulse 
130.  Breathing  somewhat  irregular,  but  gradually 
improved.  The  child  never  regained  consciousness 
after  the  first  convulsion.  About  this  time  it,  was 
recalled  that  the  child  had  a moderate  diarrhea  two 
days  before;  some  urine  was  secured  by  catheteriza- 
tion; the  child  was  removed  to  hospital.  She  rested 
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quietly  until  about  eight  o’clock  when  she  had  an- 
other slight  convulsion  and  the  attending  nurse  had 
to  resort  to  artificial  respiration  for  a time. 

Soon  after  the  last  convulsion,  a spinal  puncture 
was  made  getting  only  blood  of  which  there  was 
about  four  drachms;  it  coagulated  at  once.  Dr. 
Watkins  then  made  a spinal  puncture  getting  a very 
bloody  fluid,  which  proved  to  be  free  of  pus  or  or- 
ganisms. The  blood  gave  a one  plus  positive  Was- 
sermann  reaction.  Complement  fixation  for  tuber- 
culosis one  plus  positive.  The  urine  had  a trace  of 
albumen,  and  occasional  pus  and  blood  cell. 

The  child  died  about  midnight  of  the  same  day. 

In  answer  to  questions,  Dr.  Shelley  said  that  a 
definite  diagnosis  was  not  made,  though  it  was  felt 
that  syphilis  was  a contributing  factor.  No  blood 
culture  was  made. 

Case  7022:  By  DR.  E.  H.  BROWN.  Male,  age  15 
years,  well  developed  and  nourished.  Physical  con- 
dition normal  except  left  leg  and  foot. 

About  eighteen  months  ago  while  playing  base- 
ball at  school,  was  struck  upon  the  left  ankle  by  the 
ball;  this  injury  was  very  painful  at  first,  but  was 
not  severely  enough  to  make  him  stop  playing.  The 
greater  part  of  the  pain  soon  subsided.  The  ankle 
continued  tender  and  sensitive  for  some  time.  A 
few  months  later  it  was  noticed  that  there  was  a 
tendency  for  the  foot  and  ankle  to  turn  in;  this 
condition  became  gradually  more  marked  up  until 
the  present  time.  When  walking  he  is  unable  to 
place  the  foot  flatly  upon  the  ground — the  w ight 
being  taken  on  the  outer  side  of  the  foot.  At  the 
present  time  there  is  a general  w akness  through 
the  ankle  but  very  little  pain. 

Examination  shows  a marked  deformity  of  the 
lower  third  of  tibia;  the  appearance  was  typical  of  a 
mal-united  fracture  of  the  tibia  and  fibula  that  per- 
mitted an  inward  deviation  of  the  lower  end  of  the 
leg,  ankle  and  foot.  No  irregularities  of  the  bones 
could  be  detected  by  palpation. 

The  left  tibia  measured  three-fourth  inch  shorter 
than  the  right.  There  was  one  inch  difference  in  the 
circumference  at  the  calf  of  the  legs.  Ankle  meas- 
urements showed  threejeigh,ths  inch  difference. 

By  physical  examination  the  deformity  was 
thought  to  be  due  to  a developmental  condition.  The 
question  of  fracture  was  ruled  out  by  the  history, 
for  it  would  have  been  impossible  for  this  boy  to 
have  continued  with  his  school  and  games  with  a 
fracture  that  would  have  produced  this  condition. 

The  following  is  the  x-ray  report  of  Dec.  26,  by 
Dr.  Watkins: 

“Radiograph  of  this  bone  does  not  show  evidence 
of  new  growth.  It  is  not  certain  that  there  has  been 
a fracture,  but  there  is  evidence  of  some  lesion  in 
the  epiphyseal  line  of  the  tibia.  This  gives  the 
appearance  of  bone  growth  of  the  tibia  having  stop- 
ped— the  fibula  continuing  to  grow  in  length,  pro- 
ducing distortion  at  the  ankle  joint  with  rotation  of 
the  astragalus.” 

Diagnosis:  Retardation  of  the  normal  growth  of 
the  lower  end  of  the  left  tibia,  due  to  epiphyseal  in- 
jury. The  growth  of  the  fibula  being  normal,  this 
condition  produced  a gradual  bowing  of  the  lower 
third  of  the  tibia,  thus  changing  the  plane  of  the 
articular  surface  of  the  ankle  joint  by  the  growing- 
fibula  pushing  the  outer  side  of  the  foot  downward 
and  inward. 

All  long  bones  have  an  epiphysis  at  each  end,  with 
the  exception  of  the  metacarpals,  the  metatarsals, 
the  phalanges  of  the  hands  and  feet,  and  the  clavic- 
les, all  of  which  have  an  epiphysis  at  only  one  end. 

The  increase  in-  bone  length  takes  place  at  the 
epiphyses.  In  the  long  bones,  ossification  always 
proceeds  more  rapidly  at  one  one  end  than  at  the 
other  and  the  growth  is  more  rapid  and  continues 
longer  at  the  end  at  which  the  epiphysis  is  last  to 
unite  to  the  shaft. 


All  through  immaturity  the  epiphyses  freely  com- 
municate with  the  diaphysis;  in  early  life  the  epi- 
physes are  completely  shut  off  from  the  disphysis 
by  the  epiphyseal  cartilages.  The  epi- 
physes obtain  their  blood  supply  from  the  periosteal 
net  work  of  arteries — large  branches  of  which  per- 
forate the  thin  layer  of  compact  tissue  on  their  ex- 
terior, and  are  distributed  throughout  the  spongy 
cancellous  tissue.  Nearly  the  whole  of  the  blood  sup- 
ply is  therefore  independent  of  the  dipaihysis.  Only 
one  or  two  minute  arteries  pass  into  the  epiphyses 
from  the  diaphysis  through  the  conjugal  cartilage. 
This  accounts  for  the  comparatively  infrequent  oc- 
currence of  necrosis  of  the  epiphysis  even  when  the 
diaphysis  is  more  or  less  completely  displaced  from 
the  epiphysis. 

Ossification  takes  place  from  the  center  of  the 
epiphysis  and  proceeds  toward  the  periphery  until 
the  entire  epiphysis  is  ossified,  with  the  exception 
of  a thin  layer  at  the  junction  of  the  shaft  forming 
the  epiphyseal  cartilage  or  disk. 

There  is  no  doubt  but  that  this  boy  suffered  suf- 
ficient injury  to  the  blood  supply  of  the  lower  tibia 
epiphysis  to  cause  this  retardation  growth,  and  re- 
sultant deformity. 

Treatment:  In  order  to  bring  the  foot  and  ankle 

back  to  normal  position  a sub-periosteal  osteomy 
was  done  through  the  lower  third  of  the  tibia,  two 
inches  above  the  epiphyseal  line,  as  well  as  a resec- 
tion of  three-fourths  of  an  inch  of  the  fibula.  This 
permitted  a moderate  over  correction  of  the  deform- 
ity ; the  foot  was  put  in  plaster  in  this  position. 

The  reason  for  the  over  correction  is  that  the  boy 
will  not  reach  his  full  growth  for  at  least  another 
three  years,  and  hence  there  will  be  a tendency  for 
a recurrence  of  the  deformity. 
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The  Chances  are  that  the  normally  growing  fibula 
will  cause  a sufficient  recurrence  of  the  deformity  to 
call  for  further  operative  interference.  A resection 
of  the  epiphyseal  end  of  the  fibula  may  have  to  be 
done.  The  left  leg  will  ultimately  be  from  three- 
fourths  to  one  and  a half  inches  shorter  than  the 
right. 

The  secretary  presented  records  of  two  cases  of 
leukemia,  summary  of  which  follows: 

Case  1923.  female,  Pima  Indian,  32,  admitted  in 
drunken  condition,  with  lacerations  about  head  from 
a fight.  The  routine  blood  examination  revealed 
177,000  leucocytes  with  anisocytosis,  poikilocytosis, 
microcytes,  macrocytes  and  normoblasts.  There  were 
11  per  cent  large  lymphocytes,  52  per  cent  poly- 
nuelears,  22  per  cent  basophiles,  and  15  per  cent 
myelocytes.  On  these  finds  the  diagnosis  of  mye- 
logenous leukemia  was  made. 

Four  subsequent  examinations  showed  counts  vary- 
ing from  145,000  to  250,000,  hemoglobin  from  30  to 
45  per  cent,  red  cells  2,350,000,  with  other  findings 
as  at  the  first  examination. 

This  patient,  supposedly  healthy,  except  for  super- 
ficial wounds,  having  been  shown  by  the  routine 
blood  count  to  be  an  interesting  medical  patient,  the 
secretary  of  the  staff,  in  consultation  with  Dr.  Dam- 
eron,  made  a complete  examination  with  the  follow- 
ing results: 

Female  Indian.  About  five  feet,  two  inches  tall, 
weight  about  '115  pounds.  Chocolate  colored  skin; 
lips  of  fair  color;  wound  on  back  of  head;  several 
slight  abrasions  on  left  side  of  face,  about  eyes. 
Eyes,  dark,  pupils  round,  reacting  but  sluggishly. 
Patient  breathes  freely  through  the  nose.  Palpable 
lymph  nodes  in  neck  present.  Tonsils  present  and 
apparently  diseased.  Mucous  surface  of  mouth  is 


abnormally  pale.  Full  set  of  teeth,  two  probably 
devitalized. 

Chest:  Well  formed.  Slight  depression  above  and 
below  the  clavicle — little  more  noticeable  on  the  right 
than  on  the  left.  Percussion  shows  slight  dulness 
over  Pft  hilum.  Definite  sura-sternal  notch  pulsa- 
tion is  visible,  and  palpable.  Mediastinal  (luiness  ex- 
tends up  to  upper  edge  of  the  second  rib.  Heart  dul- 
ness  8 cm.  to  the  left  of  median  line,  by  percussion 
and  auscultation.  Apex  beat  is  not  visible.  Right 
margin  of  heart  is  4 cm.  to  the  right.  Blood  pressure, 
120/58.  Radial  pulses  are  equal  and  apparently  nor- 
mal. Heart  sounds  of  normal  intensity,  but  systolic 
murmur  is  heart  at  apex,  slightly  transmitted  to  ax- 
illa : murmur  seems  to  increase  in  intensity  in  direc- 
tion of  second  left  intercostal  space.  Heard  loudest 
about  junction  of  the  left  fourth  rib  and  sternum. 
Slight  diastolic  murmur  heard,  also  in  region  of 
left  fourth  interspace  at  the  edge  of  sternum.  No 
axillary  lymph  nodes  are  palpable. 

Abdomen:  Normal  in  appearance,  except  for  linea 
alba  and  median  incision  scar  extending  one  and 
one-half  inches  below  umbilicus  to  pubis.  Liver  diul- 
ness  from  fourth  rib  to  the  costall  arch,  in  mamary 
line. 

The  spleen  extends  from  the  seventh  rib  in  mid- 
axillary  line  to  costal  -arch  and  is  palpable  just  above 
the  level  of  the  costal  arch. 

Extremities:  Left  forearm  shows  extensive  scat- 
deep  into  flesh  from  elbow  joint  txt  within  two  inches 
of  head  of  radius.  Practically  all  of  outer  portion 
of  muscle  is  destroyed.  There  is  slight  edema  just 
above  the  right  ankle,  probably  from  slight  wound  on 
ankle. 

Patellar  reflexes  are  active  and  equal.  Achilles  and 
Babinski,  Gordon  and  Oppenheim  are  normal.  Posi- 
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five  Cbaddock.  Abdominal  reflexes  not  obtained. 

Vaginal  exammination : Perineum  shows  posterior 
laceration.  Cervix  shows  very  marked  laceration. 
Small  uterus  palpable.  Slightly  more  resistance  to 
the  left  of  cervix  than  to  the  right. 

Laboratory  findings:  Blood:  See  report  of  routine 
examination,  above;  the  Wassermann  reactions  were 
strongly  positive,  Kolmer  titration  being  30  plus; 
the  Kahn  test  was  also  positive.  Complement  fixa- 
tion reactions  for  gonorrhea  were  positive;  comple- 
ment fixation  reactions  for  tuberculosis  were  nega- 
tive. 

Diagnosis:  Scalp  wound.  Wound  of  ankle.  Scars 
from  former  injury  of  left  forearm.  Cardiac  le- 
sion, probably  double  aortic  and  mitral  Dilated 
aorta.  Syphilis;  myelogenous  leukemia.  Lacerated 
cervix  and  perineum.  Devitalized  teeth. 

Case  5325;  male,  age  not  given.  Brought  to  the 
hospital  in  a condition  unable  to  give  history  and 
no  friends  or  relatives  could  be  found. 

Examination  showed  fairly  well  nourished,  med- 
ium sized  man,  slightly  cynanotic,  lying  restlessly  in 
bed,  apparently  apprehensive.  Slight  icteric  tinge  to 
the  Conjunctivae;  pupils  equal,  regular,  and  reacting 
to  light  and  accommodation;  no  ptosis,  nystagmus,  or 
strabismus.  No  enlargement  of  the  thyroid,  but  the 
posterior  auricular  lymph  nodes  are  markedly  en- 
larged, firm,  easily  movable,  and  about  the  size  of 
No.  4 buck  shot. 

Apex  impulse  of  the  heart  is  seen  and  felt  feeble 
in  the  sixth  interspace,  12  cm.  from  the  mid-sternal 
line.  There  is  a soft  blowing  systolic  murmur  at  the 
base,  transmitted  over  all  the  pericardium.  This 
murmur  is  probably  functional.  There  is  no  bruit  in 
the  region  of  the  aortic  valve. 

The  right  lung  is  resonant  throughout.  Expansion 
is  good.  There  are  no  abnormal  sounds.  In  left 
lung  breath  sounds  indistinct  but  there  are  no  rales 
except  at  the  apex  extending  as  low  as  the  fourth 
interspace,  where  a few  scattered  coarse  rales  are 
heard. 

Rounded  margin  of  the  liver  is  felt  four  finger 
breadths  below  the  costal  margin,  tender  but  not 
nodular.  There  is  an  area  of  incneiasrd  dulness,  to 
percussion  in  the  left  hypochondrium,  which  is  ap- 
parently in  front  of  the  colon,  and  suggests  the 
possibility  of  enlargement  of  the  spleen.  No  defi- 
nite enlargement  of  the  spleen  is  felt. 

The  skin  over  the  entire  body  is  dotted  here  and 
there  with  hemorrhagic  areas  resembling  purpura 
hemorrhagica.  Bones  and  joints  are  negative,  ex- 
cept that  there  are  areas  of  periosteal  thickening  in 
sh;n  bones  suggesting  th  i possibility  of  an  olid 
syphilitic  periostitis  Throughout  the  surface  of 
the  body  are  enlarged  glands  about  the  size  of  No. 

4 buck  shot,  freely  movable,  and  not  adherent. 
Glands  in  the  groin  are  noticeably  enlarged,  being 
the  size  of  No.  3 buck  shot. 

The  urine  showed  albumin,  casts  and  acetone.  The 
blood  examination  showed  90  per  cent  Dbg;  color 
index  0.9  per  cent;  4 970,000  reds;  24,000,  whites 
with  18  per  cent  leukocytes,  80  per  cent  neutno- 
philes..  1 per  cent  eosinophiles,  and  1 per  cent  - 
basophiles.  The  Wassermann  was  one  plus  posi- 
tive. D?iath  occurred  at  the  end  of  six  days. 

Autopsy  by  Dr.  Watkins: 

Fairly  well  nourished  man,  with  numerous  small 
superficial  skin  ulcerations,  having  hemorrhagic 
crusts.  All  the  superficial  lymph  nodes  enlarged, 
the  inguinal  group  being  most  enlarged.  Skin 
and  muscles  showed  a yellowish  tinge.  In  chest, 
right  lung  was  normal.  Left  lung  showed  dense 
pleural  adhesions.  Heart  not  enlarged.  No  evi- 
dence of  aortic  enlargement  or  valvular  disease.  An- 
terior and  posterior  mediastinal  lymph  nodes  much 
enlarged,  soft  and  friable. 

Liver  much  enlarged,  not  weighed.  Showed  innum- 


erable d.screte  yellowish  spots,  those  on  the  surface 
projecting  as  small  granulomatous  nodules. 

Throughout  the  cut  surface  the  same  appearance, 
the  entire  liver  being  filled  with  these  miliary  areas. 
Spleen  enlarged,  showing  the  same  appearance  as 
the  liver,  with  the  projecting  nodules  of  about  rice 
grain  size,  with  entire  substance  filled  with  the 
discrete  areas  of  similar  size.  Polycystic  kidney  on 
each  side.  All  the  lymph  glands  of  the  abdomen 
enlarged,  soft  and  friable. 

Sections  of  lymph  nodes  show  extensive  areas  of 
softening  with  loss  of  cell  outline  and  Hemorrhagic 
xtravasation.  There  are  numerous  areas  of  infiltra- 
tion by  atypical  cells,  resembling  large  lymphocytes. 
Sections  of  spleen  show  infiltration  with  cells  as 
found  in  lymph  nodes,  this  change  being  chiefly 
peri  vascular.  Sections  of  kidneys  show  marked  de- 
generation of  epithelium  of  tubules,  with  extensive 
desquamation  and  with  dilation  of  both  convoluted 
and  straight  tubules,  and  there  are  numerous  micro- 
scopic as  well  as  macroscopic  cysts.  Sections  of  liver 
show  extensive  perivascular  infiltration  by  large 
atypical  cells,  similar  to  those  found  in  lymph  nodes 
and  spleen.  There  is  a moderate  amount  of  passive 
hyperemia  presnt. 

Microscopic  Diagnosis:  Leukemia  with  leukemic 

infiltration  into  liver,  spleen  and  lymph  nodes. 

DR.  H.  P.  MILLS  opened  the  discussion  on  leu- 
kemia as  follows:  A systemic  disease  characterized 
by  hyperplasia  of  the  leukocyte  producing  tissues 
and  accompanied  by  a secondary  disturbance  of  the 
composition  of  the  blood  which  manifests  itself  in 
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alterations  in  the  relative  proportion  of  the  leu- 
kocytes, the  appearance  of  the  forms  not  normality 
found  in  the  total  number  of  white  cells. 

Two  general  types  are  described,  the  myeloid  or 
spleno-myelogenous  and  the  lymphoid  or  lymphocy- 
tic. In  the  former  the  essential  pathology  lies  in  the 
spleen  and  bone  marrow  and  the  blood  contains 
forms  of  granulocytes  or  myelocytes  and  there  is 
associated  disturbance  of  red  cell  production,  with 
resultant  anemia  of  varying  degree.  In  the  latter 
there  is  a great  excess  .of  lymphocytes  in  the  peri- 
pheral blood  and  there  is  associated  generalized 
hyperplasia  of  lymphoid  tissues  of  the  body. 

In  chronic  myelogenous  leukemia  th«  spleen  is  us- 
ually enlarged,  frequently  to  many  times  its  normal 
size  and  on  microscopic  section  shows  extensive  infil- 
tration with  bone  marrow  cells  which  largely  replace 
the  follicles,  and  the  venules  of  the  splenic  pulp  are 
filled  with  myelocytes,  polymorphonuclear  neu- 
trophiles,  mononuclear  cells  and  nucleated  red  cells. 
The  bone  marrow  shows  cellular  hyperplasia,  has  a 
ninkish  color  and  the  capillaries  are  filled  with  mve- 
locytes  and  leukocytes  of  all  kinds.  The  lymnh  nodes 
usually  show  only  slight  enlargement  and  micro- 
scopically may  present  little  change.  The  blood 
changes  are  very  marked.  The  total  red  count  is  low, 
except  in  early  cases  as  is  also  the  hemoglobin,  but 
the  color  index  is  usually  high.  Nucleated  red  cells 
are  commonly  present  and  abnormally  of  size  and 
contour  of  red  cells  is  usually  evident.  The 
most  striking  feature  of  the  blood  picture  is  the 
great  increase  in  the  number  of  leukocytes.  The 
count  is  usually  above  100.000  and  sometimes 
reaches  1.000,000.  The  differential  count  varies 
much  in  different  oases  but  the  presence  of  mve- 
l'wytes  in  the  peripheral  blood  is  a prominent  fea- 
ture, the  percentage  varying  from  twenty  to  eighty. 

In  lymphatic  leukemia  the  spleen  is  enlarg°d,  but 
to  a less  degree  than  in  the  myelogenous  type.  The 
bone  marrow  has  a pink  or  reddish  color  and  the 
erythroblastic  and  myeloblustic  tissue  is  largely  re- 
placed by  lymphocytes.  The  lymph  nodes  over  the 
entire  body  show  marked  hvnerplasia  and  on  section 
show  almost  solid  masses  of  lymphocytes  and  loss  of 
all  resemblance  to  their  original  structure.  This  ex- 
cessive deposit  of  lymphocytes  is  seen  on  section  of 
practically  all  organs  of  the  body  containing  lym- 
phoid tissue  in  any  form. 

The  blood  picture  is  more  that  of  secondary  ane- 
mia. than  is  seen  in  the  mvelogenous  form,  the  hemo- 
globin and  red  cells  are  both  lowered  and  the  color 
index  usually  low.  Nucleated  red  cells  occur,  but 
not  so  commonly  as  in  the  mvplogenous  type. 
The  increase  is  in  the  lymphocytes,  these  reaching  a 
percentage  of  forty  to  ninety. 

Rar°ly  blood  counts  are  found  in  acute  infections 
involving  the  lymphoid  structure,  in  AVhich  the  dif- 
ferential count  is  reversed,  there  being  a moderate 
leukocytosis  with  eighty  to  ninety  per  cent  lympho- 
cytes. These  cases  usually  return  to  normal,  but 
should  be  held  under  observation  as  possible  oarlv 
cases  of  leukemia  and  frequent  counts  made  Occa- 
sionally there  are  periods  in  the  course  of  lymphatic 
leukemia,  during  which  the  clinical  findings  remain 
unchanged,  but  the  blood  picture  becomes  nracticallv 
normal;  and  rarely  there  are  cases  in  which  these 
findings  persist  throughout  even  to  the  death  of  the 
patient.  To  this  group  of  cases  has  been  given  the 
term  aleukocythemic  leukemia.  Case  5325  apparent- 
ly belongs  to  this  type.  These  cases  have  all  the 
clinical  and  pathologic  findings  of  lymphatic  leu- 
kemia, except  that  the  blood  picture  remains  prac- 
tically normal. 

DR.  O.  H.  BROWN  presented  Case  No.  33  as 
follows : 

Male,  56  years  of  age.  He  fell  from  a tree  to  the 
ground,  a distance  of  perhaps  10  feet.  He  struck  the 


ground  on  his  back,  perhaps  touching  the  ground 
first  with  his  buttock.  The  ground  onto  which  he 
fell  was  a drive  and  hence  was  very  hard.  He  was 
picked  up  by  his  family  and  neighbors  and  placed 
upon  an  army  cot.  Here  he  was  found  by  the  phy- 
sician. He  was  pale;  his  body  was  cold  and  cov- 
ered with  free  perspiration.  His  pulse  however  was 
good.  He  was  complaining  of  severe  pain  in  his 
back  and  abdomen  and  his  breathing  was  jerky  and 
accompanied  with  a grunt.  The  legs  were  paralyzed. 
The  abdomen  was  large  and  somewhat  tense,  but  no 
special  areas  of  spasticity  could  be  elicited.  A work- 
ing diagnosis  was  made  of  shock,  fractured  vertebra 
hemorrhage  or  other  injury  of  the  lower  cord  and  a 
possible  abdominal  injury.  A dose  of  morphine  (one- 
fourth  grain)  strychin  .1-30  gr.)  and  tropin  (1-150 
gr.)  was  given  hypodermically. 

When  ambulance  arrived  the  door  would  not  ad- 
mit the  cot.  The  drivers  were  instructed  to  return  for 
an  ambulance  with  a rear  door. 

He  was  placed  in  the  ambulance  without  being 
disturbed  on  the  cot.  At  the  hospital  about  a dozen 
/hands  were  put  under  him  and  he  was  gently  rolled 
over  enough  to  slide  under  him  a Bradford  frame. 
He  was  carefully  drawn  by  many  hands  into  a 
comfortable  position  on  the  frame.  By 
means  of  this  frame  he  could  be  lifted  to  the  x-ray 
table,  to  bed,  and  back  again  if  necessary.  It  took 
several  attempts  to  get  satisfactory  x-rays  as  he 
was  a heavy  man  and  the  canvas  and  rope  on  the 
Bradford  frame  cast  shadows. 

After  he  was  put  to  bed  a more  thorough  physical 
examination  was  made.  Skin  was  cold,  pale  and  cov- 
ered with  perspiration;  ‘blood  pressure  was  90/60; 
abdomen  was  distended  and  generally  tense;  legs 
paralyzed ; patellar,  achilles  and  toe  reflexes  were 
absent ; pin  pricks  and  touch  wer?  not  felt  from  two 
inches  below  the  umbilicus  in  front  and  the  twelfth 
dorsal  vetrebra  behind  to  the  soles  of  his  feet;  heat 
and  cold  were  not  felt  in  the  paralyzed  area.  The 
diagnosis  at  this  point  was  the  same  as  before.  It 


Science  Has  Proved 


that  the  best  food  for  babies  is 
breast  milk,  and  that  the  best 
substitute  is  cow’s  milk  prop- 
erly modified  with 

Mead’s  Dextri-Maltose 

The  combination  of  Mead’s 
Dextri-Maltose,  cow’s  milk  and 
water  for  the  artificial  feeding 
of  infants  has  stood  the  test 
of  years.  Let  us  send  you  lib- 
eral samples. 


The  Mead  Johnson  Policy  > 

MEAD’S  Infant  Diet  Materials  are  advertised  only 
to  physicians.  No  feeding  directions  accompany  trade 
packages.  Information  in  regard  to  feeding  is  supplied 
to  the  mother  by  written  instructions  from  her  doc- 
tor, who  changes  the  feedings  from  time  to  time  to 
meet  the  nutritional  requirements  of  the  growing  in- 
X fant.  Literature  furnished  only  to  physicians.  /• 


MEAD  JOHNSON  & COMPANY 

EVANSVILLE,  INDIANA,  U.S.A. 
Manufacturers  of  Infant  Diet  Materials  Exclusively 


FEBRUARY,  1927 
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was  concurred  in  by  consultant.  Operation  was 
thought  inadvisable,  at  least  until  morning. 

The  x-ray,  the  next  morning  disclosed  a fractured 
twelfth  dorsal  vertebra  and  a fractured  rib  near  the 
spine.  The  signs  of  shock  were  still  present,  the 
bladder  was  full  of  urine  which  he  was  unable  to 
void  and  evacuation  of  his  bowels  had  not  been  ob- 
tained. Catherterization  of  bladder  obtained  urine 
with  a trace  of  blood;  this  probably  came  from  the 
catheter. 


Operation  was  again  postponed.  Purges  and 
enemas  were  given  with  ultimately  slight  results. 
His  blood  pressure  came  up  under  pitukrin  and 


sodium  coffein  benzoate  to  120/80.  The  spinal  fluid 
was  nearly  pure  blood  and  was  scanty.  Early  in  the 
morning  of  the  fourth  day  he  vomited  a large 
amount  of  dark  colored  fluid  that  the  night  superin- 
tendent thought  was  fecal  in  character.  This  caused 
the  operation  to  be  postponed  again. 

From  this  on  there  was  a gradual  decline  and  he 
died  "near  the  end  of  the  fifth  day.  He  vomited  a 
large  amount  of  fluid  just  before  death. 

An  autopsy  was  refused.  The  death  certificate 
was  signed  paralysis  of  bowels,  secondary  to  frac- 
tured twelfth  dorsal  vertebra  and  spinal  cord  hem- 
orrhage. 

At  one  time  it  was  considered  that  there  might  be 
a ruptured  bowel,  but  was  finally  considered  im- 
probable. It  was  also  considered  that  an  acute  dila- 
tion of  the  stomach  might  have  been  an  important 
cause  of  death.  * 

DR.  E.  P.  PALMER:  Fracture  of  the  bony  struc- 
ture of  the  spine  is  always  a grave  injury  and  its 
diagnosis,  prognosis  and  management  present  serious 
problems  to  the  surgeon.  Fracture-dislocation  usu- 
ally produces  a partial  or  complete  separation  of  the 
siigments  of  the  cord,  so  complete  recovery  is  rare. 
Regeneration  of  the  non-neurilematous  elements  of 
the  cord  does  not  occur,  so,  following  a division  of 
the  cord  between  the  atlas  and  the  first  lumbar  ver- 
tebra, no  improvement  is  to  be  expected  except 
through  extra  spinal  nerve  anastomosis.  There  is 
always  uncertainty  regarding  the  pathological  con- 
dition. The  x-ray  is  of  assistance  in  determining  the 
injury  to  the  bony  structure,  but  unfortunately,  the 
extent  of  the  injury  to  the  bony  canal  is  no  guide  to 
the  damage  done  the  cord.  There  is  but  one  safe 
course  in  all  cases  of  spinal  injury  presenting  de- 
formity and  paralysis,  when  the  patient’s  condition 
will  permit,  that  is,  to  perform  an  immediate  ex- 
ploratory laminectomy  to  determine  whether  opera- 
tive treatment  will  improve  conditions.  We  must 
remember  that  in  all  dural  and  bone  work,  our  opera- 
tive tecnique  must  be  perfect.  I wish  to  emphasize 
the  importance  of  immediate  operation  if  the  patient’s 
condition  will  permit,  as  delay  is  dangerous.  The 
cord  may  be  pressed  upon  by  bony  fragments  or  by 
(a  blod  clot  within  or  without  the  dura,  which  pres- 
sure, if  relieved  iat  once,  will  leave  the  cord  unin- 
jured, but  if  allowed  to  reamin  a few  days  or  weeks, 
will  result  in  degeneration.  It  has  been  shown  at 
many  late  operations  that  the  only  lesion  to  toe 


cord  was  compression,  but  the  late  operation  was  of 
no  avail  as  the  degeneration  had  occurred.  An  early 
operation  in  such  cases,  would,  of  course,  have  re- 
liep/ed  the  pressure  and  prevented  the  degeneration 
changes.  In  the  case  under  consideration  there  was 
a fracture-dislocation  of  the  twelfth  dorsal  verte- 
bra resulting  in  anesthesia  and  paralysis  to  the 
height  of  anterior  superior  spinous  processes  in  front 
and  to  the  point  of  spinal  injury  behind,  resulting  in 
retention  of  urine  and  feces.  When  the  patient  was 
first  seen  it  was  thought  that  he  could  be  gotten  in 
good  enough  condition  to  permit  of  laminectomy  un- 
der nitrous  oxide-oxgen  novocain  anesthesia  and 
every  effort  was  made  to  improve  his  condition  with 
that  object  in  view.  Twice  when  he  seemed  improved 


the  time  was  set  for  operation  and  the  operating 
room  was  ready;  each  time  symptoms  arose  which 
prevented  us  from  undertaking  operation. 

DR.  0.  H.  BROWN : Tilney  and  Riley  say  that 
the  parastaltic  action  of  the  intestines  seems  to  be 
stimulated  by  the  vague  and  inhibited  by  the  sympa- 
thetics.  In  case  our  diagnosis  is  correct  the  spinal 
cord  lession  was  a stimulating  one  and  caused  over 
action  of  the  sympathetics.  Of  course  there  may 
have  been  a thrombus  in  a portion  of  the  intestines. 

DR.  TUTHILL  said  that  the  man  must  have  had 
more  than  a fractured  vertebra  as  such  cases  usu- 
ally live  about  five  months. 

DR.  MILLS  said  the  twelfth  dorsal  is  about  the 
right  limit  for  the  sacral  sympathetics. 

DR.  BANNISTER  said  he  thought  the  question  of 
paralysis  of  bowels  from  spinal  cord  pathology  was 
particularly  interesting  to  him  as  he  had  had  two 
cases  lately  with  spinal  cord  lesions  both  of  which 
had  to  have  bowels  moved  for  them,  and  had  serious 
results  therefrom. 

Adjourned.  Orville  Harry  Brown,  Sec. 


FOR  SALE— OPTHALMOLOGICAL  EQUIPMENT 

Office  of  Dr.  M.  L.  Downs,  deceased.  One  C-1 
Opthalmometer,  in  perfect  condition,  with  adjust- 
able table,  chair  and  stool;  trial  case  and  traveling 
trial  case,  both  fully  equipped;  magnet  for  remov- 
ing steel  bodies  from  the  eye;  several  cases  of  in- 
struments for  eye  and  ear  surgery;  library  of  54 
volumes.  For  further  information  write  or  make 
an  offer. 

MRS.  MYRTLE  REESE  DOWNS, 

1224  10th  St.,  Douglas,  Ariz. 
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SOUTHWESTERN  MEDICINE 


Latest  Refinements  in 
Diphtheria  Antitoxin 

Purity , Concentration , Limpid 
Fluidity 

RESEARCH — long,  patient,  painstaking  research — 
. has  enabled  us  to  make  progressive  improvement 
in  the  methods  of  refining  Diphtheria  Antitoxin. 

And  now  Parke,  Davis  & Company’s  Diphtheria 
Antitoxin  represents,  in  the  light  of  our  present  knowl- 
edge, the  acme  of  desirability  from  the  standpoints  of 
purity  and  concentration. 

Compare  it  with  others.  You  will  be  impressed  with 
its  smaller  bulk,  its  crystal  clearness,  its  water-like 
fluidity. 

It  contains  a minimum  of  protein  matter  and  other 
solids,  thus  reducing  the  risk  of  serum  reactions.  And 
its  low  viscosity  insures  rapid  absorption. 

There  is  no  question  about  it — this  Diphtheria  Anti- 
toxin is  outstanding  in  its  excellence.  That  s why 
many  physicians  specify,  and  insist  on  getting,  the 
Parke,  Davis  6c  Company  product. 

The  syringe  containers  in  which  this  Antitoxin  is  supplied  are  of 
very  satisfactory  design  and  are  easily  manipulated  even  under  the 
trying  conditions  which  frequently  attend  the  injection  of  Anti- 
toxin in  children. 

Diphtheria  Antitoxin,  P.  D.  & Co.,  is  supplied  in  syringe  contain- 
ers— 1000  units  for  prophylaxis  and  3000,  5000,  10,000  and  20,000 
for  curative  purposes. 

Our  22-page  booklet,  "Diphtheria  Prophylaxis  and 
Treatment , ’ is  available  to  physicians  upon  request. 


Parke,  Davis  & Company 

[United  States  License  No.  1 for  the  Manufacture  of  Biological  Products J 

DETROIT,  MICHIGAN 





oA  Trial 


better  Than  Anything  Else  Can 
Tell  You  The  S.  M.  A.  Story 


You 


probably  have  some  favorite 
method  of  feeding  infants  deprived  of 
breast  milk,  perhaps  several. 

You  have  used  them  many  times,  no 
doubt  over  a period  of  many  years.  You 
know  from  experience  what  you  wish  in 
the  way  of  nutritional  results.  We  believe 
that  S.  M.  A.  will  give  you  these  more 
simply  and  more  quickly  than  any  other 
method  of  feeding. 

Why  not  give  S.  M.  A.  a trial  now? 

For  convenience  simply  send  us  your  let- 
terhead, prescription  blank  or  card  mark- 
ed “Trial  package  of  S.M.A.”  We’ll  do  the 
rest. 

An  acceptance  of  our  offer  carries  with  it 
no  obligation.  It  will  be  a real  pleasure 
to  put  a trial  package  of  S.  M.  A.  at  your 
disposal. 

Manufactured  by  permission  of  the  Babies  and 
Childrens  Hospital  of  Cleveland 

by 

THE  LABORATORY  PRODUCTS  CO. 

Cleveland,  Ohio 


Fine c Products  for 


the  Infant’s  ‘Diet 


TRACE  MARK  R£0. 


HAY  FEVER  AGAIN 


If  You  Have  Patients  Sensitive  to  the 

Spring  Pollens 

It  Is  Time  for  Seasonable  Treatment 


We  Pioneered  the  Pollen  Treatments  in  Arizona  Just  as 
We  Pioneered  the  Laboratory  Field  in  Arizona 


Pathological  Laboratory 

Suite  320  Goodrich  Bldg. 

Phoenix,  Arizona 


Arizona  State  Medical  Association  at  Yuma,  April  21,  22  and  23, 1927 

See  Program  and  Important  Announcements  on  Pages  144-145. 
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GASTRON 


A complete  gastric  gland  extract 

A clinical  resource  against  disorders  of  gas- 
tric function,  acute  and  under  strain  and 
stress  of  exhausting  disease.  Gastron  con- 
tains the  enzymes,  co-ferments,  associated 
organic  and  inorganic  constituents  of  the  en- 
tire gastric  mucosa;  is  of  standardized  pro- 
teolytic energy;  grateful,  agreeable  to  the 
stomach.  Prescribed  simply  by  the  name 
GASTRON. 

Fairchild  Bros.  S Foster 

New  York 


Texas  State  Medical  Association  at  El  Paso,  April  25  to  28,  1927 


New  Mexico  Medical  Society,  at  Carlsbad,  May  9,  10  and  11,  1927 


Pollen  Antigens  • 

■’*>»-  HAY  FEVER 


Extensive  clinical  experience  of  physicians  in  all  sections 
of  the  United  States  has  demonstrated  during  the  past 
thirteen  years  that  hay-fever  can  be  prevented  or  alleviat- 
ed with  Pollen  Antigens  (Lederle). 

Pollen  Antigens  (Lederle)  has  been  prepared  during  the 
past  thirteen  years  by  the  method  devised  and  originated 
in  the  Lederle  Antitoxin  Laboratories.  This  method  has 
been  shown  to  provide  the  maximum  antigenic  qualities  of 
the  pollens  and  to  insure  uniform  stability  of  the  extract. 

Pollen  Antigens  (Lederle)  since  their  introduction  to  the 
medical  profession  in  1914,  have  been  standardized  by  the 
complement-fixation  method  which  accurately  determines 
the  amount  of  antigenically  active  pollen  protein  in  the  ex- 
tract and  thus  insures  accurate  dosage. 

The  scheme  of  dosage  of  Pollen  Antigens  (Lederle)  with 
terminal  doses  of  3,000  pollen  units  meets  the  require- 
ments of  the  intensive  form  of  hay-fever  treatment  recom- 
mended by  Brown,  Bernton,  Kahn,  Grothaus,  and  others. 


Material  for  Diagnostic  Skin  Tests  will  be 
furnished  physicians  without  charge.  Illus- 
trated booklet  with  complete  information  for 
the  diagnosis  and  treatment  of  hay-fever  sent 
on  request. 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  pros  ides  unexcelled  equipment  and  facilities  for  the  use  of  Radium.  X-ray 
and  Allied  Agents  in  r he  treatment  of  neoplastic  and  other  appropriate  diseases 


Radium  Therapy — An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 

Deep  X-ray  Therapy — Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalization. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


We  desire  to  confer  and  cooperate  widi  the  medical  pro- 
fession, and  welcome  inquiries  pertaining  to  this  work 
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Specialists  in 

the  Southwest 

EL  PASO,  TEXAS 

1 

J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH,  M.  D. 

E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 

Practice  Limited  to 

Obstetrics 

AOA  Roberts-Banner  Bldg.  El  Paso 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 

DR.  L.  A.  NEIL 

Practice  limited  to 

W.  E.  VANDEVERE,  M.  D. 

Periodontia  (Pyorrhea)  and 

Oral  Diagnosis 

Eye,  Ear,  Nose  and  Throat 

First  Nat’l  Bank  Bldg.  El  Paso,  Texas 

Bronchoscopy  and  Esophagoscopy 

218  Mills  Bldg.  El  Paso 

K.  D.  LYNCH,  M.  D. 

FRANKLIN  D.  GARRETT,  M.  D. 

Genito  urinary  Surgery 

Practice  Limited  to 

A1A  Mills  Bldg.  El  Paso 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

' W.  R.  JAMIESON,  M.  D. 

Genito  urinary,  Skin  and  Rectal 

G.  WERLEY,  M.  D. 

Diseases 

Diseases  of  the  Heart 

• 

921  First  National  Bank  Bldg.  El  Paso 

A01-2  Roberts-Banner  Bldg.  El  Paso 

W.  L.  BROWN,  M.  D.  C.  P.  BROWN,  M.  D. 

F.  P.  MILLER,  M.  D. 

BROWN  AND  BROWN 

General  Medicine  and  Surgery 

Suite  AOA  Roberts-Banner  Bldg.  El  Paso 

1200  First  Nat’l  Bank  Bldg.  El  Paso 

H.  P.  DEADY,  M.  D. 

PAUL  ELY  M’CHESNEY,  M.  D. 

• Special  Attention  to 

Surgery  and  Gynecology 

Neurology  and  Psychiatry 

First  National  Bank  Bldg.  El  Paso 

52U  Mills  Bldg.  El  Paso 

JOHN  W.  CATHCART,  M.  D. 

L.  G.  WITHERSPOON,  M.  D. 

and 

C.  H.  MASON.  M.  D. 

Plastic  Surgery 

Practice  Limited  to 

X-Ray  and  Radium 

31 A Roberts  Banner  Bldg.  El  Paso 

Sll  Roberts-Banner  Bldg.  El  Paso 

iii 


JAMES  VANCE,  M.  D. 

EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 

Practice  Limited  to 

Orthopedic  Surgery 

Surgery 

Orthopedic  Shop  in  Connection 

313-4  Mills  Bldg.  El  Paso 

Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

614  Goodrich  Bldg.  Phoenix 

LESLIE  M.  SMITH,  M.  D. 

ORVILLE  H.  BROWN,  M.  D. 

Practice  Limited  to 

Dermatology  and  Syphilology 

Internal  Medicine 
Special  Attention  to  Asthma 

1029  First  National  Bank  Bldg.  El  Paso 

503  Goodrich  Bldg.  Phoenix 

\ 

PHOENIX,  ARIZONA 

1.  L.  GARRISON,  M.  D. 

Diseases  of  Women 

CHAS.  S.  VIVIAN,  M.  D. 

Intravenous  Chemotherapy 

205-6-7  Goodrich  Bldg.  Phoenix 

UROLOGY 

306  Goodrich  Bldg.  Phoenix 

H.  M.  PURCELL,  M.  O. 

U ROLOGY 

FRED  G.  HOLMES,  M.  D. 

207  Goodrich  Bldg.  Phoenix 

VICTOR  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  op  the  Chest 
407  Goodrich  Bldg.  Phoenix 

TUCSON,  ARIZONA 

H.  T.  BAILEY,  M.  D. 

Practice  Limited  to 

M.  C.  COMER,  M.  D.,  F.  A.  C.  S. 

Eye,  Ear,  Nose  and  Throat 
Peroral  Endoscopy  and  Uranoplasty 

Thomas  Davis  Clinic  Tucson,  Arizona 

Eye.  Ear.  Nose  and  Throat 

323  Ellis  Bldg.  Phoenix 

ALBUQUERQUE,  N.  M. 

T.  T.  CLOHESSY,  M.  D. 

M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

Practice  Limited  to 

625-626  First  National  Bank  Building 

Diseases  of  the  Skin 

Albuquerque,  New  Mexico 

224-5  Luhrs  Bldg.  Phoenix 

HARRY  R.  CARSON,  M.  D. 

Diseases  of  Children 

Heard  Building  Phoenix 
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THE  EL  PASO 
PASTEUR  INSTITUTE 

12th  Floor  First  National  Bank  Bldg. 

□ □ □ 

An  institution  for  the  preventive  treatment 
of  rabies.  Conducted  upon  strictly  ethical 
principles  and  the  technique  as  outlined  by 
Pasteur  rigidly  adhered  to. 

Established  in  1908 

Treatment  lasts  twenty-one  days. 

□ □ □ 

HUGH  S.  WHITE,  M.  D. 

FRED  C.  LAMB,  Analytical  Chemist 


Waite’s  Laboratory 


Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 


PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 


The  Homan  Sanatarium 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 
Descriptive  Booklet  on  Request 

Telephone  1616 
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ALBUQUERQUE  SANATORIUM 


Located  in  the  heart  of  the  great  Southwest — -the  Land  of  Sunshine.  Average 
annual  rainfall  less  than  7 inches.  Altitude  moderate.  On  the  main  line  of  the 
Santa  Fe. 


The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern,  fire-proof  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available 

W.  A.  GEKLER,  M.  D.,  Medical  Director 
A.  L.  Hart,  M.  D.  H.  P.  Rankin,  M.  D.  B.  J.  Weigel,  M.  D. 


Trademark  03  ril  T>  A \ Trademark 

Registered  X vT  JlY  ItjL  Registered 

Binder  and  Abdominal 
Supporter 

(Patented) 


For  Men,  Women  and 
Children 


For  Ptosis,  Hernia,  Obesity,  Pregnancy,  Re- 
laxed Sacroiliac  Articulations,  High  and  Low 
Operations,  Floating  Kidneys,  Etc. 

Ask  for  36-page  Illustrated  Folder 

Mail  orders  filled  at  Philadelphia  only — within  24  hours 


Katherine  L.  Storm,  M.  D. 

Originator,  Patentee,  Owner  and  Maker 
1701  Diamond  Street  PHILADELPHIA 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young-  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 
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LAS  ENGINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 

Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by, 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 


VII 


B’D 

c Made  for  the  Profession 


NO  better  ALLY 

for  the  Physician 
in  the  Home 
of  the  patient 
than  a 

B-D 

Fever  Thermometer 

Genuine  when 
Marked  B-D 
Sold  Through  Dealers 
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BECTON,  DICKINSON  & CO. 

RUTHERFORD,  N.  J. 

Makers  of  Genuine  Liter  Syringes,  Yale  Quality  Needles,  B-D  Thermometers, 
Ace  Baiidages,  Asepto  Syringes,  Spygmomanometers  and  Stethoscopes. 


Southwestern  Surgical  Supply  Company 


No.  11  North  Third  Ave. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc. 


ANNOUNCEMENT 

We  have  just  opened  a store  at  No.  11  North  Third  Ave.,  Phoenix,  Arizona,  and  the 
Profession  is  cordially  invited  to  call  and  inspect  our  stock. 

Exclusive  Sales  and  Service  Agents  in  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.— X-RAY  APPARATUS. 

We  are  also  agents  for  some  of  the  leading  manufacturers  of  Physio-Therapy  equip- 
ment, including — 

Hanovia  Chemical  & Mfg.  Co. — Quartz  Lamps 
Liebal-Florsheim  Co. — Physio-Therapy 
H.  G.  Fischer  & Co. — Diathermy  Machines 
Engeln  Electric  Co. — Diathermy  & X-ray  Machines 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 
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As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Tr: 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


SPECIAL  ATTENTION  UROLOGISTS 

We  are  now  carrying  a very  complete  stock  of  the 
products  of  the  Eynard  Factory  in  Paris,  consisting  of 
catheters  and  bougies,  both  urethral  and  ureteral  in  a 
variety  of  sizes  and  styles. 

Telephone  orders  given  prompt  attention.  We  will 
be  glad  to  take  care  of  your  patient’s  needs  for  this 
class  of  goods. 

KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Everything  for  the  hospital  and  doctor. 

A good  stock  of  Kny-Scheerer,  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  of  Stille-Scanlon  Company. 
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■ggpggigg  The  Management  of  an  Infants  Diet 


Mellin’s  F ood — A Milk  Modifier 

Constipation 

It  is  common  observance  among  physicians  who  use  Mellin's  Food  as  a modifier  of  milk 
for  infant  feeding  that  their  baby  patients  are  seldom  troubled  with  constipation,  and  if  this 
annoying  symptom  does  occasionally  appear  it  is  easily  corrected  by  increasing  the  amount 
of  Mellin’s  Food  in  the  daily  mixture  or  by  some  other  slight  readjustment  of  the  formula. 

Some  fault  in  the  arrangement  of  the  food  formula  is  practically  always  the  cause  of  con- 
stipation, so  it  seems  logical  to  overcome  the  difficulty  by  rearranging  the  food  elements  to  a 
more  perfect  balance  rather  than  to  employ  medical  means,  which  at  best  afford  temporary 
relief  only. 

In  a pamphlet  entitled,  "Constipation  in  Infancy”,  the  common  causes  of  constipation 
are  set  forth  for  the  phvsician  s consideration,  also  practical  suggestions  for  their  correction. 
All  of  the  matter  presented  is  based  upon  observation  extending  over  a long  period  and  will 
prove  of  good  service  to  every  physician  interested  in  the  subject. 

A copy  of  the  pamphlet  will  be  sent  promptly  upon  request.  Samples  of  Mellin's  Food 
also  if  desired. 


Mellin’s  Food  Co.,  17s7[r^“tc  Boston.  Mass. 
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STOVARSOL 


(REG.  U.  S.  PATENT  OFFICE) 


Acetylamino-oxyphenylarsonic  Acid 

Indicated  in  Amebic  Dysentery 

Accepted  by  Council  of  Pharmacy  and  Chemistry  A.  M.  A. 

Distributed  in  bottles  of  25  tablets,  each  tablet  0.25  grams 
May  be  obtained  through  your  druggist 


Literature  furnished  on  request 


MANUFACTURED  BY 

POWERS-WEIGHTMAN-ROSENGARTEN  CO. 

New  York  PHILADELPHIA  St.  Louis 
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SQUIBB  Professional  Service  Representa- 
tives are  serving  thousands  of  physicians 
yearly,  bringing,  as  they  do,  valued  infor- 
mation concerning  improvements  on  old- 
established  products,  and  vital  factsconcem- 
ing  recent  discoveries. 


These  Representatives  are  proud  of  their 
work,  proud  of  their  House,  and  the  Prod- 
ucts which  bear  its  name.  Physicians  every- 
where recognize  their  helpfulness  and  are 
eve.r  pleased  to  welcome  them. 


The  Squibb  Triple  Control  is  assurance  of  safety 

....  of  potency,  too! 


“Satisfactory  clinical  results, 

Doctor,  most  certainly  can  be  expected  if 
you  use  Squibb  Authorized  Scarlet  Fever 
Products. 

“Large  numbers  of  your  patients  have 
read  of  the  value  of  the  modern  method  of 
treating  scarlet  fever.  They  rely  upon  you 
tochoose  a thoroughly  dependable  product. 

“Squibb  Scarlet  Fever  Antitoxin  and 
Toxin  are  AUTHORIZED  PRODUCTS 
prepared  under  the  following  triple  control: 

1.  By  laboratory  tests  and  clinical 
trials  in  our  own  Biological  Laboratories. 

2.  By  approval  of  the  Hygienic  Labor- 
atories at  Washington,  D.  C. 

3.  By  approval  of  samples  of  each  and 
every  lot  after  laboratory  tests  and  clinical 
trials  by  the  Scarlet  Fever  Committee,  Inc. 


“This  Triple  Control  assures  products 
of  absolute  and  maximum  Potency.” 


Are  you  using  these  important 
Squibb  Products  in  your  daily 
practice? 


SQUIBB  AUTHORIZED  SCARLET 
FEVER  PRODUCTS  are  accurately 
standardized,  carefully  tested,  and  dis- 
pensed in  adequate  dosagd 

SCARLET  FEVER  ANTITOXIN 
SQUIBB — Therapeutic  Dose. 

SCARLET  FEVER  ANTITOXIN 
SQUIBB — Prophylactic  Dose. 

SCARLET  FEVER  ANTITOXIN 
SQUIBB — For  Diagnostic  Blanching  Test. 

SCARLET  FEVER  TOXIN  SQUIBB 
For  Dick  Test. 

SCARLET  FEVER  TOXIN  SQUIBB 
For  Active  Immunization. 


IPRAL  SQUIBB-A  Superior 
Hypnotic.  Non-habit- forming; 
rapid  in  action;  produces  sleep 
which  closely  approximates  the 
normal. 

INSULIN  SQUIBB- Ac- 
curately standardized  and  uni- 
formly potent.  Highly  stable 
and  particularly  free  from  pig- 
ment impurities.  Has  a note- 
worthy freedom  from  reaction- 
producing  proteins. 

OCCULT  BLOOD  TEST 
SQUIBB-A  convenient  and 
accurate  test  for  occult  blood. 
Marketed  as  tablets  in  bottles 
of  100  with  a dropping  bottle 
of  glacial  acetic  acid. 


-*►£  Write  to  the  Professional  Service  Department  for  Full  Information 

EBl  Squibb  & Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
Nearest  Squibb  Biological  Depot 
728  South  Hill  St.,  Los  Angeles,  California  , 

Correct  refrigeration  of  Biological  Products  is  vital  to  their  potency  and  efficacy.  Insist  that  the  source  of  your  supply  be  equipped 

with  adequate  refrigerating  facilities. 
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Yonkers,  New  York 


THE  MENNINGER  PSYCHIATRIC  HOSPITAL 


LIVING 

ROOM 

The  living 
rooms  are 
large,  quiet, 
with  a cozy 
atmosphere 
and  home-like 
contentment. 


MAIN 

DINING 

ROOM 

The  meals 
are  attractive 
and  palatable, 
though  they 
conform  to 
the  patients’ 
needs. 


SHOWER 
AND  SPRAY 
TREATMENT 
The  shower 
and  spray 
treatments 
are  uptodate 
in  their 
hydrotherapic 
apparatus 
and  methods. 


IMMERSION 

TREAT- 

MENTS 

These 

treatments  are 
given  under 
the  direction 
of  a trained 
masseuse. 


A Private  Sanatarium 
for  the  treatment  of 
nervously  and  men- 
tally sick,  according  to 
the  most  approved  mod- 
ern methods. 

Fully  equiped  for  hydro- 
therapy, showers,  spray, 
Scotch  douche,  Sitz  bath, 
prolonged  neutral  immer- 
sions) and  electrotherapy. 

These  treatments  are 
given  by  a graduate  mas- 
seuse and  physiothera- 
pist. 

The  matron  and  super- 
visor of  the  nurses  plans 
the  attractive  meals  and 
palatable  dishes  served 
to  the  patients. 

Our  capacity  is  small 
(limited  to  fifteen  pa- 
tients), assuring  the  per- 
sonal attention  required. 

MEDICAL  STAFF: 

Chas.  F.  Menninger,  M.  D. 

Karl  A.  Menninger,  M.  D. 

Wm.  C.  Menninger,  M.  D. 

Associated  with  the 

MENNINGER  NEUROPSYCHIA- 
TRIC CLINIC 

TOPEKA,  KANSAS 


Southwestern  Medicine 

OFFICIAL  ORGAN  OF 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
NEW  MEXICO  MEDICAL  SOCIETY 
EL  PASO  COUNTY  (TEXAS)  MEDICAL  SOCIETY 
THE  MEDICAL  AND  SURGICAL  ASSOCIATION 
OF  THE  SOUTHWEST 


Volume  XI.  MARCH,  1927  No.  3 


ANNUAL  SUBSCRIPTION  $2  SINGLE  COPIES  25  CENTS 

Entered  at  the  Postoffice  at  Phoenix,  Arizona,  as  second  class  matter. 

“Acceptance  for  mailing  at  special  rate  of  postage  provided  for  in  section  1103,  Act  of  October  3,  1917, 

authorized  March  1,  1921.” 


MEDICAL  AND  SURGICAL  SERVICE  IN 
THE  INDUSTRIAL  WORLD. 

S.  D.  SWOPE,  M.  D.,  American  Refining  & Smelt- 
ing Co.,  Chihuahua,  Mexico 
Read  before  the  Twelfth  Annual  Meeting  of  the 

Medical  & Surgical  Association  of  the  South- 
west, at  Tucson,  Ariz.,  Nov.  11  to  13,  1926 

The  rapid  advance  in  the  production  of 
manufactured  articles  and  the  enormous  in- 
crease in  the  size  and  importance  of  indus- 
trial institutions  in  the  last  few  years,  has 
changed  the  whole  aspect  of,  and  attitude 
towards,  the  subject  of  industrial  medicine 
and  surgery.  From  the  individual  producer 
and  small  factory  personnel  we  have  leaped 
into  an  era  of  employment  -by  the  thou- 
sands; mass  production  of  manufactured 
articles,  with  transportation,  housing,  sani- 
tation and  health  problems  that  were  little 
dreamed  of  a few  years  ago,  confront  us  on 
every  side. 

The  relations  of  employee  and  employer 
to  the  medical  profession  have  undergone 
so  rapid  an  evolution  that  it  amounts  to  al- 
most a revolution  of  ideas.  A few  years 
back,  the  superintendents  of  our  larger  in- 
dustrial institutions  looked  upon  the  occa- 
sional visits  of  the  physician  as  necessary 
evils  and  upon  the  physician  himself  as  a 
sort  of  excuse  and  as  a renegade  from  the 
legitimate  profession,  from  which  he  had 
drifted  by  reason  of  incompetency  and 
necessity.  His  salary  was  in  proportion  to 
his  social  standing  and  his  opinion  of  lit 
tie  value.  The  advancement  of  mechanical 
ingenuity,  the  more  common  use  of  com- 
plicated mechanical  devices,  the  improved 
education  of  the  general  public,  the  great 
increase  in  the  legal  regulations  defining 
the  relations  of  laborer  and  employer  and 
the  recognition  by  the  larger  industries  of 
the  value  to  efficiency  and  production  se- 
cured by  employment  of  competent  medi- 
cal and  surgical  service,  have  changed  the 
whole  aspect,  and  today  the  industrial  medi- 
cal man  is  coming  into  his  own. 

The  one  great  difference  between  private 


practice  and  industrial  service,  is  the  neces- 
sity of  serving  two  masters.  In  considera- 
tion of  our  Aesculapian  oath,  our  first  duty 
is  to  the  sick  and  wounded  who  may  come 
under  our  care — master  number  one ; our 
next  duty  is  to  our  employer  who  feeds  and 
clothes  us  with  a salary — master  number 
two.  Fortunately,  the  service  of  these  two 
masters  is  embodied  in  one  procedure,  for 
what  is  good  for  the  man  is  also  good  for 
the  master  in  this  work.  The  difficulty 
often  found  here  is  the  want  of  executive 
ability,  diplomacy  and  medical  skill,  which 
the  surgeon  is  required  to  possess  and  ex- 
ercise in  his  dual  capacity. 

The  laws  of  the  various  states  and  many 
countries  have  attempted  to  define  and  reg- 
ulate the  relations  of  the  sick  and  injured 
employee  and  the  interested  employer.  In 
many  instances  these  laws  are  influenced 
by  personal  and  political  influences,  leaning 
in  favor  of  one  side  or  the  other  in  propor- 
tion to  the  pressure  brought  to  bear  on  the 
law  makers ; but,  on  the  whole,  they  tend 
to  regulate  the  relations  and  protect  the 
interests  of  both  parties.  With  their  in- 
fluence, and  a proper  medical  adviser  as 
guide,  the  employer  can  no  longer  impose 
on  the  ignorance,  weakness  and  necessities 
of  the  laborer  and  the  designing  impostor 
can  no  longer  take  advantage  of  the  con- 
scientious, considerate  employer. 

Indemnity  laws,  which  at  first  seemed  to 
be  a terrible  hardship  to  employers,  have 
served  to  do  away  largely  with  charities 
and  damage  suits  and  have  proved  real 
blessings  to  both  parties  concerned. 

The  industrial  surgeon  has  before  him 
the  ordinary  diseases  to  which  mankind  is 
heir  and  the  various  special  diseases  inci- 
dent to  the  occupation  he  follows.  The 
workman  is  generally  ignorant  of  the  char- 
acter and  importance  of  his  ailments.  His 
injuries  vary  from  an  A,  or  no  lost  time 
accident,  to  an  E,  or  death.  Then  we  have 
the  improvident,  designing  impostor  to  con- 
tend with.  Concisely,  we  have  constantly 
on  our  hands  the  sick,  lame,  and  lazy,  with 
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the  necessity  of  intelligent  classification. 
It  is  to  our  own  interest,  and  to  the  inter- 
est of  the  afflicted  and  their  employer,  that 
they  are  relieved  and  returned  to  full  duty 
in  the  shortest  possible  time,  that  we  may 
have  our  duties  lessened  and  reputations  in- 
creased, that  the  afflicted  may  return  to 
full  earning  power  with  its  lessened  psycho- 
neurotic effect,  that  their  services  in  the 
industrial  machine  may  be  resumed  and 
the  necessity  of  charity  or  indemnity 
stopped. 

I am  in  the  habit  of  classifying  my  af- 
flicted in  four  divisions:  (1)  Those  who 
are  sick  and  know  it; 

(2)  Those  who  are  sick  and  don’t  know 
it; 

(3)  Those  who  think  they  are  sick  and 
are  not  sick; 

(4)  Those  who  know  they  are  not  sick 
but  wish  to  convince  us  that  they  are. 

The  industrial  surgeon  must  be  a versa- 
tile man;  he  is  often  father-confessor,  judge 
and  jury  and  must  always  be  a friend.  He 
can  have  no  specialty.  He  must  have  mem- 
orized, and  be  able  to  play  at  a moment’s 
notice,  the  whole  symphony  of  medicine  and 
surgery  with  the  allied  specialties  as  spe- 
cial chords.  We  are  intrusted  with  two 
great  weapons  that  we  should  be  able  to 
wield  with  skill  and  efficiency — prevention 
and  cure.  Cooperation  between  manage- 
ment, physician  and  workmen  is  an  abso- 
lute necessity  for  success. 

The  treatment  of  ordinary  diseases  dif- 
fers little  in  industrial  institutions  from 
that  of  private  practice,  only  varying  with 
the  difference  of  local  conditions.  The  oc- 
cupational diseases  require  our  special  at- 
tention and  a superior v knowledge  of  the 
subject  above  that  of  the  private  practi- 
tioner, since  he  seldom  comes  in  contact 
with  these  affections. 

Each  industry  has  its  own  problems  to  be 
carefully  considered  and  worked  out.  Acci- 
dents vary  in  character  with  the  occupa- 
tion considered.  First-aid  treatment  and 
restoration  of  function  are  matters  of 
knowledge  and  experience,  while  judgment 
is  a personal  equation  of  the  individual 
practitioner. 

Industrial  medicine  differs  little  in  our 
own  great  southwest  from  that  in  other  lo- 
calities except  in  the  character  of  industries 
and  personnel  of  laboring  classes.  The  pro- 
duction of  metals  in  its  unrefined  form  con- 
stitutes the  largest  part  of  our  mass  pro- 
duction industries— mining  and  smelting. 
Our  workmen  are  largely  drawn  from  the 
poorer  classes  of  Mexican  origin  and  are 
ignorant  of  sanitation.  They  are  low  in 


the  scale  of  mentality,  careless  as  to  ex- 
posure to  injury,  and  therefore  require  spe- 
cial attention. 

In  the  plant  where  I am  working  in  Chi- 
huahua, Mexico,  we  employ  regularly  about 
fifteen  hundred  men.  We  have  about  one 
hundred  accidents  a month,  about  one-third 
of  which  are  lost  time  accidents. 

Being  the  largest  lead  smelting  plant  in 
the  world — producing  about  600,000  pounds 
of  lead,  silver  and  gold  bullion  each  day — 
lead  poisoning  and  carbon  monoxide  asphyx- 
iation, with  arsenical  burns,  require  our 
special  attention.  Careful  bi-monthly  ex- 
aminations and  constant  attention  have  re- 
duced these  ailments  to  a minimum  far  be- 
low what  they  have  ever  been  before.  We 
are  now  making  a series  of  examinations 
of  the  blood  of  workmen  employed  in  ex- 
posed places,  for  the  presence  of  carbon 
monoxide  in  the  blood,  and  miscroscopical 
and  chemical  examination  of  the  blood  and 
excretions  of  those  exposed  to  lead  fumes 
and  dust,  with  the  further  anticipation  of 
early  absorption. 

I feel  that  I cannot  close  this  paper  more 
appropriately  than  by  quoting  a passage 
from  The  Journal  of  Industrial  Hygiene  of 
January,  1926,  with  acknowledgement  to 
Dr.  Hertslet: 

“From  every  point  of  view,  humanitarian, 
economic,  financial,  and  scientific,  it  is  ab- 
solutely clear  and  must  be  increasingly  rec- 
ognized by  those  at  the  head  of  large  in- 
dustries, that  a fully  equipped  medical  de- 
partment, where  all  modern  methods  of 
surgery  and  rehabilitation  are  possible,  is 
an  essential  part  of  a properly  organized 
concern,  and  forms  a sound  financial  in- 
vestment.” 


TREATMENT  OF  FRACTURES  OF  EL- 
BOW AND  FOREARM 

R.  L.  RAMEY,  M.  D. 

El  Paso,  Texas 

Read  at  the  Twelfth  Annual  Meeting  of  the  Medi- 
cal & Surgical  Association  of  the  Southwest, 
held  at  Tucson,  Ariz.,  Nov.  11  to  13,  1926. 

I will  mention  some  of  the  most  common 
fractures  of  elbow  and  forearm.  They  are 
the  epiphysis  of  the  humerus;  the  external 
and  internal  condyles ; T and  Y fractures 
involving  the  joint,  the  coranoid  process 
and  head  of  radius  and  olecranon.  Of  the 
forearm:  Code’s,  in  whic^i  only  the  radius 
is  involved;  chauffeur’s  fracture,  which  oc- 
curs from  cranking  automobiles.  Then 
there  is  another  type  which,  as  a rule,  are 
produced  by  greater  violence,  in  which  both 
bones  are  broken  and  the  soft  parts  often 
severely  contused.  Fractures  of  the  fore- 
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arm  may  involve  either  the  elbow  or  wrist 
joint. 

The  important  point  in  the  treatment  of 
fractures  of  the  elbow  and  forearm  is  to 
get  good  function.  I mean  by  good  func- 
tion satisfactory  flexion  and  extention  of 
the  elbow,  pronation  and  supination  of  the 
forearm.  The  most  common  causes  of  loss 
of  function  of  the  elbow  are  injuries  involv- 
ing the  joint,  with  a great  amount  of  callus, 
loose  pieces  of  bone,  or  severe  contusion. 

The  most  common  cause  of  loss  of  func- 
tion of  the  forearm  is  not  getting  the  bones 
thoroughly  separated.  This  often  happens 
in  fractures  involving  both  bones,  the  callus 
extending  from  one  bone  to  the  other,  con- 
verting them  into  one,  as  it  were,  render- 
ing pronation  and  supination  impossible. 
Comminution  of  the  bones  is  also  a cause 
of  this  condition. 

We  should  remember,  in  dealing  with 
fractures  of  the  forearm,  that  the  radius  is 
much  more  important  than  the  ulna  at  the 
articulation  with  the  wrist ; and  the  reverse 
is  true  of  the  articulation  with  the  elbow, 
the  ulna  being  the  more  important  by  far. 

There  is  no  definite  rule  for  the  treat- 
ment of  fractures;  each  case  is  a law  unto 
itself.  For  instance,  we  must  know  wheth- 
er the  fracture  is  simple,  compound  or 
comminuted,  whether  there  is  a great 
amount  of  contusion  or  injury  to  sof+  parts, 
whether  there  is  joint  involvement,  and  the 
amount  and  character  of  displacement;  all 
of  which  can  be  fairly  well  determined  by  a 
careful  examination  and  by  x-ray. 

There  are  certain  rules  that  should  be 
followed  in  the  treatment  of  these  cases. 
If  we  have  a compound  fracture,  it  should 
be  regarded  as  a dirtv  wound.  If  a small 
or  punctured  wound,  the  opening  should  be 
enlarged  and  thoroughly  cleansed.  For 
this  I prefer  ether  poured  into  the  wound, 
followed  by  mercurochrome  or  iodine,  and 
if  there  is  little  or  no  injury  to  soft  parts, 
close  it  up;  otherwise,  leave  it  open. 

If  there  is  much  contusion  or  swelling  of 
the  parts,  apply  splints  loosely  and  use  hot 
applications  until  the  swelling  is  reduced. 
The  greatest  mistake  that  is  often  made  in 
the  treatment  of  fractures  is,  in  my  opin- 
ion, the  application  of  tight  dressings;  they 
are  uncomfortable,  keep  the  parts  swollen 
and  interfere  with  repair. 

If  there  is;  much  displacement,  it  is  al- 
ways better  to  give  your  patient  a general 
anesthetic  as  you  can  make  a better  exam- 
ination and  get  better  reduction  of  the 
parts.  This  can  best  be  done  under  the 
fluoroscope. 

It  is  my  custom,  in  nearly  all  fractures  of 


the  elbow,  to  supinate  the  forearm  and  put 
it  up  at  acute  flexion  with  the  arm  held  in 
position  by  adhesive  plaster.  Passive  mo- 
tion should  be  undertaken  not  later  than 
ten  to  fifteen  days  after  reduction.  Ex- 
ceptions to  this  rule  are  fractures  of  the 
olecranon,  which  should  be  put  up  straight 
or  at  right  angles,  according  to  position  of 
the  fragments. 

In  fractures  of  the  lower  forearm,  I like 
the  ordinary  anterior  and  posterior  wood- 
en splints  with  an  extra  pad,  or  pads,  to 
retain  the  bones  in  proper  position  with 
the  arm  in  mid-supination,  thereby  separat- 
ing the  bones  as  widely  as  possible.  This 
splint  should  always  immobilize  the  wrist 
joint.  We  usually  use  this  splint  for  one 
week  and  then  put  on  permanent  dressing 
of  plaster  of  Paris.  If  the  fracture  is  high- 
er up,  and  especially  if  both  bones  are  in- 
volved, then  the  elbow,  as  well  as  the  wrist, 
should  be  immobilized  with  plaster  cast. 
There  are  fractures,  however,  sometimes  re- 
quiring operative  procedures,  in  which  we 
have  loose  pieces  of  bone  fractured  off,  such 
as  a piece  of  the  condvle  or  epicondyle  or 
the  head  of  the  radius,  which  can  not  be 
replaced  and  interfere  with  the  fracture  of 
the  joint  and  have  to  be  removed.  Also 
there  are  fissural  fractures  of  the  lower 
end  of  the  humerus  into  the  joint,  with 
wide  separation,  which  you  have  to  fix  with 
some  foreign  material  to  avoid  an  excess 
amount  of  callus.  With  bones  of  the  fore- 
arm, surgical  interference  is  most  often 
needed  when  both  bones  are  broken  and 
you  are  unable  to  get  the  proper  separa- 
tion. In  this  case,  if  vou  plate  the  radius 
you  will  have  but  little  trouble  in  getting 
a satisfactory  position  of  the  ulna,  and  put 
on  a plaster  of  Paris  splint.  Fractures  of 
the  arm  involving  the  wrist  joint  also  some- 
times require  open  operation.  In  these 
cases  we  should  use  the  simplest  appliances 
and  disturb  the  soft  parts  as  little  as  pos- 
sible. 

SUMMARY 

1.  Give  a general  anesthetic  if  the  frac- 
ture cannot  be  easily  reduced. 

2.  Manipulate  bones  as  gently  as  pos- 
sible. 

3.  Use  the  dressings  you  are  most  fa- 
miliar with ; do  not  try  out  every  new  appli- 
ance that  comes  along. 

4.  Never  apply  your  dressings  tightly. 

5.  Watch  circulation  of  hand  after  re- 
duction. 

6.  We  never  put  on  a circular  plaster 
splint  without  cutting  it  through  with  wire 
saw. 

7.  Never  do  an  open  operation  if  you  can 
get  satisfactory  function  without  it. 
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IMMEDIATE  MANAGEMENT  OF  IN- 
JURIES OF  THE  BACK 

JOHN  E.  BACON.  M.  D.,  F.  A.  C.  S.,  amt 
WM.  B.  WATTS.  Jr.,  M.  D. 

Miami  Inspiration  Hospital.  Miami,  Ariz. 

Read  before  the  Twelfth  Annual  Meeting  of  the 
Medical-Surgical  Association  of  the  Southwest. 

held  at  Tucson.  Ariz..  Nov.  11  to  13,  1926. 

This  naper  is  inspired  by  a request  for 
information  as  to  the  management  of  se- 
vere iniuries  of  the  back  from  the  time  of 
the  accident  ud  to,  and  through,  the  period 
required  for  diagnosis.  That  it  is  a very 
pertinent  inquirv  is  revealed  by  the  fact 
that  an  application  for  abstracts,  made  to 
one  of  the  largest  medical  service  bureaus 
in  the  country,  brought  forth  about  twenty- 
five  abstracts  of  articles  dealing  with  diag- 
nosis and  treatment,  but  not  one  dealing 
with  the  wav  an  injured  person  should  be 
handled  immediately  after  the  accident, 
how  transported  to  the  hosoital  or  home, 
and  how  handed  during  the  process  of 
diagnosis.  We  have  a fairlv  large  library 
which  is  also  sdent  on  the  subject  and  one 
of  us  recentlv  attended  the  meeting  of  the 
American  College  of  Surgeons  at  Montreal, 
during  which  an  pntire  dav  was  devoted  to 
a svmDOsium  on  Industrial  Surgery,  cover- 
ing all  its  asnects  except  this  one,  so  that 
it  seems  as  though  one  of  the  most  im- 
nortant  periods  in  the  history  of  an  acci- 
dent is  universally  ignored. 

In  our  industrial  work,  which  has  to  do 
with  injuries  voceived  in  and  about  mines, 
shops  a^d  haulao-p  gvstpms.  we  have  found 
that  a thorough  training  in  modem  first 
aid  is  of  the  oreatpst  value  and  a first- 
class  investment.  Our  organizations  have 
found  it  well  worth  whilo  to  pmplov  a full- 
time. well  na:d.  +horoughlv  trained  eu  ginger 
to  instruct  all  the  bosses  and  as  large  a 
numb°r  of  the  men  as  possible,  in  the  ele- 
ments of  first  a:d  and  +he  transportation  of 
in iu red  men.  This  oolicv  has  been  found 
of  particular  value  in  management  of  in- 
juries to  the  back. 

With  the  tremendous  increase  in  the 
number  of  iniuries  to  the  back,  caused  by 
“beating  the  train  to  the  crossing”  and  “thp 
other  fellow  to  the  corner.”  and  the  Great- 
er number  still  to  occur  with  the  steadv  in- 
crease in  the  uumbpr  of  automobiles:  what 
to  do  when  the  accident  occurs  must  be 
taught  to  increasinglv  larger  numbers  of 
people,  and,  as  usual,  the  doctor  must  be 
the  missionary  in  this  as  in  every  other  line 
of  endeavor  contributing  to  the  health, 
safety  and  comfort  of  the  people. 

A missionary,  however,  must  be  fairly 
grounded  in  the  elements  of  what  he  is  to 
teach,  and,  therefore,  a resume  of  what  ex- 


perience has  taught  the  profession  in  this 
work  should  be  presented  frequently  to  im- 
press us  all  with  the  duty  we  have  of  im- 
proving the  kind  of  preliminary  care  these 
injured  people  are  getting. 

Fractures  of  the  pelvis  and  of  the  trans- 
verse processes  of  the  vertebrae  are  much 
more  common  than  we  used  to  believe,  as 
shown  by  accumulating  radiographic  sta- 
tistics. Fractures  of  the  bodies  of  the  ver- 
tebrae are  also  more  common  than  we  are 
still  inclined  to  believe.  They  can,  and  do, 
occur  with  no  signs  at  all  (see  Case  1,  be- 
low), or  with  so  little  apparent  shock  and 
so  few  symptoms  that  some  of  them  are 
overlooked  entirely  until  symptoms  occur- 
ring months,  or  years,  later,  reveal  the  fact 
(Case  2).  Therefore,  we  believe  that,  when 
an  injury  has  occurred  accompanied  by 
forcible  bending  forward  of  the  body  or 
jack-knifing,  or  of  sufficient  violence  to 
have  possibly  caused  a fracture  of  the 
spine,  the  case  should  be  treated  as  one  of 
fracture  until  the  diagnosis  is  complete. 

1.  G.  Q.,  Mexican,  miner,  aged  24,  on  October  9, 
1923,  was  caught  beneath  muck  which  sloughed  from 
the  roof  of  a drift.  There  were  contusions  and 
abrasions  of  both  scapular  regions,  and  of  the  entire 
lumbar  region;  x-ray  examination  revealed  fractures 
of  the  left  transverse  processes  of  the  first,  second 
and  third  lumbar  vertebrae,  and  the  right  trans- 
verse process  of  the  second  lumbar.  There  was  a 
compression  fracture  of  the  first  lumbar  vertebra 
sufficient  to  produce  a moderate  wedge-shaped  de- 
formity of  the  body.  We  were  unable  to  get  this 
man  to  stay  in  bed,  and,  after  a few  days  treatment, 
he  insisted  on  being  returned  to  work.  He  was 
given  a release  on  the  twenty-seventh  day  after  his 
injury.  He  has  worked  steadily  ever  since  and  has 
not  complained  of  symptoms  referable  to  the  injury 
of  his  back.  This  case  is  cited  to  show  that  a com- 
pression fracture  may  exist  without  symptoms  or 
physical  signs  indicative  of  such  a lesion. 

2.  G.  H.,  American,  farmer,  aged  38,  came  to  us 
for  examination  in  September,  1923,  one  year  after 
an  accident  in  which  he  was  jack-knifed  beneath  a 
hayrack.  For  about  two  weeks  following  the  injury 
he  could  not  do  heavy  lifting;  after  this  period  he 
resumed  his  usual  duties,  but  was  always  conscious 
of  “soreness”  in  his  back.  About  six  months  from 
the  date  of  injury  a small  lump  appeared  over  his 
lower  dorsal  region;  the  pain,  disability  and  de- 
formity steadily  increased,  and  he  finally  decided 
to  consult  a doctor.  When  seen  by  us  there  was  a 
well-defined  kyphosis  at  the  level  of  the  ninth  dors- 
al vertebra,  tenderness  to  pressure,  and  immobility 
of  the  eighth,  ninth  and  tenth  dorsal  vertebrae. 
X-ray  examination  revealed  an  extreme  wedge- 
shaped  deformity  of  the  ninth  dorsal.  He  was  re- 
ferred to  an  orthopedic  surgeon  for  treatment  but 
decided  that  he  could  not  give  up  the  time  required, 
and  in  March,  1925,  developed  a complete  motor  and 
sensory  paralysis  of  both  legs,  incontinence  of  urine 
and  feces,  and  anesthesia  extending  to  the  level  of 
his  umbilicus.  We  have  included  this  case  for  the 
purpose  of  pointing  out  the  possible  late  develop- 
ments in  untreated  "crush  fractures.” 

The  usual  procedure  after  an  accident  is 
to  send  hurry  calls  for  several  doctors — all 
very  well  in  its  way,  since  a hypodermic  ot 
morphine  is  nearly  always  required,  but 
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beyond  that,  in  the  absence  of  wounds  and 
bleeding,  the  doctor  is  just  as  helpless  as 
any  other  individual  in  the  crowd  unless  he 
has  had  the  forethought  to  ask  for  an  am- 
bulance to  follow  at  once.  The  proper 
thing  to  do  is  to  take  the  patient  to  the 
nearest,  or  best,  hospital  in  such  a man- 
ner as  will  not  increase  the  damage  already 
done.  To  crowd  a patient  with  a fracture 
of  spine  or  pelvis,  into  the  back  seat  of  an 
ordinary  car,  in  the  name  of  speed,  is  en- 
tirely wrong.  Such  patient  should  be 
stretched  out  flat,  covered  up,  kept  warm, 
and  not  moved  until  a stretcher  can  be  se- 
cured. or  one  improvised,  and  then  trans- 
ported in  an  ambulance  or  a truck  to  the 
hospital,  or,  if  necessary,  to  the  home.  It 
is  bad  practice  to  grab  him  bv  heels  and 
head  in  lifting  him  to  the  stretcher.  The 
bodv  should  b»  lift°d,  horizontally  bv  the 
method  taught  in  first  a;d  classes,  to  mini- 
mise movement  in  the  fractured  parts. 

On  arrival  at  the  hospital  it  ;s  pot  un- 
usual for  the  patient  to  be  turned  from  side 
to  side  in  giving-  a bath  or  moved  from 
stretcher  to  x-rav  tablp  and  back  again  to 
bed.  with  scant  regard  for  the  nature  of 
tVie  lesion.  Herp.  scram.  all  cases  must  be 
regarded  as  fractures  until  definitely  found 
not  to  Ke.  and  turning,  rotation  and  bend- 
ino-  of  f’-o  hodv  cTi0nld  not  be  done.  No  one 
can  pvpr  know  fpp  amount  of  e'rtra  avoid- 
ab'e  damacre  fViat  bpen  so  inflicted. 

Stereoscopic  roonto-epno-rams  ran  be  made 
without  dapiage  and  will  yield  information 
suffic’Pnt  to  proceed  wit*1  proper  immedi- 
ate treatment,  and  will  indicate  to  the  sur- 
geon and  roeute-pnologist  the  feasibilitv  of 
turnin0-  a patient  on  the  side  for  the  pur- 
pose of  obtaining  a lateral  film.  The  indis- 
criminate practice  of  turning  a patient  on 
his  sid°  regardless  of  pain  and  without  pre- 
liminary knowledge  of  the  extent  of  the  le- 
sion, cannot  be  too  stronglv  condemned. 
Such  procedure  mav  be  the  cause  of  in- 
creased bleeding  into  the  neural  canal  and 
of  movements  in  the  fracture  area  that  will 
do  more  damage  in  a few  minutes  than  the 
doctor  can  ever  undo.  The  patient  should 
be  lifted  on  a strong  blanket  or  canvas 
sheet,  bv  manv  hands,  and  so  transferred 
without  bending  the  bodv.  It  occurs  to 
the  writers  that  the  flat  too  Buckv  dia- 
phragm is  a great  improvement  over  the 
original  curved-ton  diaphragm,  and  sug- 
gests the  possibility  of  being  mounted  on 
an  upright  stand  for  the  purpose  of  obtain- 
ing lateral  views  of  a spine  without  the 
slightest  inconvenience  or  hazard  to  your 
patient. 

We  regard  the  air  mattress  or  water  mat- 
tress as  almost  indispensable  in  the  care  of 


these  cases.  The  care  of  the  skin,  which  is 
of  so  much  importance,  is  made  much  easier 
for  the  patient,  as  the  soft  mattress  can  be 
pushed  away  in  selected  places  without 
turning  the  patient,  and  it  is  clear  that  the 
pressure  is  evenly  distributed  over  the  skin 
of  the  back.  Even  if  it  is  necessary  to  ap- 
ply a cast  or  the  double-shell  cast  of  Os- 
good. still  the  air  cushion  is  most  desirable. 
We  have  employed  the  air  mattress  in  all 
of  our  cases  of  fracture  of  vertebral  bodies 
and  have  found  that,  in  most  of  the  cases, 
the  plaster  cast  may  be  omitted  until  it  is 
desired  to  get  the  patient  up. 

The  next  point  of  importance  is  that 
there  is  no  great  need  of  immediate  surgi- 
cal interference  and  that  a careful  study  of 
the  patient  as  a whole  will  repay  the  ef- 
fort Concomitant  lesions  may  be  discov- 
ered. The  neurological  findings  will  give 
information  as  to  the  site  and  gravity  of 
the  lesion  in  the  spine.  The  reaction  ob- 
served will  yield  an  estimate  of  the  prob- 
able course  of  the  case,  and  of  the  resist- 
ance of  the  patient.  The  onlv  indication 
for  immediate  laminectomy  is  an  evident  in- 
creasing paralysis  due  to  hemorrhage  with- 
in the  dura,  or  for  depressed  fracture  of  the 
arch  if  revealed  by  x-ray. 

In  an  experience  covering  fiftv-two  frac- 
tures of  the  vertebrae,  of  which  ten  were 
of  the  bodies,  we  have  found  no  occasion  to 
do  any  surgery,  and  do  not  regret  our  de- 
cisions in  the  light  of  the  subsequent  prog- 
ress of  these  ten  cases.  Nine  of  them  were 
fractures  of  hvoerflexion  (jack-km'fing)  and 
cne  was  caused  by  a fall,  landing  on  the 
feet.  Of  these  ten  cases,  three  died  within 
a few  days  from  associated  lesions.  Two 
which  presented  total  paraplegia  due  to  lat- 
eral displacement  of  fractured  vertebrae, 
have  partially  recovered,  but  are  unable  to 
work.  One  has  returned  to  light  work. 
Three  have  resumed  their  regular  duties. 
One  is  still  under  treatment,  progressing 
satisfactorily. 

A detailed  report  of  the  fifty-two  cases 
of  fractures  of  the  spine,  with  discussion  of 
causes,  symptoms,  diagnosis  and  treatment 
will  be  presented  in  a subsequent  paper. 

SUMMARY 

Fractures  of  the  spine  and  pelvis  are  be- 
com;ng  more  common,  due  to  greater  use 
of  the  automobile,  and  should  be  suspected 
in  every  case  of  iniury  to  the  back. 

Educational  work  by  our  profession,  con- 
cerning the  immediate  care  and  transporta- 
tion of  such  cases,  is  needed.  All  of  these 
cases  require  hospital  care  and  radio- 
graphic  study. 

Every  hospital  should  be  equipped,  to  aid 
the  surgeon  responsible  for  this  work,  with 
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adequate  x-ray  apparatus,  air  or  water 
mattresses,  special  table  for  plaster  casts 
and  special  operating  facilities  for  opera- 
tion when  required. 


HEAD  INJURIES  WITH  EAR  SYMPTOMS 

F.  P.  SCHUSTER,  M.  D. 

El  Paso,  Texas 

Read  before  the  Twelfth  Annual  Meeting  of  the 
Medical  Surgical  Association  of  the  South- 
west. held  at  Tucson,  Ariz..  Nov.  11  to  13. 

1926. 

About  forty  per  cent  of  all  head  injuries 
produce  ear  symptoms.  These  are  impaired 
hearing,  dizziness,  tinnitus  and  nystagmus, 
which  not  only  occur  at  the  time  of  injury 
but,  in  those  cases  which  do  not  terminate 
fatally,  may  persist  indefinitely  or  through- 
out life.  As  a result,  a certain  amount  of 
disability  is  produced,  especially  in  occupa- 
tions requiring  perfect  hearing  and  balanced 
mechanism.  The  industrial  surgeon  is  fre- 
quently called  upon  to  estimate  this  disa- 
bility and  to  distinguish  between  real  or- 
ganic pathology  and  functional  disturb- 
ances variously  called  neurasthenia,  occu- 
pational neuroses,  hysteria  and  malinger- 
ing. This  may  be  extremely  difficult  to  do, 
but,  after  a careful  consideration  of  the 
mechanism  and  pathology  of  the  injury, 
and  the  checking  up  of  the  subjective  com- 
plaints with  objective  tests,  we  are  usually 
able  to  arrive  at  a fair  estimate. 

I shall  discuss  three  phases  of  head  in- 
juries : 

1.  Concussion  of  the  brain  with  ear 

symptoms ; 

2.  Concussion  of  rte  brain  combined 

with  concussion  of  the  labyrinth  ; 

3.  Concussion  of  rtp  brain  combined 

with  fracture  of  the  skull. 

CONCUSSION  OF  THE  BRAIN  WITH 
EAR  SYMPTOMS 

Let  us  consider  for  a moment  the 
mechanism  and  pathology  of  concussion  of 
the  brain  with  inner  ear  symptoms. 

When  a blow  is  received  on  the  head,  the 
skull,  being  an  elastic  bodv,  has  the  force 
transmitted  to  its  contents — that  is,  the 
brain,  soinal  fluid  and  vessels.  There  is 
produced  an  acut0  augmentation  of  intra- 
cranial pressure.  The  effect  of  this  on  the 
brain  substance  is  a compression. 

The  effect  of  the  acute  augmentation  of 
intracranial  pressure  on  the  spinal  fluid  is 
to  force  it  out  of  the  lateral  ventricle 
through  the  third  and  fourth  ventricles,  to- 
ward the  central  cannal  of  the  spinal  cord, 
which  is  verv  small  in  caliber  and  dams 
back  the  fluid.  This  back  pressure  com- 
presses the  floor  of  the  fourth  ventricle. 


producing  microscopic  hemorrhages  and, 
later,  degenerative  changes  in  the  vestibu- 
lar nuclei. 

The  effect  of  the  increased  pressure  on 
the  blood  vessels,  is  to  produce  a momen- 
tary compression  followed  by  a changed 
circulation,  characterized  by  the  fact  that 
the  blood  flows  slower  through  enlarged  or 
dilated  vessels.  This  is  due  to  a vasomo- 
tor change  and  is  termed  praestatic  blood 
circulation.  It  results  in  exudation  and 
leukocytosis  about  the  vessels.  These  facts 
have  recently  been  established  by  experi- 
mental studies  on  animals  and  by  micro- 
scopic postmortem  studies  in  man,  prin- 
cipally by  workers  in  the  Vienna  clinic. 
The  greatest  part  of  aural  svmptoms  of 
concussion  are  produced  by  this  praestatic 
circulation.  Of  utmost  importance,  how- 
ever, is  the  fact  that  this  condition  is  often 
permanent,  lasting  throughout  life,  and  it 
continues  to  produce  symptoms.  Conse- 
quently, in  concussion  of  the  brain,  we  fre- 
quently find  symptoms  of  persistent  inter- 
mittent attacks  of  dizziness  coming  on  with- 
out apparent  reason,  nystagmus,  and,  at 
times,  tinnitus.  There  is  a notable  absence 
of  impaired  hearing  apparatus.  When  this 
pathology  can  be  demonstrated  clinically, 
the  prognosis  of  concussion  is  not  good,  be- 
cause the  attacks  of  dizziness  tend  to  per- 
sist throughout  life. 

The  disability  has  been  estimated  in 
France,  in  Austria  and  in  Germany  at 
around  forty  per  cent  and  even  higher,  if 
the  occupation  requires  a perfect  balance 
mechanism.  Such  a case  is  cited  from  the 
medico-legal  standpoint,  by  H.  Joliet,  of 
Paris.  Following  concussion  of  the  brain 
without  fracture,  the  patient  presented 
deafness,  headache,  tinnitus,  vertigo  and  a 
changed  visual  field.  The  incapacity  was 
estimated  at  forty  per  cent,  which,  how- 
ever. was  later  reduced  to  twenty  per  cent 
because  it  was  proved  the  patient  was  not 
in  perfect  physical  condition  previous  to 
his  injury. 

CONCUSSION  OF  THE  BRAIN  COMBINED  WITH 
CONCUSSION  OF  THE  INNER  EAR. 

Bv  concussion  of  the  inner  ear,  we  refer 
to  all  changes  found  in  the  inner  ear  fol- 
lowing head  injury  without  fracture.  These 
changes  are  alwavs  secondary  to  concus- 
sion of  the  brain.  The  ductus  endolymphati- 
cus  and  the  internal  auditory  meatus  are 
the  points  where  concussion  of  the  brain 
affects  the  inner  ear.  The  increased  spinal 
fluid  pressure  produces,  momentarily,  a 
faster  lymph  current  in  the  inner  ear. 
Therefore  the  resultant  symptoms  are 
momentary.  The  effect  on  the  blood  ves- 
sels of  the  ear,  however,  is  similar  to  that 
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produced  in  the  brain — that  is,  a praestatic 
circulation  with  a slower  blood  current 
through  the  dilated  vessels  and  consequent 
exudation  and  leukocytosis.  It  is  this  ex- 
udation in  the  ear  spaces  which  produces 
the  symptoms.  The  pathology  is  similar  to 
a vasomotor  rhinitis  and  is  easier  to  dem- 
onstrate by  objective  tests.  The  symptoms 
produced  depend  on  the  amount  and  loca- 
tion of  the  exudation.  Thus,  we  have  four 
types  of  clinical  pictures  produced: 

(1)  If  the  exudate  is  in  the  perilym- 
phatic spaces  only,  there  are  no  vestibular 
symptoms,  but  in  the  cochlea  there  is  an 
interference  with  sound  conduction  and  _ a 
middle  ear  type  of  deafness  is  the  result'. 

(2)  If  the  exudation  is  in  the  peri-  and 
endo-lymphatic  spaces,  there  are  produced 
spontaneous  symptoms  of  dizziness  and 
nystagmus,  in  addition  to  the  middle  ear 
deafness. 

(3)  If  this  exudate  persists  over  a long 
period  of  time,  we  get,  in  addition  to  a sec- 
ondary inner  ear  type  of  deafness,  an  ab- 
sence of  caloric  vestibular  response,  but  the 
labyrinth  may  still  react  to  the  stronger 
turning  tests. 

(4)  Finally,  this  may  produce  a com- 
plete deafness,  with  absence  of  both  caloric 
and  turning  responses. 

The  case  reported  by  Field  of  complete 
traumatic  destruction  of  vestibular  func- 
tion, with  slight  coincident  cochlear  involve- 
ment, is  probably  of  the  first  or  second 
type. 

The  prognosis  of  concussion  of  the  brain, 
with  concussion  of  the  labyrinth,  is  not 
good.  If  hearing  is  impaired  following  in- 
jury, it  is  usually  not  only  permanent,  but 
also  progressive.  Tinnitus  is  severe  and 
very  difficult  to  relieve.  Dizziness  tends 
to  recur  in  attacks.  The  disability  estimate 
is  but  slightly  higher  than  for  simple  con- 
cussion and  varies  according  to  the  occupa- 
tion. 

CONCUSSION  OF  THE  BRAIN  WITH  FRAC- 
TURE OF  THE  SKULL. 

Fractures  involving  the  temporal  bone 
may  be  extensions  of  fractures  of  other  por- 
tions of  the  skull  and.  hence,  the  etiology 
is,  in  general,  the  same  as  for  skull  frac- 
tures. 

Briefly,  they  may  be  produced  (1)  by  in- 
direct violence,  as  by  radiation  of  a blow 
or  fraction  from  the  vertex;  (2)  by  direct 
violence,  as  from  penetrating  wounds  and 
blows  transmitted  through  the  condyles  of 
the  jaws  or  through  the  vertebral  column. 

The  temporal  bone  fractures  in  a rather 
typical  manner  so  that  we  may  distinguish 
three  types  as  follows:  (1)  longitudinal 

fracture;  (2)x  crossing  fracture;  (3)  frac- 


ture of  tip  of  the  pyramid.  Each  type  has 
its  characteristic  course,  symptoms  and 
prognosis. 

The  longitudinal  fracture  typically  ex- 
tends from  the  tegmen  tympani  to  the  an- 
terior surface  of  the  pyramid  and  ends  in 
the  anterior  or  middle  fossa.  Tt  is  the 
most  common  fracture  of  the  base  of  the 
skull  alone  without  complication.  It  is 
much  more  frequent  than  diagnosed  in  life 
and  even  at  postmortem,  as  the  fracture 
may  be  found,  at  times,  only  on  microscopic 
examination.  It  is  typically  a middle  ear 
fracture  and  produces  a middle  ear  type  of 
hearing  impairment.  The  diagnosis  is  oft- 
en difficult,  as  the  x-ray  is  usually  nega- 
tive and  blood  in  the  middle  ear  may  oc- 
cur without  fracture.  Spinal  fluid  from 
the  ear  is  the  only  absolute  sign. 

Prognosis  is  not  good  because  fractures 
of  the  petrous  portion  of  the  temporal  bone 
do  not  heal  well.  Cases  have  been  exam- 
ined microscopically  thirty  years  after  in- 
jury with  almost  no  callus  or  healing.  This 
means  we  practically  have  a permanent 
communication  from  the  middle  ear  to  the 
meninges. 

The  crossing  fracture  starts  in  the  pos- 
terior fossa,  extends  to  the  jugular  bulb 
across  the  pyramid  and  ends  there.  It  al- 
ways destroys  the  roof  of  the  vestibule  be- 
cause this  is  the  weak  spot.  The  cochlea 
and  semi-circular  canals  may  therefore  es- 
cape injury,  but  are  usually  destroyed  by 
the  hemorrhage.  If  the  lateral  labyrinth 
wall  is  fractured,  it  is  between  the  oval  and 
round  windows.  This  fracture  is  usually 
seen  on  x-ray. 

The  prognosis  is  bad  because,  as  a rule, 
(1)  this  type  is  produced  by  severe  injury, 
and  (2)  because  the  respiratory  and  car- 
diac centers  lie  in  the  post  fossa.  If  the 
lateral  labyrinth  wall  is  ruptured,  we  have 
a direct  communication  from  the  middle 
ear  into  the  inner  ear.  However,  if  this 
is  not  the  case  and  the  patient  does  not  die 
in  forty-eight  hours  from  the  fracture,  the 
danger  of  late  infection  is  not  so  great  as 
in  longitudinal  fracture.  As  to  hearing, 
deafness  is  complete  and  permanent  and  no 
irritability  of  vestibule  is  present. 

Rupture  of  the  tip  of  the  pyramid  is 
practically  always  part  of  the  so-called  ring 
fracture  due  to  violence  transmitted  to  the 
base  of  the  vertebral  column.  This  occurs 
in  falling  from  a height  and  hitting  on  the 
feet  or  sacrum,  and  is  part  of  a ring  frac- 
ture of  the  base.  As  the  vestibulum  is  not 
involved,  there  are  no  otologic  symptoms, 
as  a rule.  Diagnosis  of  this  fracture  is 
usually  made  by  the  x-ray.  The  prognosis, 
being  part  of  a ring  fracture,  is  bad. 
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The  diagnosis  of  the  presence  of  these 
varied  pathological  processes  in  head  injury 
cases  with  ear  symptoms,  therefore,  is  of 
the  utmost  importance  in  estimating  the 
disability.  While  time  does  not  permit  a 
detailed  discussion  of  the  varied  symptoma- 
tology, the  diagnostic  points  we  may  brief- 
ly summarize,  as  follows: 

SUMMARY 

Concussion  of  the  brain  with  ear  symp- 
toms is  characterized  pathologically  by  de- 
generative changes  in  the  vestibular  nuclei. 
The  chief  symptom  is  dizziness,  which  is 
not  continual  but  intermittent  in  attacks 
and  without  apparent  reason.  The  caloric 
tests  reveal  normal  irritability  of  the  laby- 
rinth, or,  relatively  often,  hyper-irritabil- 
ity. Spontaneous  nystagmus  may  be  pres- 
ent, but  not  intensive  and  not  continual. 
There  are  no  cochlear  symptoms. 

Concussion  of  the  brain,  combined  with 
concussion  of  the  inner  ear,  is  character- 
ized pathologically  by  otitis  vasomotoria, 
producing  a picture  of  serous  otitis  interna, 
but,  of  course,  with  absence  of  bacteria. 
Depending  on  the  location  and  amount  of 
exudation,  we  have  clinically  a varied  pic- 
ture which  may  be  grouped  und^r  four 
types : 

Type  1 — Exudate  in  the  perilymphatic 
spaces  only,  producing  middle  ear  type  of 
deafness  with  no  labyrinth  symptoms. 

Type  2 — A middle  ear  deafness  with  spon- 
taneous labyrinth  symptoms  of  nystagmus 
and  dizziness. 

Type  3 — Middle  and  inner  ear  deafness, 
with  srontaneous  labyrinth  symptoms,  no 
caloric  irritability  but  positive  turning  re- 
action. 

Type  4 — Middle  and  inner  ear  deafness, 
spontaneous  labyrinth  symptoms,  no  caloric 
and  no  turning  irritability. 

In  temporal  bone  fracture,  we  have  three 
types : 

1 —  Longitudinal  or  middle  ear  type,  fair 
or  good  hearing  remaining,  with  great  dan- 
ger from  late  infection. 

2 —  The  crossing  or  inner  ear  type,  with 
deafness  and  little  danger  of  late  infec- 
iion. 

3 —  The  type  of  ring  fracture,  with  no 
otologic  symptoms. 

The  differential  diagnosis  between  these 
organic  lesions  and  the  various  functional 
neuroses  and  malingering,  requires  keen  ob- 
servation, as  well  as  judgment  in  evaluat- 
ing the  symptoms  present.  Benese  calls 
attention  to  the  vasomotor  instability  in 
neurotic  patients  giving  responses  similar 
to  organic  lesions.  In  these  cases  we  are 
aided  by  the  observations  of  Kerrison, 
Dench,  Leider,  Loewy,  Alexander  and  oth- 


ers, on  the  frequent  hyper-irritability  of 
the  cochlea,  which  rapidly  fatigues,  the 
hyper-irritability  and  profuse  visceral  re- 
actions produced  by  labyrinth  stimulation, 
which  are  not  present  in  organic  lesions, 
and.  being  reflex  or  objective,  cannot  be 
perfectly  simulated  by  the  malingerer. 

In  conclusion.  I wish  to  call  attention  to 
the  slight  tendencies  of  fractures  of  the 
temporal  bone  to  heal,  with  consequent 
menace  to  the  parent’s  life  from  infection. 
In  concussion  of  the  brain,  with  or  with- 
out fracture,  we  frequently  have  perma- 
nent pathological  processes  set  up;  namely, 
praestatic  blood  circulation,  which  produces 
a chain  of  symptoms  greatly  affecting  the 
patient’s  ability  to  continue  in  gainful  oc- 
cupation. 
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Experimental  workers  and  surgeons  have 
been  devoting  much  thought  and  investi- 
gation to  the  duodenum  and  upper  jejunum 
in  the  intoxications  brought  about  by  in- 
testinal stasis  and  obstruction,  from  what- 
ever cause. 

The  experimental  woi|f  of  Draper1,  Whip- 
ple, Stone  and  Bernheinf,  MacCallum  and 
associates3,  Haden  and  Orr\  and  McCann 
shows  the  duodenum  to  be  the  toxic  zone 
in  intestinal  obstruction,  whether  adynamic 
or  mechanical  in  nature. 
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As  to  the  character  of  the  toxins,  the  ex- 
perimenters have  not  all  agreed,  but  as  to 
the  location  of  their  production  there  is 
quite  uniform  agreement — that  it  is  in  the 
duodenum  and  upper  jejunum. 

Many  leading  surgeons  have  recognized 
this  “segment  of  toxicity”  of  Whipple’s  and 
have  undertaken  to  meet  the  issue  by  doing 
an  entero-enterostomy  in  anterior  gastro- 
enterostomy and  all  other  operations  tend- 
ing to  produce  stasis  in  the  duodenum. 
They  have  also  advocated  jej  unostomy 
drainage  in  intestinal  obstruction,  resec- 
tions, peritonitis,  and  other  cases  in  which 
there  is  likely  to  be  intestinal  stasis,  tox- 
emia, and  gaseous  distention. 

In  the  more  serious  cases,  at  the  time  of 
the  original  operation,  or  at  some  time  lat- 
er, as  circumstances  demanded,  they  have 
done  jej  unostomy,  suturing  a tube  in  place, 
doing  direct  drainage  of  the  loop.  In  the 
milder  cases  they  have  resorted  to  the 
repeated  use  of  the  stomach  tube. 

We  now  venture  to  suggest  that  the  con- 
dition can  be  met  in  both  the  mild  and  se- 
vere cases  by  continuous  stomach  drainage 
with  the  duodenal  tube.  Five  years  experi- 
ence with  it  in  the  treatment  of  postopera- 
tive abdominal  complications  has  furnished 
us  convincing  proof  of  its  great  value  and 
ever  increasing  range  of  application. 

We  are  more  confirmed  in  our  belief  that 
these  toxins,  formed  in  the  duodenum  and 
jejunum,  are  constantly  regurgitated  into 
the  stomach.  The  character  of  the  fluid 
withdrawn  from  the  stomach  and  the  rapid- 
ity with  which  it  reforms,  would  strongly 
indicate  that  the  great  bulk  of  it  was  re- 
gurgitated; also,  the  fact  that  some  of  the 
most  profound  toxic  cases  of  peritonitis  and 
intestinal  obstruction  in  which  early  dis- 
solution was  imminent,  have  been  relieved 
of  their  vomiting,  distention,  and  toxemia 
by  stomach  drainage,  and  have  lived  in 
comparative  comfort  for  a week.  This  is 
probably  all  that  a surgical  drainage  of 
jejunum  could  have  accomplished.  In  other 
words,  these  cases  have  not  died  from  the 
early  formation  of  toxins  in  the  “toxic 
loop,”  but  have  finally  died  of  a toxemia 
produced  by  the  dissolution  of  the  tissues 
at  the  site  of  pathology. 

This  is  well  illustrated  in  the  case  of  a 
woman,  fifty  years  of  age,  operated  upon 
for  intestinal  obstruction.  When  the  peri- 
toneum was  opened  the  intestines  were 
found  to  be  very  dark,  greatly  distended, 
and  free  pus  from  the  peritoneal  cavity 
poured  out  over  the  sides  of  the  wound. 
She  was  so  toxic  and  had  such  rapid  pulse 
that  it  was  not  considered  worth  while  to 


undertake  any  exploration,  so  we  hurried 
to  get  her  off  the  table.  The  duodenal 
tube  was  passed  before  she  left  the  oper- 
ating room,  and  an  enormous  quantity  of 
foul-smelling,  dark  fluid  was  removed  from 
the  stomach,  and  the  tube  left  in  place. 
For  the  first  twenty-four  hours  she  drained 
a large  amount  of  fluid  of  the  same  char- 
acter, her  distention  subsided,  and  her  gen- 
eral condition  improved.  Her  symptoms 
were  so  relieved  by  the  second  or  third  day 
that  we  could  hardly  believe  what  we  had 
seen.  Drainage  was  continued,  and  she 
lived  seven  days  without  further  distention 
or  vomiting.  Postmortem  showed  that  her 
pelvis  and  the  lower  part  of  the  abdomen 
were  full  of  pus,  and  much  of  the  intestine 
was  practically  gangrenous.  In  this  in- 
stance it  relieved  the  emergency  and  kept 
her  alive  until  she  died  from  a pathological 
source  far  removed  from  the  duodenum. 

That  the  relief  afforded  with  the  tube  is 
so  decided  that  it  may  be  misleading  as  to 
the  progress  of  the  pathology  is  illustrated 
by  the  case  of  a boy,  eight  years  of  age, 
who  had  a traumatic  rupture  of  the  small 
intestine,  which  was  sutured  within  a few 
hours  after  the  accident.  Drainage  of  the 
peritoneal  cavity  was  established  and  later, 
when  distention  and  vomiting  began,  the 
use  of  the  duodenal  tube  was  instituted.  It 
was  removed  after  a few  hours^  but  the 
child  begged  to  have  it  reinserted.  His 
symptoms  of  distention  and  vomiting  were 
so  completely  relieved  that  the  symptoms 
of  mechanical  obstruction  were  overlooked. 
Postmortem  showed  that  agglutination  of 
loops  at  the  site  of  the  trauma  had  caused 
a mechanical  obstruction,  and  local  gan- 
grene had  finally  ensued. 

There  are  many  postoperative  abdominal 
cases,  where  the  local  pathology  has  not 
progressed  far  enough  to  endanger  life, 
from  which  the  patient  would  recover  if 
he  could  be  relieved  of  the  early  toxemia 
from  the  duodenal  loop  caused  by  intestinal 
stasis. 

The  duodenal  tube  gives  the  gravely  ill 
patient,  who  is  fighting  two  antagonists 
(his  local  pathology  and  his  duodenal  tox- 
emia), relief  from  the  toxemia,  thereby 
leaving  his  entire  forces  free  to  fight  the 
pathology. 

In  cases  of  perforated  appendicitis  with 
a greater  or  less  amount  of  peritonitis,  in 
conjunction  with  Fowler’s  position,  Mur- 
phy’s drip,  and  Ochsner’s  massive,  hot  ap- 
plications, it  is  the  treatment  par  excel- 
lence, and  it  is  in  this  class  of  cases  that  it 
saves  the  most  lives,  as  they  are  the  most 
common.  We  are  firmly  convinced  that  it, 
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and  it  alone,  has  saved  life  in  these  des- 
perate conditions. 

In  the  less  frequent  cases  of  mechanical 
intestinal  obstruction,  it  relieves  the  tox- 
emia, stops  the  vomiting,  and  certainly 
gives  the  patient  every  opportunity  to  over- 
come the  effects  of  the  obstruction  after 
operation. 

Many  times,  in  operations  on  the  stom- 
ach and  intestines,  in  order  to  prevent  dis- 
tention and  vomiting,  we  insert  the  tube 
before  the  patient  leaves  the  operating  ta- 
ble. 

A patient  now  in  the  hospital,  who  has 
had  two  previous  operations  and  each  time 
vomited  for  three  days,  was,  this  last  time, 
given  the  duodenal  tube  before  she  left  the 
operating  table.  She  didn’t  vomit  that  day, 
but  vomited  a small  amount  twice  during 
the  night.  The  tube  was  removed  the  fol- 
lowing morning,  she  became  nauseated  and 
insisted  upon  its  return,  and  then  wouldn’t 
give  it  up  until  the  third  day,  as  she  stated 
that  it  had  been  such  a relief  to  her  that 
she  didn’t  mind  the  annoyance  of  its  pres- 
ence. 

In  all  stomach  operation,  such  as  resec- 
tions, ulcers,  and  gastro-enterostomies,  we 
pass  the  tube  before  the  patient  leaves  the 
table  and  leave  it  in  place  for  from  twenty- 
four  to  forty-eight  hours.  In  these  cases 
the  stomach  is  kept  empty  by  aspiration 
and  frequent  washings  with  sterile  water. 

More  recently,  we  are  inclined  to  pass 
the  tube  and  aspirate  the  fluid  contents  of 
the  stomach  before  the  operation  is  begun. 

The  large  quantity  of  fluid  present  at  op- 
eration, in  a twelve-hour  fasting  stomach, 
is  always  surprising.  In  a recent  case — a 
resection  of  an  ulcer,  and  gastro-enteros- 
tomy — we  withdrew  a pint  and  a half  of 
dark-looking  fluid  before  the  patient  left 
the  table. 

Many  times  in  cases  of  obstruction  and 
peritonitis  we  have  been  able  to  withdraw 
a quart  of  fluid  from  the  stomach,  although 
the  patient  was  constantly  vomiting.  In 
other  words,  vomiting  does  not  mean  that 
the  stomach  has  been  emptied  of  either 
fluids  or  gas.  In  fact,  we  have  inserted 
the  tube  and  been  able  to  hear  the  escaping 
gas  all  over  the  room,  although  the  patient 
had  .just  been  vomiting. 

In  cases  of  difficult  abdominal  hernias, 
or  other  hernias,  where  we  wish  to  guard 
our  suture  line  from  the  effects  of  vomit- 
ing, we  pass  the  tube  on  the  table  and 
leave  it  in  place  until  the  period  of  vomit- 
ing is  over.  If  the  patient  is  sufficiently 
out  of  the  anesthetic  to  swallow,  there  is 
usually  very  little  trouble  in  passing  the 
tube. 


When  inserting  the  tube  at  the  end  of 
operation  before  the  patient  is  sufficiently 
awake  to  swallow,  and  because  of  the  dry- 
ness of  the  throat,  we  find  vaseline  a more 
satisfactory  lubricant  than  the  lighter  oils, 
as  it  is  more  adherent  to  the  tube.  Also, 
in  these  cases  where  the  patient  is - still 
asleep,  we  never  inject  any  water  until  we 
have  withdrawn  stomach  contents,  which 
assures  us  that  the  tube  is  not  in  the  air 
passages,  nor  curled  up  in  the  esophagus. 
In  either  case,  injecting  water  might  be  of 
serious  consequence. 

We  find  that  we  are  using  the  tube  more 
often  in  all  kinds  of  abdominal  operations 
where  there  is  any  undue  distention  or 
vomiting.  The  relief  is  frequently  so 
marked,  and  the  patient  is  given  so  much 
comfort,  that  he  begs  to  have  the  tube  re- 
turned if  he  once  experiences  a few  hours 
drainage. 

Dr.  James  T.  Case,  of  Battle  Creek,  cured 
a serious  case  of  duodenal  fistula  with  con- 
stant duodenal  tube  drainage  after  all  other 
known  remedies  had  failed. 

By  making  possible  duodenal  feeding  and 
the  introduction  of  fluids,  it  gave  remark- 
able results  in  one  case  following  carbolic 
acid  poisoning,  where  there  was  constant 
vomiting.  It  might  also  be  used  in  other 
forms  of  corrosive  poisoning,  under  like 
circumstances. 

After  the  use  of  five  per  cent  cocaine  on 
an  applicator,  we  pass  the  tube  through  the 
nose  now  always  because  it  is  less  irritat- 
ing to  the  throat,  cannot  be  bitten,  and  is 
not  in  the  way  during  an  anesthetic.  It 
should  be  passed  to  the  first  mark  only  as 
it  will  curl  up  in  the  stomach  if  too  much 
is  inserted,  and  therefore  may  not  empty 
the  stomach  of  either  fluid  or  gas.  The 
medium  size  Levine  tube,  number  14,  seems 
to  be  the  most  satisfactory  for  general  use. 

The  longest  we  have  ever  left  the  tube  in 
place  was  seven  days.  It  sometimes  be- 
comes irritating  to  the  throat  and  nose, 
under  which  circumstances  it  may  be  re- 
moved and  re-inserted  later. 

Ordinarily  it  is  left  hanging  by  the  side 
of  the  bed,  the  patient  is  given  an  abund- 
ance of  water  to  drink  and  the  water  is  al- 
lowed to  siphon  off.  After  improvement 
ensues  and  it  appears  that  the  patient 
would  retain  the  water,  the  tube  is  hung  up 
on  the  head  of  the  bed  to  stop  siphonage. 
It  should  be  let  down  again  and  the  stom- 
ach aspirated  immediately  if  nausea  occurs. 

The  tube  accomplishes  the  following: 

1.  It  relieves  conditions  due  to  gas  and  re- 
gurgitated intestinal  fluids.  It  is  a vent 
pipe.  2.  It  effects  interrupted  or  contin- 
uous lavage  of  the  stomach,  and,  in  some 
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cases,  of  the  duodenum.  3.  It  gives  relief 
from  nausea.  4.  It  makes  possible  the 
free  drinking  of  water  and  thereby  relieves 
that  most  distressing  symptom,  thirst. 
5.  It  permits  transgastric  feeding.  6.  It 
relieves  toxemia.  7.  It  is  a port  of  entry 
for  all  kinds  of  medication.  8.  It  improves 
the  feelings  of  the  patients;  they  often  beg 
for  its  return  after  they  have  once  experi- 
enced the  relief  afforded  by  its  use. 
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Infection  of  the  renal  pelvis  is  a much 
more  frequent  complication  of  pregnancy 
and  the  puerperium  than  is  generally  sup- 
posed. The  symptoms  presented  frequently 
simulate  other  acute  inflammatory  condi- 
tions of  the  abdomen  and  chest,  giving  rise 
to  numerous  errors  in  diagnosis. 

In  1893,  Reblaub  (Congres.  franc,  de 
chirurgie,  proces.  verb..  Paris,  6 :692)  re- 
ported several  cases  and  thus  brought  the 
subject  before  the  profession.  In  1905, 
Opitz,  (Ztschr.  f.  Geburtsh.  u.  Gvn.,  1905) 
presented  a very  complete  review  of  the 
subject. 

ETIOLOGY 

A great  deal  of  discussion  has  arisen  as 
to  the  causation  of  this  condition.  Some  in- 
vestigators contend  that  it  is  due  to  the 
pressure  of  the  pregnant  uterus  on  the 
ureter,  where  it  crosses  the  pelvic  brim. 
Others  are  equally  certain  that  it  is  caused 
by  elongation  of  the  ureters  with  kinking 
and  torsion.  Halbertsma  has  shown  by  ex- 
periments on  dogs  that  a weight  of  5 grams 
compressing  the  ureter  over  a surface  of  8 
millimeters  is  sufficient  to  prevent  the  flow 


of  a volume  of  urine  weighing  400  grams. 
He  is  a protagonist  of  the  first  theory.  On 
the  other  hand,  De  Lee  asserts  that,  as  the 
specific  gravity  of  the  pregnant  uterus  is 
about  the  same  as  that  of  the  intestinal 
mass,  pressure  of  the  pregnant  uterus  on 
the  ureter  is  not  the  cause  of  ureteral  ob- 
struction in  this  condition. 

Be  it  as  it  may,  the  underlying  cause  of 
renal  infection  in  pregnancy  is  obstruction 
of  the  ureter,  with  resulting  renal  stasis 
forming  a breeding  ground  for  bacteria. 

PATHOLOGY 

On  account  of  the  low  mortality  of  this 
condition,  the  material  is  comparatively 
scanty.  In  cases  examined  and  reported  in 
literature,  the  ureter  was  found  to  be  di- 
lated and  elongated,  the  walls  thinned  out 
and  the  mucous  membrane  hyperemic.  In 
some  cases,  there  was  marked  elongation  of 
the  ureter  with  a mobde  kidney,  producing 
a decided  kinking.  In  a few  cases  this 
kinking  was  so  pronounced  that,  even  after 
pregnancy  was  terminated,  the  urine  was 
unable  to)  pass.  The  renal  pelvis  was  en- 
larged. sometimes  markedly,  with  walls 
thickened  and  sclerosed  and  covered  with  a 
thick  purulent  debris  or  a white  tenacious 
exudate.  The  kidney  substance  was  pale 
and  anemic,  with,  in  some  cases,  a marked 
atrophy  of  the  renal  substance.  (William- 
son, Kidney  Diseases,  Herringham,  1912.) 

BACTERIOLOGY 

The  principal  offenders  in  these  cases  are 
the  various  members  of  the  colifovm  group. 
The  infection  is  nearly  always  hema- 
togenous, in  all  probability  gaining  entrance 
to  the  circulation  through  some  small  lesion 
of  the  alimentary  canal. 

Cabot  and  Crabtree  assert  that  in  the  be- 
ginning of  pyelitis  or  pyelonephritis,  due  to 
B.  coli,  the  bacteria  can  be  demonstrated 
in  the  blood  stream.  Even  in  cases  where 
the  infection  mav  have  taken  place  along 
the  course  of  the  lumen  of  the  ureter,  owing 
to  an  incompetent  uretero-vesical  valve,  or 
from  lymphatic  extension,  they  were  able 
to  recover  the  bacilli  from  the  circulation, 
causing  them  seriously  to  doubt  the  occur- 
rence of  renal  infection  without  the  inter- 
vention of  the  blood  stream. 

The  greatest  number  of  cases  of  renal  in- 
fection occur  before  the  fifth  and  the  sixth 
month  of  gestation.  During  this  period  the 
gravid  uterus  is  rising  out  of  the  pelvis, 
resting  upon  the  brim  thereof  and  com 
pressing  the  ureter  between  it  and  the 
brim. 

SYMPTOMS 

The  great  variety  of  symptoms  presented 
in  the  onset  and  subsequent  course  of  the 
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disease,  are  responsible  in  a great  measure 
for  the  errors  of  diagnosis  in  this  condi- 
tion. 

Williamson  (Herringham,  Kidney  Dis- 
eases, 1912)  divides  the  initial  symptoms 
into  six  groups,  as  follows: 

1.  The  earliest  symptom  is  often  slight 
intermittent  pain  over  the  loin,  probably 
due  to  distention  of  the  renal  pelvis.  This 
is  usually  followed  by  malaise,  headache, 
pallor,  constipation  and  slight  irregular  rise 
of  temperature,  corresponding  to  the  block- 
ing of  the  ureter  and  retention  of  pus  in 
the  renal  pelvis.  The  tongue  is  coated  and 
sweats  are  fairly  common.  There  is  some 
tenderness  over  the  kidney  region  and  a 
sense  of  discomfort  in  the  loin. 

2.  The  onset  is  sudden  with  acute  lum- 
bar pain,  followed  quickly  by  temperature 
and  rising  pulse,  rigors,  vomiting,  head- 
ache, malaise  and  sweats. 

3.  The  initial  symptoms  are  high  fever, 
malaise,  etc.,  without  any  symptoms  refer- 
able to  the  kidney. 

4.  Frequency,  urgency  and  painful  urin- 
ation are  the  first  to  be  noticed,  followed 
in  a longer  or  shorter  interval  by  pain  in 
the  lumbar  region  and  evidences  of  toxemia. 

5.  In  rare  cases,  there  is  a sudden  onset 
with  abdominal  Dain,  persistent  vomiting, 
absolute  constipation  and  distentibn. 

6.  Occasionallv  there  are  symptoms  re- 
sembling those  of  pleurisy  or  pneumonia  af- 
fecting the  base  of  the  lung.  Thesp  are 
worse  on  respiration,  particularly  deep  in- 
spiration. Temperature  and  pulse  rise, 
there  is  vomiting  and  hurried  breathing. 

About  60  per  cent  of  the  cases  of  rwelitis 
and  ovelonephritis  of  pregnancy  can  be 
classified  in  Groun  2. 

Pain:  This  is  the  most  striking  s^mntom 
in  nearlv  all  cases.  It  is  usuallv  felt  over 
the  lumbar  region,  and  varies  from  a dull 
ache  to  the  agony  suggestive  of  the  passage 
of  a stone.  In  the  latter  case,  it  mav  ex- 
tend over  a wide  area,  along  the  ureter  to 
the  front  of  the  abdomen  When  the  pain 
is  localized  in  the  iliac  fossa,  it  mav  give 
rise  to  a diagnosis  of  appendicitis.  Rang- 
ing upward,  it  may  simulate  pleurisy  and 
pneumonia.  In  rare  cases,  there  may  be 
pleuritic  symptoms  confirmed  by  the  clini- 
cal findings,  due  to  contiguous  mflamma- 
tion,  or  simultaneous  infection. 

But  in  the  majority  of  cases  the  pain  is 
felt  in  the  region  of  the  affected  kidney  or 
kidneys,  if  the  condition  is  bilateral,  extend- 
ing towards  the  groin  of  the  affected  side. 
Occasionally,  it  is  colicky  in  type. 

Temperature:  The  next  symptom  of  im- 
portance is  the  elevation  of  temperature. 
This  is  irregular,  being  sometimes  contin- 


uous, sometimes  remittent  and  sometimes 
intermittent.  When  there  is  obstruction  to 
the  flow  of  purulent  urine,  there  is  usually 
a rapid  rise  in  temperature,  sometimes  pre- 
ceded by  a chill,  which  usually  subsides 
when  the  flow  is  reestablished.  The  pulse 
rate  varies  with  the  temperature.  In  the 
milder  cases  it  ranges  around  100,  but  in 
the  severe  it  may  go  to  130  or  more. 

Vomiting:  As  in  other  forms  of  kidney 
irritation,  an  exacerbation  of  pain  may  be 
accompanied  by  vomting.  It  may  also  pre- 
cede the  onset  of  the  pain,  even  by  a day 
or  two. 

Abdominal  Distention:  This  is  a very 

troublesome  and  distressing  feature  of  the 
disease.  When  it  is  associated  with  per- 
sistent vomiting,  it  may  lead  to  a diagno- 
sis of  intestinal  obstruction. 

Urinary  Symptoms:  Frequency,  burning 
and  urgency  may  be  present,  but  in  some 
cases  are  not  nearly  as  noticeable  as  would 
be  supposed  judging  by  the  amount  of  pur- 
ulent urine  passing  through  the  bladder. 
As  in  all  nephritic  cases,  the  urine,  at  first, 
is  high  colored,  scanty  and  of  high  specific 
gravity.  It  is  very  turbid  and,  on  standing, 
deposits  a heavy  sediment.  On  microscopi- 
cal examination,  the  field  is  found  to  be 
filled  with  bacteria,  pus  cells,  varying  in 
amount,  epithelia,  leucocytes  and  red  cells. 
When  the  accompanying  nephritis  is  pro- 
nounced, epithelial,  hyaline  and  even  granu- 
lar casts  may  be  present. 

Blood  Examination:  It  must  be  remem- 
bered that  normally  in  pregnancy  there  is 
an  increase  in  the  white  cells.  This  rarely 
runs  above  10,000  per  c.  mm.  In  pyelone- 
phritis there  is  usually  a leucocytosis  which 
is  not  very  high  considering  the  acuteness 
of  the  inflammatory  process,  running  about 
12,000  to  14,000  per  c.  mm.  However,  it 
must  be  borne  in  mind  that  the  absence  of 
a leucocytosis  does  not  rule  out  the  pres- 
ence of  pus  in  the  kidney. 

Physical  Examination:  In  many  cases 

there  is  distention  of  the  abdomen  with  rig- 
idity of  the  muscles  of  the  affected  side. 
Palpation  of  the  kidney  is  difficult,  but 
tenderness  can  usually  be  elicited  by  first 
percussion  over  the  affected  organ  and  pal- 
pation of  the  costo-vertebral  angle.  A point 
of  great  tenderness  is  often  found  around 
McBurney’s  point,  giving  rise  to  suspicions 
of  appendicitis.  Digital  examination  per 
vaginam  will  usually  detect  tenderness  in 
the  fornix  where  the  ureter  can  be  felt  en- 
tering the  bladder. 

Cystoscopic  examination  with  catheteri- 
zation of  the  ureters,  will  definitely  estab- 
lish the  diagnosis.  The  phthalein  test  will 
usually  show  that  the  efficiency  of  the  af- 
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fected  kidney  is  lowered  as  evidenced  by 
diminished  excretion  and  increased  appear- 
ance time. 

DIAGNOSIS 

The  three  principal  symptoms  encoun- 
tered in  pyelitis  and  pyelonephritis  are  pain, 
temperature  and  pus  in  the  urine.  When- 
ever a pregnant  woman  presents  the  first 
two,  the  physician  should  immediately  look 
for  the  third.  In  addition,  there  are  gen- 
eral malaise,  furred  tongue,  frequency,  pain- 
ful micturition,  constipation  and  irregular 
temperature,  which  is  usually  not  verv 
high.  The  sequence  of  events  in  acute  ap- 
pendicitis is  to  be  remembered;  viz.,  pain, 
nausea,  vomiting  and  temperature.  In  re- 
nal infection  of  pregnancy,  pain  and  tem- 
perature are  present  always,  but  nausea  and 
vomiting  are  comparatively  rare.  In  the 
latter  the  muscular  rigidity  of  the  abdomen 
is  usually  absent,  or,  if  present,  is  not  near- 
ly so  pronounced. 

If  there  is  the  slightest  doubt  as  to  the 
diagnosis,  a cystoscopic  examination  will 
give  the  most  valuable  information. 

TREATMENT 

The  first  essential  of  treatment  is  that 
of  other  inflammatory  condition®,  rest  in 
bed.  The  patient  should  receive  a purge 
of  calomel,  podophyllin,  followed  bv  a sa- 
line. Copious  draughts  of  wrater  should  be 
given  and  even  forced  on  the  patient.  In 
the  treatment  of  the  B.  coli  infection,  vari- 
ous and  sundry  remedies  have  been  advo- 
cated. Hexamethylenamin,  combined  with 
sodii  phosphate,  2 to  3 grams  daily,  some- 
times gives  results.  Oftentimes  a change 
from  an  acid  to  an  alkaline  medication  will 
be  advantageous.  Mercuroehrome  intrave- 
nously in  from  10  to  25  c.  c.  of  a 1 per  cent 
solution,  is  advocated,  but  cannot  be  too 
long  continued  for  fear  of  salivation.  In 
addition,  the  injection  is  usually  followed 
by  an  intense  reaction  which  may  frighten 
the  patient  and  her  friends.  Canrokol  in 
my  hands  has'  not  given  the  slightest  bene- 
fit in  B.  coli  infections.  In  the  twrn  cases 
to  be  mentioned  later,  it  seemed  to  me  that 
the  best  results  followed  the  use  of  sali- 
hexin  intravenously.  This  is  given  every 
day  until  its  effects  begin  to  be  apparent, 
then  every  second  day.  At  times  there  is 
a reaction  following  its  use,  but  it  is  usual- 
ly mild. 

In  obstinate  cases  the  insertion  of  a cath- 
eter to  the  pelvis  of  the  kidney,  and  its  re- 
tention there  for  several  days,  is  the  best 
remedy,  providing,  as  it  does,  constant 
drainage  of  the  diseased  organ. 

One  of  the  most  essential  parts  of  the 
treatment  is  the  diet.  In  the  early  stages, 


w'hen  the  symptoms  are  acute,  the  diet 
should  be  easily  assimilated  and  non-irri- 
tating. In  all  acute  infectious  diseases  the 
high  temperature  is  often  responsible  for 
an  increased  tissue  waste.  Therefore,  it 
stands  to  reason  that  the  patient  should  re- 
ceive as  much,  if  not  more,  nourishment,  in 
order  that  sufficient  calories  be  taken  to 
balance  the  output.  For  a woman  weigh- 
ing 130  pounds  a diet  should  be  arranged 
that  will  provide  her  with  2400  calories. 
This  should  include  enough  proteids  to  give 
a minimum  of  70  to  80  grams  daily.  Milk, 
on  account  of  its  easy  digestibility,  would 
seem  on  first  thought  to  be  the  ideal  food, 
but  it  is  subject  to  twm  objections;  viz., 
used  exclusively  it  gives  too  much  proteid, 
or,  if  kept  whthin  bounds,  it  does  not  pro- 
vide enough  nourishment.  One  quart  of 
milk  will  provide  640  calories,  so  that  to  get 
from  2400  to  3000  calories,  four  or  five 
quarts  of  milk,  containing  140  to  175  grams 
of  proteid,  wall  be  given,  which  is  entirely 
too  much. 

Inquiring  into  the  relative  caloric  value 
of  foods  suitable  for  cases  of  pyelonephri- 
tis, it  is  found  that  cream,  while  contain- 
ing a little  more  albumin  than  milk,  has 
a high  caloric  value,  sufficient  to  nourish 
the  patient,  and  yet  give  her  the  minimum 
proteid  requirement.  One  quart  of  20  per 
cent  cream  contains  2200  calories,  writh  less 
than  40  grams  of  albumin.  Given  in  the 
form  of  cream  soups,  on  cereals  and  bread, 
or  combined  writh  aerated  wTaters,  it  is  very 
palatable.  Sugar,  given  in  the  form  of  cane 
or  milk  sugar,  gives  four  calories  to  the 
gram.  A diet  containing  two  quarts  of 
milk,  to  w-hich  has  been  added  one  ounce 
of  milk  sugar  to  each  glassful,  will  provide 
2280  calories.  One  slice  of  bread  (100  cal- 
ories), half  an  ounce  of  butter  (100),  cereal 
and  cream  (200),  will  furnish  the  balance 
of  calories  necessary. 

As  the  patient  improves,  the  diet  can  be 
increased.  An  egg  or  two  can  be  added 
daily,  in  place  of  some  of  the  milk.  Later 
lean  meat,  chicken,  etc.,  will  give  a pleas- 
ant addition  to  the  bill  of  fare.  In  all 
forms  of  nephritis  there  is  no  objection  to 
the  free  use  of  carbohydrates  and  fats,  and 
during  the  period  of  proteid  restriction  they 
should  be  given  freely.  Salads  with  oil 
dressing,  jellies,  fruits  cooked  with  sugar, 
etc.,  have  a high  caloric  value,  are  free 
from  proteid  and  may  be  given  in  acute 
nephritic  conditions. 

The  following  cases  are  reported,  on  ac- 
count of  the  severity  of  the  symptoms: 
Mrs.  R„  37,  white,  American,  married,  ent?.ed 
Hotel  Dieu  on  April  30,  1926,  at  4:30  a.  m.  for 
delivery,  in  the  sendee  of  Dr.  Branch  Craige.  On 
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admission,  her  temperature  was  104,  pulse  160 
and  respirations  24.  Delivery  took  place  at  7:30 
a.  m. 

She  gave  a history  of  an  attack  of  ear  trouble 
one  month  before.  She  stated  that  Dr.  W.  J.  Da- 
vis had  operated  on  it  and  that  it  had  discharged 
freely  for  some  time  after.  During  the  month  pre- 
vious to  confinement  she  had  temperature  off  and 
on. 

Urinalysis,  made  April  30,  showed  albumin,  gran- 
ular casts  and  epithelia,  but  no  pus.  The  high 
temperature  persisted.  On  May  5th,  the  white 
blood  count  was  13,400  with  83  per  cent  polynu- 
clears,  and  albumin,  granular  and  hyaline  casts, 
and  pus  were  present.  One  week  later,  pus  was 
still  present  and  the  temperature  had  ranged  from 
98  to  105.2  degrees.  On  May  17th.  the  white  blood 
count  had  fallen  to  10,200  with  74  per  cent  poly- 
nuclears.  Paratyphoid  A and  B and  typhoid,  were 
absent.  The  course  of  the  disease  was  practical- 
ly the  same  until  May  24th,  when  I saw  her  first. 
Then  temperature  was  104;  pulse,  110.  Hier  ap- 
pearance was  that  of  a very  sick  woman.  Face 
was  sallow,  tongue  coated,  abdomen  quite  distend- 
ed, with  marked  tenderness  over  the  right  kidney 
region,  following  the  ureter  to  the  front  of  the 
abdomen.  Catheterization  of  the  ureters  showed 
pus  and  epithelial  cells  from  the  right  kidney.  The 
urine  from  the  left  kidney  was  negative.  Culture 
of  the  urine  from  the  right  side  showed  B.  coli. 
The  catheter  was  left  in  the  right  kidney  pelvis, 
but  was  pulled  out  by  the  nurse  next  morning. 
The  catheter  was  reinserted  on  the  27th,  and  left 
until  June  1st.  During  that  period  the  kidney  pel- 
vis was  washed  out  daily  with  mercuroohrome  1 
per  cent.  The  temperature,  which  had  been  103 
before  inserting  the  catheter,  dropped  to  98  the 
neat  day  and  did  not  rise  above  101.6  while  it  re- 
mained in  place.  She  did  fairly  well  until  June 
7th,  when  she  began  to  complain  of  severe  pain 
in  lumbosacral  region  and  along  the  course  of  the 
right  sciatic  nerve,  the  slightest  movement  bring- 
ing on  paroxysms  of  pain. 

From  June  12th  intravenous  injections  of  mer- 
coiroohrome  were  given  every  second  day  for  four 
doses,  but  had  to  be  stopped  as  mercurial  stomati- 
tis was  produced.  During  the  administration  of 
the  mercuroohrome,  the  temperature  was  as  er- 
ratic as  ever.  On  Jutfe  22nd,  the  intravenous  in- 
jection of  salihexin  was  begun.  Twelve  doses  were 
given,  two  days  apart.  The  temperature  grad- 
ually receded,  the  pus  slowly  disappeared,  the  ap- 
petite improved  and,  with  it,  the  general  strength. 
On  July  17th,  the  patient  was  discharged.  The 
sciatic  pain  took  quite  a long  time  to  disappear, 
and  even  yet  she  walks  with  a slight  limp. 

Mrs.  R.,  24,  Mexican,  mother  of  one  child  and 
pregnant  five  months  with  second,  was  admitted 
to  the  City  and  County  Hospital  on  July  6,  1926. 
On  admittance,  temperature  was  99;  pulse,  100; 
respiration,  26. 

She  complained  of  great  pain  in  right  kidney 
region  and  right  iliac  fossa,  frequency  and  burn- 
ing on  micturition. 

She  was  a pale,  sallow,  emaciated  woman,  evi- 
dently in  great  distress. 

There  was  marked  tenderness  over  the  right  kid- 
ney on  first  percussion  and  in  the  right  costo- 
vertebral angle  on  palpation.  No  enlargement  of 
the  kidney  could  be  made  out.  Temperature  was 
irregular,  varying  from  99  to  105  and  accompanied 
by  chills  and  sweats. 

Catheterization  of  the  ureters  showed  pus  from 
the  right  side  which  gave  culture  of  B.  coli.  There 
was  no  appearance  of  phthalein  from  either  side, 
in  fifteen  minutes.  This  was  probably  due  to  the 
nurse  refusing  to  give  water  under  the  idea  that 
she  was  going  to  receive  another  anesthetic.  The 
catheter  was  left  in  twenty-four  hours  and  tem- 


perature fell  rapidly,  but  soared  when  catheter 
was  removed.  On  the  17th,  it  was  reinserted  and 
left  for  five  days  and  the  kidney  pelvis  was  washed 
daily  with  mercuroohrome  1 per  cent.  She  was 
given  an  ampule  of  salihexin  daily  for  fourteen 
doses.  Discharged  July  23rd. 

These  two  cases  are  similar  in  the  irregu- 
lar temperature,  which  sometimes  reached 
105,  the  pain  over  the  kidney  region  and  in 
the  iliac  fossa.  But  in  one  case  there 
was  no  frequency,  unless  urination  every 
three  hours  or  so  under  forced  administra- 
tion of  fluids  can  be  called  such.  In  the 
latter,  the  frequency  was  as  much  as  every 
fifteen  minutes. 

SUMMARY 

Temperature  or  abdominal  pain  in  a preg- 
nant woman  should  at  once  lead  to  an  ex- 
amination of  the  urine.  But  it  should  be 
borne  in  mind  that  it  should  be  a catheter- 
ized  specimen  from  the  bladder,  as  the 
vaginal  discharge,  always  present,  may 
mislead. 

In  obstinate  cases,  drainage  of  the  kidney 
pelvis  for  days  at  a time  and  washing  out 
the  pelvis  daily,  will  give  the>  best  of  re- 
sults. 

Special  attention  must  be  paid  to  the 
diet,  that  an  already  weakened  kidney  may 
not  be  overloaded  and  yet  the  patient  re- 
ceive the  necessary  nutriment. 

Internal  medication  is  best  given  in- 
travenously. 
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This  paper  is  written  with  the  intention 
of  reviewing  the  literature  on  t^e  subject 
of  the  effect  of  the  menstrual  cycle  on  basal 
metabolism  and  to  renort  in  detail  two 
cases  which  seem  to  vary  somewhat  from 
the  general  imnression  obtained  from  the 
literature.  While  the  literature  on  the  sub- 
ject of  the  relation  between  the  ovary  and 
thyroid  is  voluminous;  on  the  other  hand, 
the  literature  of  this  particular  phase  of 
the  subject  is  most  extremely  scarce. 

A request  from  two  abstracting  services 
resulted  in  three  references  on  this  sub- 
ject— all  abstracts  of  articles  from  foreign 
journals — and  one  other  reference  to  two 
American  authors  who  have  tried  to  ap- 
proach this  subject  by  studying  the  sugar 
metabolism  during  the  menstrual  cycle. 
According  to  them,  after  making  300  blood 
sugar  determinations  covering  forty-nine 
menstrual  periods  in  twenty-six  normal 
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women,  there  seems  to  be  no  ground  for 
conclusion  that  there  is  a constant  cyclic 
variation  in  the  fasting  blood-sugar  level. 
The  average  values  observed  during  men- 
struation are  slightly  higher  than  those  for 
the  intermenstrual  period.  However,  there 
are  a great  number  not  only  of  higher  val- 
ues, but  also  of  lower  values,  during  the 
menstrual  period,  than  at  any  other  time. 
The  ingestion  of  1.75  gm.  of  glucose  per 
kilo  of  body  weight  has,  however,  led,  in 
ten  cases  observed,  not  only  to  smaller  in- 
itial increases  in  blood  sugar,  but  also  to  a 
greater  degree  of  secondary  hypoglycemia 
during  the  menstrual  period  than  at  any 
other  time  of  the  month.  The  effect  noted 
immediately  before  and  immediately  after 
this  time  is  just  the  opposite,  that  is,  a les- 
sened tolerance,  while  the  ingestion  of  glu- 
cose in  the  intermenstrual  period  has  an 
intermediate  effect.  This  smaller  increase 
and  greater  decrease  in  blood-sugar  follow- 
ing glucose  ingestion  during  menstruation, 
suggests  an  altered  functioning  of  the  pan- 
creas, coincident  with  the  time  of  menstru- 
ation. Speculation  as  to  whether  or  not 
this  is  the  result  of  an  altered  ovarian  or 
suprarenal  secretion  seems  hardly  justified 
by  the  evidence  at  hand.  The  only  conclu- 
sion is  that,  in  making  single  determina- 
tions of  blood  sugar  for  purposes  of  clini- 
cal diagnosis,  the  time  of  the  menstrual 
period  should,  in  as  far  as  possible,  be 
avoided. 

Wiltshire,  of  London,  undertook  a series 
of  experiments  comparing  the  physiologic 
processes  in  the  menstrual  and  intermen- 
strual periods.  The  points  chosen  for  de- 
termination were:  (1)  the  basal  metabolic 

rate  of  normal  women  during  menstrua- 
tion and  between  menstrual  periods;  (2) 
the  cost  to  the  organism  of  a certain  defi- 
nite piece  of  work;  and  f3)  the  rate  of  re- 
covery from  that  work.  The  observations 
were  made  on  five  subjects,  the  basal  meta- 
bolism being  determined  each  day  during 
the  menstrual  periods  and  three  or  four 
times  between  these  periods.  The  results 
obtained  showed  that  the  basal  metabolism 
was  not  appreciably  affected  by  menstrua- 
tion. The  cost  of  work  to  the  organism  and 
the  rate  of  recovery  from  work,  were  the 
same  during  the  menstrual  and  intermen- 
strual periods.  The  author  concludes  that, 
while  more  experiments  must  be  done  be- 
fore any  definite  conclusions  can  be  drawn, 
the  processes  appear  to  be  identical  during 
the  menstrual  and  intermenstrual  periods. 

The  German  investigator,  Lanz,  has 
noted  that  basal  metabolism  increased  to- 
wards the  end!  of  the  interval  and  during 


the  premenstruum,  and  attained  its  lowest 
point  during  the  postmenstruum  and  at  the 
outset  of  the  interval. 

The  course  assumed  by  curves  thus  re- 
corded is  declared  to  correspond  to  that  of 
the  curve  of  development  of  the  corpus 
luteum,  a fact  which  is  said  to  indicate  that 
impulses  which  govern  variations  proceed 
from  the  latter.  These  impulses  are  de- 
scribed as  slight  in  healthy  individuals,  and 
as  pronounced  in  sufferers  from  certain  dis- 
eases (tuberculosis  in  the  initial  stage,  for 
example),  particularly  when  accompanied 
by  disturbances  of  internal  secretions. 

The  two  cases  reported  in  detail  are  as 
follows : 

CASE  1.  L.  B.,  school  teacher;  aged  30;  first 
examined,  August,  1921.  Chief  complaint,  weakness. 
History:  The  patient  has  been  nervous  and  weak 
for  ten  years.  Weakness  has  been  accompanied  by 
rapid  pulse,  nervousness,  pains  and  aches  in  the 
lower  limbs.  Four  years  ago,  she  had  scarlet  fever; 
has  been  much  worse  and  unable  to  work  ever  since. 
Nervousness  and  rapid  pulse  and  pains  in  lower 
limbs  have  been  becoming  worse  all  the  time.  A 
year  and  a half  ago,  she  had  a severe  cold,  coughed 
some,  but  raised  no  sputum.  Had  slight  tempera- 
ture, 99  to  99.2,  which  existed  for  a year.  Spent 
several  months  in  a tuberculosis  sanitarium,  al- 
though told  by  a very  excellent  chest  specialist  that 
she  did  not  have  pulmonary  tuberculosis.  Previous 
illness:  mumps  and  influenza.  Menstrual  history 
began  at  12;  regular  duration  4 days;  profuse. 
Some  months  there  were  severe  pains  and,  other 
months,  no  pains  at  all.  Family  history:  Father 
and  mother  living,  two  brothers  living.  Father  has 
high  blood-pressure;  no  history  of  tuberculosis  in 
family. 

Physical  examination : Patient  is  a moderately  de- 
veloped, poorly  nourished  female,  about  30  years 
of  age,  who  does  not  seem  very  ill;  no  external 
manisfestations  of  nervousness.  Teeth  look  good 
and  x-ray  shows  no  infection.  Tonsils  are  small 
and  buried,  but  contain  some  infection;  tongue  not 
coated.  No  exophthalmos;  von  Graefe’s  and  Stell- 
wag’s  signs  both  absent.  Thyroid  is  palable  and 
uniformly  enlarged,  but  enlargement  is  not  detect- 
able by  inspection.  Lungs  are  negative  to  both 
physical  and  x-ray  examination.  Pulse,  bounding; 
rate,  120.  Heart  action,  heaving  (and  forcible; 
apex  is  one  finger's  breadth  inside  the  mammary  line 
both  sounds  are  present,  snapping  and  brittle;  no 
murmurs;  capillary  pulse  easily  detected.  Abdo- 
men retracted,  no  tenderness;  right  kidney  palable; 
knee  jerks  and  Achilles’  reflexes,  all  present  and 
equal.  Eyes  react  quickly  to  light  and  accommo- 
dation. There  is  marked  tremor  of  fingers  of  both 
hands.  Basal  metabolism,  plus  27.  Urine  and 
blood  examinations,  all  within  normal  limits.  Kid- 
ney function,  first  hour  50  per  cent;  second  hour, 
•20  per  cent.  Provocative  Wassermann,  negative. 
Spinal  fluid:  no  increase  in  pressure;  cell  count,  2; 
no  excessive  protein;  colloidal  gold  and  Wasser- 
mann tests,  both  negative.  This  was  before  the 
introduction  of  iodine-therapy  by  Plummer.  This 
patient  showed  no  response  to  rest  and  bromides,  nor 
to  ovarian  and  corpus  luteum  therapy. 

April  10,  1922,  thyroidectomy  was  performed  un- 
der nitrous  oxide-oxygen-novocain  anesthesia;  and 
two-thirds  of  left  lobe  and  four-fifths  of  right  one, 
removed.  Patient  made  a good  recovery  and  left  the 
hospital  in  one  week.  After  operation,  pains  and 
aches  in  legs  were  completely  relived,  nervousness 
very  much  belter;  pulse  rate  decreased  some  except 
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under  nervous  excitement.  But  extreme  weakness  still 
persisted,  and  was  always  very  much  worse  during 
menstrual  period.  December,  1922,  basal  metabolism 
was  plus  14.  Patient  recovered  sufficiently  to  do  re- 
lief teaching  during  school  year  1923-24.  As  symp- 
toms were  always  aggravated  during  menstrual 
period,  an  artificial  menopause  was  induced  by  x-ray 
during  1924.  During  the  school  year  1924-25, 
patient  did  not  miss  a day  from  teaching  during 
the  entire  year.  In  June,  1925,  basal  metabolism 
was  minus  14,  and  February,  1926,  minus  12.  This 
patient  seems  to  be  gradually  recovering  although 
progress  is  very  slow  at  times. 

CASE  2.  S.  M.  C.,  female,  aged  36;  entered  hos- 
pital Dec.  10,  1925.  Had  just  finished  menstruating; 
feeling  badly  since  November  menstruation.  Chief 
complaint:  feeling  of  weakness;  pain  in  chest;  rapid 
pulse;  and  palpitation  of  heart,  especially  noticeable 
on  going  to  bed  at  night. 

Physical  examination : Patient  is  a small,  moder- 
ately developed,  well  nourished  female;  weight,  120 
pounds.  Head  is  negative;  tonsils  are  small,  cryp- 
tic, buried,  and  contain  cheesy  material.  Teeth  are 
artificial;  tongue  is  clear;  thyroid  gland  is  not  pal- 
pable; lungs  are  normal  both  to  physical  and  x-ray 
examination.  Heart;  apex  is  one  finger’s  breadth 
inside  mammary  line;  no  enlargement;  bounding  and 
forcible;  rate  is  120  to  130;  both  sounds  are  pres- 
ent and  snapping;  no  murmurs;  capillary  pulse 
plainly  visible.  Abdomen  is  negative;  no  tremor  of 
the  fingers.  Patient  does  not  think  she  is  nervous. 
Dec.  17,  1925,  basal  metabolism  was  plus  43;  patent 
did  not  care  to  go  to  bed.  Lugol’s  solution  was  given, 
10  minims  three  times  a day  for  two  weeks  She 
feels  much  better  and  symptoms  have  practically  dis- 
appeared except  that  pulse  rate  continues  around 
100,  and  she  has  noticed  loss  of  weight.  Menstru- 
ated, January  6th,  much  more  easily  than  in  De- 
cember. January  14th.  had  a severe  attack  of  pal- 
pitation of  heart  'at  bedtime  and  collapsed;  pulse 
went  to  140.  Basal  metabolism  on  January  29th, 
plus  11.  In  spite  of  this  reduction  of  25  in  the 
metabolism  rate,  patient  did  not  feel  any  bet- 
ter and  pulse  continued  100  to  120.  She 
menstruated  February  6,  and  had  very  severe 
cramps  and  pains  in  back  lasting  36  hours;  suf- 
fered more  than  ever.  Basal  metabolism,  Febru- 
ary 13,  plus  25.  At  this  time  we  debated  between 
surgery  and  x-ray  treatment.  Decided  on  x-ray 
and  to  x-ray  ovaries  first,  not  with  intention  of 
suppressing  menses  completely,  but  to  reduce  it. 
Two  x-ray  treatments  were  given  ovaries,  Febru- 
ary 14  and  March  4,  respectively.  The  patient  felt 
much  better  after  these  treatments  and  seemed  much 
improved;  pulse  came  down  to  80.  These  x-ray 
treatments  were  the  only  thing  which  gave  ony  relief 
from  her  symptoms  during  her  entire  period  of  ill- 
ness, up  to  time  of  operation,  except  during  first 
month  when  Lugol’s  solution  relieved  her,  although 
Lugol’s  solution  reduced  metabolism  every  time  it 
was  given.  But  when  the  March  menstrual  period 
approached,  symptoms  recurred  again.  March  8,  bas- 
al metabolism  was  plus  54.  She  had  pains  in  breasts 
and  felt  like  menstruating  but  no  cramps  and  no 
flow  until  March  15th.  Patient  has  been  taking 
Lugol’s  solution,  15  minims,  three  times  a day,  con- 
tinuously. She  is  unable  to  take  larger  doses  on 
account  of  gastro-intestinal  symptoms.  Basal  meta- 
bolism, March  23,  plus  42.  During  this  time,  al- 
though basal  metabolism  has  varied  within  a wide 
range,  symptoms  have  been  gradually  becoming 
worse. 

At  this  time  the  patient  left  the  hosptilal  and 
went  to  another  city  where  she  remained  for 
four  months,  during  which  time  she  did  not  receive 
any  iodine  and  had  a tonsillectomy  performed.  She 
returned  to  hospital  July  19th.  Physical  examina- 
tion at  this  time  showed  loss  in  weight  of  32  pounds. 


Patient  is  extremely  nervous;  has  marked  tremor 
of  fingers  of  both  hands.  Pulse  rate  is  120.  Ex- 
amination of  heart  shows  no  enalrgement;  no  mur- 
murs; beat  is  bounding  and  both  sounds  are  sharp 
and  brittle.  Blood-pressure  is  100-80;  no  exoph- 
thalmos; von  Graefe’s  and  Stellwag’s  signs,  both 
negative.  Tongue  is  trembling,  slightly  coated.  Left 
lobe  of  thyroid  is  palpable,  which  may  be  due  to  loss 
of  fat  in  this  region ; no  bruit  present.  Abdomen, 
distended ; patient  has  been  alternating  between 
diarrhea  and  constipation;  succession  sound  very 
marked  over  upper  abdomen.  Patient  is  extremely 
nervous  and  is  continually  moving  both  upper  and 
lower  limbs.  There  is  marked  mental  depression  at 
times.  She  sleeps  very  little.  Blood  count  still 
normal.  Basal  metabol  sm,  plus  60.  She  nas  not 
menstruated  since  March.  Lugol’s  solution  was 
given  again,  20  minims,  three  times  a day.  Basal 
metabolism,  August  2,  plus  36;  August  13,  plus  33; 
August  19,  plus  33.  Sugar  tolerance  test  at  this 
time  showed  a curve  at  its  hig'hest  point,  .2  per  cent 
at  the  end  of  two  hours.  August  20,  thyroidectomy 
was  performed  under  nitrous  oxide-oxygen-novo- 
cain  anesthesia.  When  thyroid  was  exposed,  both 
lobes  were  enlarged  about  twice  their  normal  size. 
Three-fourths  of  each  lobe,  along  with  isthmus  was 
removed.  Uneventful  recovery  from  operation  fol- 
lowed. Lugol’s  solution,  10  minims  once  daily  was 
given  for  eight  weeks.  Basal  metabolism,  Septem- 
ber 3,  plus  18;  October  30,  plus  7.  All  symptoms 
have  subsided  with  the  exception  of  some  abdominal 
discomfort  which  is  still  persistent.  Pulse  rate  is 
70  to  80.  Patient  has  gained  15  pounds  since  opera- 
tion. Pathological  sections  of  both  these  thyroid 
glands  shows  marked  and  extensive  hyperplasia  of 
epithelium  lining  the  acini.  Diagnosis,  toxic  goiter 
in  both  cases. 

Summarizing  these  two  cases  briefly: 
Case  1 represents  a slow  chronic  course  of 
a toxic  goiter  in  which,  at  first  examina- 
tion, the  basal  metabolism  was  plus  27. 
After  the  removal  of  almost  the  entire 
gland,  the  basal  metabolism  was  still  plus 
14  with  some  of  the  symptoms  still  persist- 
ing. Improvement  was  at  a stand-still  six 
months  after  the  operation,  and  continued 
so  until  the  artificial  menopause  was  in- 
duced by  x-ray  of  the  ovaries,  which,  in 
turn,  reduced  the  basal  metabolism  to  a 
minus  14,  and  has  resulted  in  further  very 
marked  improvement  in  this  patient’s  con- 
dition. 

Case  2 represents  an  acute  fulminating 
course  of  a toxic  goiter,  in  which  the  basal 
metabolic  curve  is  directly  opposite  to  the 
curve  arrived  at  by  Lanz.  He  stated  that 
the  curve  increases  toward  the  end  of  the 
interval  and  during  the  premenstruum,  and 
attained  its  lowest  point  during  the  post- 
menstruum and  at  the  outset  of  the  inter- 
val. While,  in  this  case,  the  curve  was  al- 
ways lowest  at  the  outset  of  the  premen- 
struum and  toward  the  end  of  the  men- 
strual cycle,  and  at  the  outset  of  the  inter- 
val the  curve  was  at  its  highest.  On  the 
other  hand  case  2 might  be  called  a simple 
case  of  acute  hyperthyroidism  with  symp- 
toms very  much  aggravated  during  the 
menstrual  cycle. 
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Boothby  has  concluded,  after  a great 
number  of  basal  metabolism  determinations 
made  in  women  with  and  without  thyroid 
disturbances,  that  the  average  during  the 
menstrual  cycle  and  during  the  interval  is 
of  negligent  significance. 

After  a study  of  the  hyperactivity  of 
other  endocrine  glands,  Hoppe  bases  his 
treatment  of  hyperthyroidism  with  corpus 
lutum,  on  the  theory  that  the  condition  is 
caused  by  a defective  secretion  of  the  in- 
terstitial sex  glands ; that  the  hormones  of 
the  interstitial  sex  glands  have  an  inhibi- 
tory and  regulatory  action  on  the  secre- 
tion of  the  thyroid ; that,  when  the  function 
of  these  interstitial  sex  glands  is  deficient, 
there  is  a lack  of  physiological  inhibition  of 
the  thyroid,  with  an  excessive  secretion, 
and  therefore,  hyperthyroidism.  In  other 
words,  hyperthyroidism  and  hypo-ovarian- 
ism  are  synonymous  conditions. 

These  contentions  are  directly  opposite, 
also,  to  the  conditions  in  case  1,  where  the 
hyperthyroid  symptoms  and  the  abnormal 
basal  metabolic  rate  continued  until  a hypo- 
ovarianism  was  induced  by  x-ray  therapy. 
In  accordance  with  the  contention  of  Hoppe, 
a great  number  of  clinicians  have  used  cor- 
pus luteum  in  the  treatment  of  hyperthy- 
roid conditions.  But,  upon  reviewing  their 
reports,  we  find  that  their  cases,  while  hav- 
ing symptoms  of  hyperthyroidism,  had 
basal  metabolic  rates  which  were  either 
within  or  only  slightly  without  the  normal 
range.  Therefore,  it  must  be  inferred  that 
these  cases  were  really  cases  of  hypo- 
ovarianism  with  symptoms  similar  to  the 
hyperthyroid  state. 

In  contrast  to  most  of  the  above  investi- 
gations and  in  accordance  with  these  two 
histories,  Soiland  says  that,  in  many  of 
their  cases  of  x-ray  therapy  of  the  thyroid 
gland,  they  have  found  it  impossible  to  ob- 
tain a decrease  in  the  basal  metabolism 
without  x-raying  the  ovaries  also.  In  fact, 
this  circumstance  has  occurred  so  frequent- 
ly that,  if  they  fail  to  obtain  a reduction 
in  the  basal  metabolic  rate  as  soon  as  x-ray 
treatment  is  instituted,  they  almost  routine- 
ly x-ray  the  ovaries  at  the  same  time. 

In  conclusion:  Judging  from  the  above 

observations,  an  inverse  factor  must  con- 
tribute to  the  cause  of  some  cases  of  hyper- 
thyroidism. The  results  of  treatment  have 
not  reached  the  one  hundred  per  cent  mark, 
as  is  evidenced  by  still  existing  controversy 
between  the  radiologist  and  the  surgeon. 
Possibly  more  attention  to  the  ovarian  func- 
tion will  aid  in  raising  this  average  of 
cures. 
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west, Tucson,  Arizona,  November  11  to  13, 
1926. 

The  cause,  prevention,  diagnosis,  and  re- 
moval of  urinary  calculi  have  always  inter- 
ested the  medical  profession.  Hippocrates 
suggested  as  an  explanation  of  the  forma- 
tion of  calculi,  the  ingestion  of  certain 
muddy  waters,  and  emphasized  the  possi- 
bility of  the  accompanying  inflammation 
being  eitologic  rather  than  the  result  of  the 
stone.  The  accounts  of  the  skill  of  the  pre- 
anesthetic barber  surgeons  in  cutting  for 
stone  in  the  bladdar  comprise  some  of  the 
most  dramatic  incidents  of  our  early  surgi- 
cal history.  Yet,  not  until  1882  was  the 
first  ureterolithotomy  performed,  by  Bar- 
denhauer,  and  not  until  1888  was  the  tech- 
nic of  the  operation  developed  and  de- 
scribed, by  Tuffier.  In  1909,  only  172  cases 
had  been  recorded  in  the  literature.  Fol- 
lowing this,  a great  deal  of  experimental  in- 
vestigation has  been  undertaken  in  an  en- 
deavor to  learn  the  cause  of  the  formation 
of  such  stones.  The  problem,  however,  re- 
mains unsolved,  although  the  investigation 
has  revealed  many  interesting  findings  and 
refuted  some  long-cherished  beliefs.  Great 
advances  have  been  made  in  the  diagnosis 
of  such  cases  by  the  use  of  the  roentgen 
ray  in  conjunction  with  the  ureteral  cathe- 
ter and  the  making  of  ureterograms. 

Most  calculi  contain  oxalates,  urates, 
phosphates,  and  calcium  in  various  propor- 
tions. The  constant  presence  of  a calculus, 
once  it  is  formed,  testifies  to  the  almost 
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complete  insolubility  in  urine  of  these 
chemical  constituents.  There  is  evidently 
some  substance  in  urine  that,  under  normal 
conditions,  keeps  these  chemicals  in  solu- 
tion, for,  in  twenty-four  hours,  an  average 
of  0.78  grams  of  uric  acid,  0.015  grams  of 
oxalic  acid,  2.5  grams  of  phosphoric  acid, 
and  0.25  grams  of  calcium  are  eliminated. 
This  property  of  urine  to  hold  chemicals  in 
solution  in  greater  amounts  than  is  pos- 
sible in  water,  is  ascribed  by  most  physio- 
logic chemists  to  protective  colloids.  It  is 
conceivable  that,  through  faulty  metabol- 
ism or  as  a result  of  the  excessive  inges- 
tion of  such  materials  in  the  food,  too  large 
amounts  of  these  chemicals  might  reach 
the  kidneys  for  the  protective  colloids  to 
hold  in  solution.  This  idea  has  led  to  the 
age-old  teaching  that  hard  water  derived 
from  lime  soil  has  a tendency  to  cause  the 
formation  of  stone.  Keyser,  in  a recent  in- 
vestigation at  the  Mayo  Clinic,  adminis- 
tered massive  doses  of  calcium  oxalate, 
chlorid,  lactate,  and  phosphate  to  labora- 
tory animals,  and  necropsy  showed  nega- 
tive results.  He  concluded  that  the  giving 
of  lime  salts  in  massive  doses  does  not 
cause  visible  increase  in  the  crystalline  con- 
tent of  rabbits’  urine  and  that  the  increased 
ingestion  of  calcium  salts  will  not  lead  to 
significant  increase  of  calcium  in  the  urine. 

A geographic  study  based  on  the  inci- 
dence of  urinary  lithiasis  in  various  parts 
of  the  world,  bears  this  out.  Urinary  cal- 
culi are  common  in  certain  lime-stone  areas, 
but  in  countries  such  as  Canton  Province  in 
China  the  incidence  is  even  larger  and  lime- 
stone is  not  an  abundant  constituent  of  the 
soil. 

If  the  foregoing  findings  are  correct, 
then  the  time-honored  practice  of  advising 
patients  with  urinary  calculi  to  drink  only 
distilled  water  is  without  foundation  in 
either  experimental  or  pharmacologic  find- 
ings. If  patients  follow  such  advice,  usual- 
ly they  do  not  drink  enough  water,  as  dis- 
tilled water  is  not  readily  accessible.  As  a 
result,  the  urine  is  much  more  concentrated 
than  if  they  were  permitted  to  drink  the 
water  undistilled.  The  concentrated  urine 
gives  greater  opportunity  for  the  precipita- 
tion of  the  crystalline  contents,  thus  favor- 
ing the  formation  of  stone.  If  such  precipi- 
tation is  due  to  a deficiency  of  the  colloid 
content  of  the  urine,  it  seems  reasonable  to 
suppose  that  bacterial  infection  might  be 
the  cause  of  the  deficiency.  Certainly  the 
frequent  presence  of  such  infection  in  as- 
sociation with  lithiasis  can  be  interpreted 
as  the  cause  rather  than  the  result  of  stone 
formation,  as  has  been  shown  experimental- 
ly by  Rosenow  and  Meisser.  They  devital- 


ized a dog’s  tooth,  injected  the  root  canal 
with  organisms  that  were  obtained  from 
the  tooth  of  a patient  with  renal  lithiasis, 
and  these  organisms,  when  injected  into 
rabbits,  showed  a specific  localizing  ten- 
dency for  the  kidney.  Obviously,  however, 
following  single  or  even  multiple  intrave- 
nous injections,  a chronic  focus  was  not 
produced  and  calculus  formation  could  hard- 
ly be  expected.  But  by  filling  the  root  can- 
als of  the  devitalized  teeth  with  bacteria 
such  a chronic  focus  was  produced  and,  in 
the  course  of  several  weeks,  roentgen  rays 
revealed  shadows  in  areas  of  the  dog’s  kid- 
ney where  formerly  there  had  been  none. 
At  necropsy  multiple  renal  stones  were 
found. 

Many  observers  have  believed  that  an- 
atomic changes  are  responsible  for  the 
formation  of  stone.  Hunner  believes  that 
ureteral  stricture  is  the  primary  cause  and 
that  the  stone,  so  frequently  found  above 
the  stricture,  is  a secondary  occurrence. 
Bugbee  has  called  attention  to  the  frequency 
of  renal  stone  in  association  with  renal 
ptosis;  and  all  are  familiar  with  the  fre- 
quency of  stone  in  conjunction  with  pros- 
tatic hypertrophy.  There  can  be  no  doubt 
that  urinary  stasis  furnishes  favorable  en- 
vironment for  the  occurrence  of  stone;  but 
other  factors  are  necessary.  In  the  case  of 
ureteral  stone,  the  history  of  the  colic  pro- 
duced by  its  migration  from  the  renal  pelvis 
to  a point  of  lodgment  in  the  ureter,  would 
seem  ample  proof  of  its  extra-ureteral  or- 
igin, the  stricture  being  due  usually  to  ul- 
ceration and  inflammation  incident  to  the 
lodgment  of  the  stone  in  the  ureter. 

Braasch,  in  reviewing  the  cases  observed 
at  the  Mayo  Clinic,  pointed  out  that  recur- 
rence took  place  in  less  than  10  per  cent 
of  cases  after  removal  of  the  stone  at  op- 
eration, when  fluoroscopy  or  later  reray 
had  failed  to  reveal  the  overlooked  frag- 
ments. Braasch  and  Carman  adapted  the 
bedside  roentgen-ray  unit  developed  dur- 
ing the  war,  for  use  in  the  operating  room. 
With  this  procedure  the  surgeon  is  aided  in 
finding  small  calculi,  and  when  the  opera- 
tion is  completed,  but  before  the  kidney  is 
returned  to  its  fossa,  a fluoroscopic  exam- 
ination shows  whether  or  not  fragments  are 
left  that  might  serve  as  foci  for  the  forma- 
tion of  new  stone. 

The  fact  that  stones  rarely  develop  in  the 
remaining  kidney  following  their  removal 
Horn  the  other,  Braasch  believes  is  an  in- 
dication that  patients  go  through  a stone- 
forming cycle  which  may  last  for  several 
years.  The  condition  seems  to  be  due  to 
an  infection  that  upsets,  for  the  time,  pro- 
tective colloid  mechanisms.  For  this  rea- 
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son  it  seems  important  to  emphasize  the  de- 
sirability of  removing  all  possible  foci  for 
renal  infection.  The  invariable  presence  of 
such  foci  in  these  cases  adds  weight  to  the 
theory  of  their  etiologic  role.  Yet,  if  the 
theory  is  in  error,  no  criticism  can  be  at- 
tached to  the  removal  of  an  abscessed  tooth 
or  a tonsil  containing  pus,  since  both,  in 
themselves,  are  a menace  to  health. 

As  knowledge  of  the  cause  of  stone  has 
progressed,  so  has  that  of  diagnosis  and 
treatment.  The  advent  of  the  Bucky  dia- 
phragm in  roentgen-ray  technic  made  it 
possible  to  detect  accurately  even  the  most 
insignificant  shadows,  and  ureterography 
makes  their  localization  simple.  Formerly 
we  depended  on  the  wax-tipped  and  lead 
catheter  to  aid  in  doubtful  cases,  but  we 
now  rarely  employ  either.  The  wax  tip 
frequently  may  not  be  scratched,  and  the 
lead  catheter  may  appear  to  lie  in  apposi- 
tion to  the  suspected  shadow  on  a two-di- 
mension plate  when  in  reality  it  is  several 
centimeters  anterior,  or  it  may  appear  sev- 
eral centimeters  away  from  the  shadow  of 
the  stone  and  thus  seem  to  exclude  it  when, 
in  a greatly  dilated  ureter,  it  is  on  the  op- 
posite wall  from  the  stone.  With  the  injec- 
tion of  an  opaque  medium,  preferably  12 
per  cent  sodium  iodid,  the  inclusion  of  the 
shadow  within  the  ureteral  outline  makes 
its  intraureteral  position  almost  certain, 
while  a dilated  ureter  at  the  stone  or  above 
leaves  no  doubt.  Occasionally  the  stone 
will  not  permit  the  passage  of  the  medium, 
in  which  case  the  ureter  is  outlined  only  as 
far  as  the  stone. 

The  diagnosis  having  been  made,  the 
method  of  removing  the  stone  becomes  per- 
tinent. Formerly  ureteral  stones  were  in- 
variably removed  by  operation,  and  if  the 
stone  is  greater  than  1 cm.  in  diameter  this 
is  still  the  method  of  choice,  as  it  is  if 
stones  are  known  to  have  remained  at  one 
point  in  the  ureter  for  a long  time  so  that 
they  have  become  imbedded  in  the  wall. 

If  the  patient  gives  a history  of  recent 
colic  and  there  is  evidence  of  recent  migra- 
tion, manipulation  cystoscopically  will  usual- 
ly be  successful.  In  the  case  of  stones  that 
have  descended  close  to  or  into  the  wall  of 
the  bladder,  manipulation  is  probably  the 
procedure  of  choice.  The  removal  of  a 
small  calculus  deep  in  the  bony  pelvis  un- 
der the  bladder,  offers  extreme  difficulties 
in  the  surgical  technic,  and  better  results 
are  obtained  by  manipulation.  Crowell  re- 
ports removing  eighty-eight  stones  in  a 
series  of  ninety-eight  cases,  and  Bugbee  in 
a series  of  347  used  the  bladder  route  suc- 
cessfully in  326. 

The  technical  methods  employed  in  the 


removal  of  stones  by  manipulation,  vary 
with  the  operator.  Lewis  is  pioneer  in  this 
field  of  surgery,  and  his  ingeniously  devised 
ureteral  dilator  is  still  employed  by  many 
urologists.  For  some  years  chemicals  were 
thought  to  be  of  considerable  aid  and  vari- 
ous antispasmodics,  especially  papaverin, 
were  popular.  Today  urologists  seem  to 
agree  that  the  two  essentials  to  success  are 
dilatation  of  the  ureter  and  shifting  of  the 
axis  of  the  stone. 

The  first  essential  can  be  accomplished 
by  the  use  of  a dilator,  or  by  passing  in- 
creasingly large  catheters  or  sounds  up  the 
ureter  past  the  stone,  or  by  passing  several 
catheters  at  the  same  time.  It  often  hap- 
pens that  the  narrowing  of  the  ureter  in 
the  wall  of  the  bladder  and  its  resistance 
to  dilatation  not  only  prevents  the  passage 
of  stones,  but  offers  the  greatest  barrier 
to  their  removal  cystoscopically.  Frequent- 
ly a ureteral  orifice  will  hardly  permit  of 
the  passage  of  a No.  4 catheter,  and  most 
painstaking  dilatation  will  not  enlarge  it 
beyond  a No.  10  or  No.  12. 

Since  the  chance  of  successfully  removing 
the  stone  depends  principally  on  the  num- 
ber of  catheters  that  can  be  passed  around 
it,  inability  to  enlarge  the  orifice  may  re- 
sult in  failure  to  remove  the  stone.  To 
overcome  this  difficulty  I designed  a pair 
of  small  rigid  scissors  that  could  be  at- 
tached to  a filiform  for  the  purpose  of  cut- 
ting the  ureteral  meatus.  The  filiform  is 
passed  up  the  ureter  as  a catheter  would 
be,  and  the  scissors  are  then  attached  and 
guided  by  the  filiform  into  the  ureter  to 
the  desired  distance.  They  are  then  opened 
and  the  upper  blade,  being  double  edged, 
cuts  the  upper  wall  of  the  ureter  as  they 
are  withdrawn.  If  further  cutting  is  nec- 
essary it  may  be  done  by  the  scissor  action. 
By  this  method  the  ureteral  orifice  is  made 
sufficiently  large  to  admit  readily  from 
four  to  six  No.  5 ureteral  catheters;  these 
are  then  passed  by  the  stone  and  on  the  re- 
moval of  the  cystoscope  are  each  twisted 
individually  and  then  en  masse  so  that  the 
stone,  becoming  enmeshed  in  them,  is  usual- 
ly withdrawn  at  the  first  attempt.  If  this 
fails,  the  procedure  is  repeated  until  it  is 
successful.  My  only  failures  have  been 
when  it  was  impossible  to  pass  the  filiform 
by  the  stone.  After  removal  of  the  stone, 
two  catheters  are  left  in  the  ureter  to  in- 
sure adequate  drainage  in  case  the  trauma 
incident  to  the  stone’s  removal  should  re- 
sult in  ureteral  obstruction.  If  manipula- 
tion is  not  successful,  one  should  be  pre- 
pared to  institute  operative  proceedings  for 
removal  of  the  stone  at  any  time,  since,  if 
trauma  has  occurred,  periureteritis  with 
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complete  obstruction  of  the  ureter  and  as- 
cending infection,  may  result.  It  is  desir- 
able to  follow  an  expectant  course  of  treat- 
ment in  the  hope  that  the  stone  will  pass 
as  a result  of  the  manipulation,  and  if  there 
is  urinary  drainage,  this  may  be  done  safe- 
ly. However,  if  complete  obstruction  has 
occurred,  watchful  waiting  may  prove  dis- 
astrous and  it  should  always  be  remem- 
bered that  the  mortality  from  ureterolithot- 
omy is  almost  nil.  In  a series  of  640  cases 
at  the  Mayo  Clinic,  reported  by  Scholl  and 
Bumpus,  there  were  but  four  operative 
deaths  (0.62  per  cent).  There  were  no 
deaths  following  uncomplicated  uretero- 
lithotomy. In  the  four  cases  in  which  death 
occurred  either  other  surgical  procedures, 
such  as  appendectomy,  were  also  carried  out 
or  other  diseases  of  the  urinary  tract  were 
partly  responsible. 

If  ureteral  lithotomy  is  not  performed, 
ascending  infection  and  ureteral  obstruction 
rapidly  result  in  sepsis  of  the  kidney,  so 
graphically  described  by  Beer.  With  such 
a complication,  immediate  nephrectomy  is 
obligatory  and,  if  it  is  not  performed,  the 
retained  toxic  products  of  urinary  retention 
and  bacterial  action  produce  such  extreme 
toxemia  as  rapidly  to  impair  the  function  of 
the  remaining  kidney,  and,  if  treatment  is 
not  instituted,  will  result  in  complete  anuria 
and  death. 

Formerly  it  was  our  custom  to  allow  the 
multiple  catheters  to  remain  in  the  ureter 
forty-eight  hours  and,  on  their  withdrawal, 
await  the  passage  of  the  stone  which  might 
occur  at  the  next  voiding  or  during  the  fol- 
lowing ten  days.  This  necessitated  constant 
vigilance  on  the  part  of  the  patient  and 
nurses  to  see  that  the  stone  was  not  over- 
looked in  the  voided  urine.  Frequently  it 
was  believed  to  be  lost  at  the  time  of  de- 
fecation, and  further  roentgenograms  would 
be  required  to  prove  this.  In  such  cases 
the  successful  removal  of  the  stone  became 
a matter  of  debate  and  conjecture.  To  over- 
come these  annoyances  and  to  be  able  to 
show  the  patient  the  stone  at  the  time  of 
cutting  the  ureterial  orifice,  I have,  in  the 
last  series  of  cases,  removed  the  catheters 
immediately  after  their  insertion  and  the 
manipulation,  and  have  repeated  the  pro- 
cedure until  the  stone  was  delivered. 

The  healing  of  the  ureteral  orifice  in  the 
cases  I have  examined  subsequently,  usual- 
ly resulted  in  a somewhat  larger  ureteral 
meatus,  but  one  that  functioned  in  prevent- 
ing regurgitation.  This  was  also  Braasch’s 
finding  in  a series  of  experiments  on  dogs 
some  years  ago.  In  one  case  in  which  the 
patient  recently  returned  to  the  Clinic  this 


was  not  true  and  regurgitation  occurred 
with  a clinical  manifestation  of  slight  pain 
in  the  side  during  micturition.  The  stone 
in  this  case  had  been  present  for  many 
months  prior  to  its  removal,  and  the  unfor- 
tunate final  results  may  have  been  influ- 
enced by  the  ureteral  dilatation  produced  by 
the  long  period  of  partial  obstruction. 

Bleeding,  if  excessive,  can  be  controlled 
by  fulguration  of  the  bleeding  points,  but 
this  is  seldom  necessary,  as  there  are  no 
large  vessels  in  this  situation. 


THE  X-RAY  SHADOWS  OF  SECONDARY 
INFECTION  IN  LUNG  TUBERCULOSIS 

By  HARLAN  P.  MILLS.  M.  D„  and  W.  WARNER 
WATKINS,  M.  D. 

Pathological  Laboratory,  Phoenix,  Arizona. 

Read  before  the  Maricopa  County  Medical  Society 
and  the  Radiological  Society  of  North  America, 
in  November,  1925. 

On  account  of  the  physical  conditions  in 
the  lungs,  their  radiologic  densities  are  sus- 
ceptible of  finer  analysis  than  are  those  of 
any  other  part  of  the  body.  Further,  noth- 
ing in  this  field  is  of  more  interest  and 
value  than  the  differentiation,  whenever 
possible,  of  lesions  caused  by  tuberculosis 
from  those  produced  by  other  infections. 

It  is  well  recognized  that  there  are  no 
pathognomonic  physical  signs  of  lung  tu- 
berculosis ; however,  radiologists  believe 
that  their  particular  contribution  to  the 
physical  examination  of  the  chest,  when 
skilfully  interpreted,  will  more  accurately 
indicate  the  nature  of  a lesion,  as  well  as 
its  location  and  extent,  than  will  any  other 
part  of  that  examination.  Since  the  criteria 
which  the  clinician  accepts  in  physical  find- 
ings as  suggesting  tuberculosis  and  those 
which  point  the  radiologist  to  this  conclu- 
sion are  based  on  the  same  fundamental 
anatomy  and  pathology,  there  should  be  no 
antagonism.  The  radiologist  must  always 
remember  that  his  contribution  to  the 
physical  examination  is  supplementary, 
even  on  those  occasions  when  the  supple- 
ment, like  a woman’s  postscript,  furnishes 
the  real  meat  of  the  examination. 

The  fundamental  investigations  of  Miller 
and  Dunham,  many  years  ago,  regarding 
the  architectural  structure  of  the  lung,  the 
method  of  invasion  by  tubercle  bacilli  and 
the  pathology  produced,  pointed  the  way  to 
our  subsequent  observations  that  tubercu- 
lous infection  and  infection  by  other  bac- 
terial invaders  produce  different  kinds  of 
shadows  in  the  lung  field.  If  we  will  base 
our  interpretations  upon  the  fundamental 
investigations  of  Miller  and  Dunham,  to 
which  there  have  been  no  material  addi- 
tions, we  will  be  in  position  to  differentiate 
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etiological  factors  with  a reasonable  degree 
of  certainty.  It  is  our  belief  that  wherever 
we  have  departed  from  the  fundamentals 
mentioned  and  interpreted  shadows  as  tu- 
berculosis, without  proper  regard  for  the 
underlying  pathology  which  must  produce 
such  densities,  we  have  been  out  on  the  thin 
ice  of  conjecture  and  have  too  often  been 
wrong  in  our  conclusions. 

We  know  that  tuberculosis  invades  lung 
tissue  through  the  lymph  channels;  there- 
fore, that  the  infection  first  surrounds  the 
lobules,  because  the  lymphatic  vessels  en- 
close each  anatomical  lung  unit  very  much 
as  a fish-net  holds  its  contents.  The  small- 
est visible  tuberculous  lesion,  therefore,  is 
the  dim  outline  of  a secondary  lobule,  with 
its  congested  lymphatics  and  beginning 
granulomatous  consolidation.  Such  a lesion 
is  essentially  parenchymatous,  and,  since 
the  lung  parenchyma  fills  all  the  space  be- 
tween the  hilus  and  the  pleura,  the  tubercu- 
lous density  may  occur  anywhere  in  this 
lung  field.  The  lesion  has  a definite  rela- 
tion to  the  bronchial  tree,  and  this  relation 
can  be  traced  by  the  striation  densities 
which  mark  the  blood  vessels  accompany- 
ing the  bronchi.  In  instantaneous  films, 
with  the  very  finest  detail,  we  can  make 
out  the  extremely  delicate  net-like  shadows 
surrounding  the  involved  lobule  within 
which  is  an  area  of  increased  radiopacity. 
On  the  usual  film,  there  is  only  a blurring 
or  haziness,  more  or  less  sharply  delimited 
from  the  surrounding  tissue,  being  roughly 
triangular  at  the  lung  periphery,  though 
with  varying  shapes  when  located  more 
deeply  within  the  lung.  Usually,  when  a 
patient  comes  for  radiography,  the  tuber- 
culosis is  extensive ; however,  if  not  com- 
plicated by  mixed  infection,  even  a con- 
glomerate shadow  will  show  a simple  multi- 
plication of  the  characteristic  lobular  dens- 
ity. The  loss  of  this  type  of  shadow,  or  the 
obscuring  of  it  by  atypical  densities  with 
bizarre  formation,  is,  in  itself,  good  evi- 
dence of  a complicating  secondary  infec- 
tion. 

In  addition  to  its  definite  character,  the 
tuberculous  density  is,  for  all  practical  pur- 
poses, an  upper  lobe  shadow.  Without  dis- 
cussing the  reasons  for  this,  it  is  a fairly 
safe  rule  that  tuberculosis  does  not  invade 
the  basal  regions  until  the  local  or  general 
resistance  has  been  lowered  by  some  ac- 
companying infection. 

Therefore,  in  differentiating  lung  shad- 
ows, with  reference  to  their  etiology,  we 
have  two  fairly  safe  guides ; one  is  its 
location  of  the  density;  the  other  is  its 
structural  peculiarity.  Pyogenic  infections 


of  the  lung  are  mucogenous,  as  a rule,  and 
invade  along  the  bronchial  mucosa,  spread- 
ing from  within  the  structural  units,  so 
that,  when  developed  to  the  stage  of  visi- 
bility, they  are  relatively  more  radiopaque 
than  are  tuberculous  shadows.  Of  course, 
after  a consolidation  is  well  established,  the 
shadow  will  be  the  same  whether  the  in- 
vasion is  from  the  periphery  through  the 
lymphatics  or  from  the  center,  as  in  pyo- 
genic infections.  However,  it  is  very  sel- 
dom that  we  find  isolated  tuberculous  con- 
solidations, without  adjoining  lesions  pre- 
senting the  typical  characteristics  of  early 
tuberculosis.  Tuberculous  consolidations, 
when  uncomplicated,  usually  spread  by  con- 
tinuity and  coalesce,  while  those  of  other 
infections  are  more  likely  to  be  discrete, 
even  when  quite  numerous.  Miliary  tuber- 
culosis, of  course,  is  an  exception. 

When  pyogenic  or  influenzal  infections 
occur  in  the  tuberculous  lung,  their  shadows 
do  not  differ  materially  from  similar  densi- 
ties in  the  non-tuberculous  lung.  In  the 
hitherto  normal  lung,  such  infections  are 
prone  to  involve  the  basal  or  hilus  regions, 
so  that  accentuation  of  the  hilus  densities, 
or  discrete,  densities  in  the  hilus  region,  or 
discrete  or  irregular  densities  in  the  base, 
should  be  interpreted  as  probably  non-tu- 
berculous. When  the  same  type  of  shadow 
occurs  in  a non-tuberculous  lung,  they 
should  again  be  interpreted  as  probably 
non-tuberculous.  If  we  have  a cavity  in 
the  upper  lobe  of  one  lung  and  it  becomes 
secondarily  infected,  we  will  soon  find,  in 
the  parenchymatous  tissue  surrounding  this 
cavity,  shadows  which,  if  found  elsewhere 
in  the  lung,  we  should  undoubtedly  regard 
as  the  densities  of  non-tuberculous  lesions. 
It  is  just  as  reasonable  to  interpret  them 
as  lesions  produced  by  secondary  invaders 
of  the  cavity  as  it  is  to  regard  them  as 
tuberculous  densities.  In  many  cases  an 
analytical  interpretation  is  not  possible,  be- 
cause a tuberculous  caseating  area  soon  be- 
comes secondarily  infected,  and  areas  of 
secondary  infection  frequently  become  tu- 
berculous, so  that  the  shadows  become  so 
interwoven  that  the  best  we  can  say  is  that 
the  method  of  extension  and  possibly  the 
character  of  isolated  densities  suggest  the 
influence  of  secondary  infection  complicat- 
ing the  tuerculosis. 

Many  of  these  densities  which  we  at- 
tribute to  non-tuberculous  infection  resolve 
and  disappear.  It  may  be  said  here  that 
the  only  controversial  point  in  this  paper  is 
whether  a true  tuberculous  lesion,  after  de- 
veloping to  the  stage  of  visibility  on  the 
x-ray  film,  will  entirely  resolve,  leaving  no 
trace  of  its  shadow.  It  is  our  belief  that 
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a tuberculous  area,  or  any  other  granuloma, 
will  not  entirely  heal  by  resolution,  but 
there  will  always  be  some  degree  of  cicatri- 
zation with  resulting  fibrous  tissue  visible 
on  the  radiograph ; and  conversely,  that 
densities  which  do  entirely  resolve  and  dis- 
appear were  not  granulomata,  but  were 
simpler  and  less  organized  consolidations. 
We  do  not  think  that  Gardner’s  report  of 
the  resolution  of  tuberculous  lesions  in  ex- 
perimental animals  covers  the  point,  so  far 
as  the  radiopaque  densities  in  human  lung 
tuberculosis  are  concerned.  The  toxic  reac- 
tion which  occurs  around  all  recent  tuber- 
culous foci  and  which  is  shown  on  the  x-ray 
film  as  a nebulous  density  extending  be- 
yond the  central  area  of  greater  opacity, 
will  subside  and  the  tuberculous  shadow 
become  correspondingly  smaller,  but  there 
will  always  be  some  trace  of  it,  if  the  cellu- 
lar components  of  the  granuloma  are  once 
organized. 

In  studying  lung  densities,  we  regard  as 
presumptively  non-tuberculous,  the  follow- 
ing: 

(1)  Any  abnormal  shadows  confined  to 
the  basal  region  alone,  whether  due  to  an 
accentuation  of  the  bronchial  tree  ramifica- 
tions, or  whether  they  are  entirely  isolated; 
whether  discrete  or  conglomerate ; whether 
recent  or  old,  unless  they  present  the  typi- 
cal characteristics  of  tuberculous  infection 
which  we  do  not  recall  ever  having  seen  in 
the  lung  base.  We  realize  that  this  inter- 
pretation will  occasionally  be  in  error,  but 
not  very  often. 

(2)  Markedly  accentuated  hilus  densi- 
ties, or  isolated  densities  near  the  hilus  but 
lying  apart  from  it.  In  the  adult,  the  source 
of  error  here  is  not  great,  if  we  take  care 
to  differentiate  the  old  linear  striation  and 
beading  of  healed  tuberculosis  from  recent- 
ly formed  densities.  In  the  infant  and 
child,  however,  it  is  practically  impossible 
to  differentiate  the  shadows  of  hilus  tuber- 
culosis, slowly  spreading  along  the  main 
lymph  channels,  from  the  shadows  of  a low- 
grade  bronchopneumonia  such  as  we  find 
following  whooping-cough  or  measles.  The 
chief  differential  point  in  such  cases  is  the 
observation  of  resolution  and  disappearance 
of  well  established  densities,  which  we 
regard  as  establishing  their  non-tuberculous 
nature  for  all  practical  purposes. 

(3)  Discrete,  rounded  or  irregular  densi- 
ties lying  apart  from  the  shadows  of  an  evi- 
dently tuberculous  area  and  without  any 
visible  relation  to  the  bronchial  tree  in- 
volved in  the  manifest  tuberculosis.  Here 
the  chances  of  error,  of  course,  are  great 
and  the  conclusions,  as  previously  stated, 


should  be  only  general,  as  it  may  be  impos- 
sible to  pick  out  any  given  shadow  as  the 
density  of  secondary  infection.  However, 
the  general  character  of  the  density  and 
the  method  of  extension  are  often  very  sug- 
gestive. 

The  practical  value  of  differentiating, 
whenever  possible,  the  shadows  of  tubercu- 
losis from  those  of  a complicating  infection, 
should  be  obvious.  For  example,  a rapid- 
ly advancing  unilateral  lesion,  if  tubercu- 
lous, probably  would  require  different  man- 
agement from  one  which  is  due  to  a sec- 
ondary infection.  Or  a mixed  infection 
spreading  out  from  a lung  cavity,  or  an 
abscess  distributing  pyogenic  infection 
through  a tuberculous  lung,  require  differ- 
ent treatment  from  that  demanded  by  a 
pure  tuberculosis. 

Aside  from  these  factors  of  practical  val- 
ue to  the  clinician,  it  is  expected  of  the 
radiologist  that  he  will  go  as  far  as  possible 
in  the  study  and  interpretation  of  types 
of  pathology  examined  by  him,  and  nowhere 
in  the  body  can  this  analysis  of  pathology 
be  carried  so  far  as  in  the  study  of  lung 
shadows. 
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LOCALIZATION  OF  BACTERIA  IN  THE 
LUNG  APICES 
(Review  of  Literature) 

ORVILLE  HARRY  BROWN,  M.  D., 

Phoenix,  Arizona 

The  question  of  the  localization  of  bac- 
teria— especially  the  tubercle  bacilli — in  the 
lungs,  is  one  that  has  long  interested  me. 
I believe  that  upon  the  understanding  of 
this  question  depends  very  largely  the  solu- 
tion of  the  tuberculosis  problem. 

The  premise  of  Dr.  W.  W.  Watkins"  pa- 
per, that  disease  in  the  apices  is  likely  to 
be  tuberculous  whereas  that  in  the  bases  is 
probably  non-tuberculous,  is  eminently  cor- 
rect as  the  vast  amount  of  literature  on 
the  subject  bespeaks.  Primary  tuberculo- 
sis of  the  bases  of  the  lungs  does  occur, 
however,  and  should  be  kept  in  mind  as  a 
possibility.  Likewise,  apical  infection  may 
be  the  result  of  other  bacteria  than  the 
tubercle  bacilli. 

Laennec,"  the  father  of  auscultation, 
wrote : 

I would,  therefore,  beg  to  call  the  attention  of  the 
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practitioner  to  the  successive  development  of  the  tu- 
bercles in  t'he  different  pants  of  the  lungs.  They 
begin  to  show  themselves,  in  the  first  place,  almost 
always  in  the  top  of  the  upper  lobes,  more  partic- 
ularly in  the  right;  and  it  is  in  these  points,  especial- 
ly in  the  last  mentioned,  that  we  most  commonly 
meet  with  the  tuberculous  excavations  of  vast  size. 
It  is  by  no  means  uncommon  to  meet  with  cavities 
of  this  kind,  in  the  situation  just  named,  w'hen  the 
rest  of  the  lungs  are  quite  sound  and  do  not  con- 
tain a single  tubercle;  but,  in  this  class  of  cases,  the 
patient,  during  life,  has  frequently  exhibited  no  signs 
of  pthisis,  or  only  equivocal  ones,  and  has  died  of 
some  other  disease.  It  is  much  more  common,  how- 
ever, to  find  one  single  excavation  and  several  crude 
tubercles,  in  a pretty  advanced  state,  in  the  summit 
of  the  lungs;  and  the  remainder  of  these  organs,  al- 
though still  crepitous,  and  in  other  respects  sound, 
crowded  with  innumerable  tubercles  of  the  miliary 
kind,  extremely  small,  semi-transparent,  and  hard- 
ly any  of  them  with  yellow  specks  in  the  center.  It 
is  evident  that  these  miliary  tubercles  are  produc- 
tions of  a much  later  date  than  those  which  had 
given  rise  to  excavation.  As  well  from  the  result 
of  my  dissections  as  from  observations  of  the  sick, 
I am  well  assured  that  this  secondary  crop  of  tu- 
bercles appears  about  the  time  when  the  first  set 
begins  to  be  softened.  Very  commonly  we  observe 
in  the  same  lung  evident  marks  of  two  or  three  suc- 
cessive eruptions  of  tubercles.  Almost  always,  in 
these  cases,  we  find  that  the  most  ancient  of  those 
which  occupy  the  summit  of  the  lung,  have  already 
reached  the  stage  of  excavation;  the  second  crop, 
situated  around  and  rather  below  these,  has  al- 
ready become  yellow,  or  at  least,  the  greater  part  of 
them,  but  still  of  no  great  size;  that  the  third  erup- 
tion composed  of  crude  miliary  tubercles,  with  some 
yellow  points  in  their  centre,  is  situated  still  lower; 
and,  finally,  that  the  bases  and  inferior  edge  of  the 
lung  exhibit  the  most  recent  formation  of  all,  con- 
sisting of  miliary  tubercles  quite  transparent.  Ex- 
ceptions to  the  order  of  development  just  described 
are  by  no  means  common.  It  is  extremely  rare  for 
excavations  to  be  first  developed  in  the  middle  or 
base  of  the  lungs;  it  is  excessively  rare  to  find  the 
first  eruption  so  numerous  as  to  prove  fatal. 

H.  R.  M.  Landis3  makes  the  dogmatic  statement 
that  the  limitation  of  the  physical  signs  to  the  bases 
of  the  lungs  excludes  tuberculosis  of  the  lungs,  but 
that  lower-lobe  involvement  may  follow  apical  in- 
fection. 

William  Stokes4  said  that,  if  the  signs  of  disease 
of  the  lungs  are  generally  and  equally  distributed 
throughout  the  lungs,  the  existence  of  tubercles  in 
those  lungs  is  imnrobable. 

P.  Kidd5  states  that  other  investigators  found 
basal  tuberculosis  far  less  common  than  primary 
apical;  he  had  two  cases  of  primary  basal  tubercu- 
losis in  412  autopsies  of  tuberculous  individuals. 

J.  K.  Fowler6  believed  that  the  apices  of  the  lower 
lobes  were  susceptible  to  tuberculous  infection  next 
in  turn  to  the  lung  apices. 

F.  H.  McCrudden7  says  tuberculosis  is  to  be  dif- 
ferentiated from  post-influenzal  chronic  pneumonitis 
by  the  absence  of  localization  in  the  upper  lobes  in 
the  influenza  condition.  He  found  a chronic  pneu- 
monitis following  influenza,  which  endured  for  four 
years;  the  lungs  had  diffuse  involvement  which 
was  demonstrated  by  both  physical  examination 
and  roentgen  picture. 

G.  Toppich8  calls  attention  to  non-tuberculous 
apical  broncho-pmumonias. 

O.  H.  Stansfield"  reports  the  study  of  the  lung 
findings  in  twelve  cases  of  influenza;  the  involve- 
ment was  most  commonly  in  the  right  lower  lobe, 
but  might  be  anywhere  throughout  the  lungs. 

B.  P.  Stivelman  and  H.  Hennell10  report  two  cases 
of  chronic  pulmonary  miliary  tuberculosis  in  whidh 


the  tubercles  were  demonstrated  to  be  profusely  dis- 
tributed throughout  the  lungs. 

E.  L.  Opie11  says  that  the  tuberculosis , of  infancy 
resembles  very  closely  the  experimental  tuberculo- 
sis of  animals;  the  chronic  tuberculosis  of  the 
adult  differs  from  the  tuberculosis  of  children  and 
from  the  experimental  tuberculosis  of  animals. 

William  S.  Middleton15  reports  four  cases  of 
definite  pulmonary  tuberculosis  with  the  findings 
entirely  basal  in  three  of  the  cases;  the  fourth  case 
had  a very  slight  infiltration  of  the  apices.  He  says 
that  these  cases  are  exceptions  to  the  rule  and  that 
discussions  of  the  improbability  of  tuberculosis  in 
the  presence  of  demonstrable  signs  in  the  bases 
alone,  are  futile  in  the  face  of  a characteristic 
clinical  picture.  The  greatest  care  must,  therefore, 
be  exercised  to  eliminate  a tuberculous  etiology  in 
basal  as  well  as  apical  lesions. 

From  the  preceding  citations  from  the 
literature,  it  is  evident  that  tuberculosis  is 
far  more  common  in  the  apices  than  in  the 
bases  of  the  adult  lung.  Other  pulmonary 
infection,  especially  the  acute,  is  likely  to 
be  diffuse,  or,  if  localized,  more  in  the  bases 
than  the  apices.  In  children,  however,  tu- 
berculous infection  does  not  have  a tend- 
encv  to  localize  in  the  lung  apices. 

There  have  been  numerous  explanations 
offered  as  to  why  tubercle  bacilli  locate 
most  commonly  in  the  apices  of  the  adult 
lung.  In  an  article  published  in  1923,  F 
reviewed  the  literature  on  the  subject  of 
apical  tuberculosis  and  presented  my  own 
explanation  of  adult  apical  tuberculosis. 

I now  propose  to  review  my  own  ideas, 
tersely,  and  to  present  the  data  now  avail- 
able on  the  subject. 

My  own  idea  has  been  that  there  is  one 
factor  in  the  adult  which  does  not  exist  in 
the  child,  and  which  is  the  great  factor  in 
producing  apical  tuberculosis.  I refer  to 
the  insult  which  the  cervical  and  medi- 
astinal and  bronchial  nodes  of  the  adult 
have  suffered  because  of  the  years  of  as- 
sault from  bacteria  and  toxins  which  come 
by  way  of  the  cervical  lymphatics.  My  con- 
ception is  that  lymph  nodes  are,  in  a sense, 
filters  through  which  lymph,  with  its  bur- 
den of  waste,  passes,  and  as  time  progress- 
es they  must  suffer  a diminution  of  func- 
tion. 

Chronic  inflammation  of  anv  part  causes, 
therein,  swelling  and  a production  of  fi- 
brous tissue ; fibrous  tissue  tends  to  con- 
tract; in  this  way  the  nodes  must  become 
more  or  less  obstructed.  Time  is  the  one 
factor  to  change  the  youth  to  an  adult  and 
the  easily  permeable  lymph  node  to  an  ob- 
structed node. 

My  assumption,  further,  is  that  the  deep 
cervical  lymphatics  drain  into  and  through 
the  mediastinal  nodes  and  that  the  medi- 
astinal nodes  anastamose  with  the  bron- 
chial nodes ; the  topmost  bronchial  nodes, 
those  through  which  the  lymph  from  the 
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lung  apices  filters,  are  the  ones  to  suffer 
the  greatest  amount  of  damage.  There 
may  be  exceptionally  free  anastamosis  be- 
tween the  mediastinal  and  the  upper  bron- 
chial nodes.  Bacteria  which  pass  the 
mediastinal  and  bronchial  nodes,  as  well  as 
bacteria  which  enter  the  body  at  any  point 
and  survive  long  enough,  go  into  the  blood 
stream  and,  thence,  through  the  lungs, 
where  they  are  prone  to  be  taken  up  by 
the  pulmonary  tissue  to  be  passed  on  to 
the  bronchial  nodes.  In  the  event  that  the 
lymph  stream  of  the  lung  apices  is  suffi- 
ciently slowed,  some  of  the  bacteria  may 
stick  in  the  lymph  vessels  of  the  aoex  and 
cause  a lesion  there.  It  seems  possible,  too, 
that  bacteria  from  a lymph  node  might 
grow  in  the  stagnant  lymph  of  an  obstruct- 
ed vessel,  and  thus  the  parenchyma  of  the 
lung  becomes  involved  by  retrograde  inva- 
sion of  bacteria.  The  bacteria  which  find 
the  prooer  oxvgen  tension  and  other  suit- 
able soil  conditions  will  be  the  ones  to  pro- 
liferate where  thev  stick.  When  the  lvmoh 
stream  becomes  stagnant,  an  acid  condition 
develops,  and  the  amount  of  oxvgen  present 
is  lessened.  The  tubercle  bacilli  must  have 
iust  this  sort  of  culture  conditions.  Tt  is 
also  true  that  other,  for  the  most  nart  slow- 
growing,  organisms  desire  similar  growing 
conditions  and  hence,  the  other  bacteria 
growing  faster  than  the  tubercle  bacilli  rrwv 
help  to  prepare  the  soil  of  the  apices  for 
the  tubercle  bacilli. 

Another  important  point  is  that  large 
numbers  of  bacteria  getting  into  the  bodv 
and  reaching  anv  particular  snot  mav 
break  down  the  resistance  that  would,  other- 
wise be  impregnable.  The  tubercle  bacilli 
mav  reach  the  apices  of  the  lung  in  great 
numbers  bv  way  of  the  cervical  mediastinal 
and  bronchial  nodes  more  commonly  than 
bv  any  other  route. 

The  portals  bv  which  bacteria  enter  the 
bodv,  it  is  fairly  conclusively  decided,  are, 
in  the  main,  the  mouth  and  the  nose.  Thev 
mav  enter  with  the  air,  the  food,  the  drink, 
the  fingers,  or  in  some  other  wav.  With 
the  air  they  likely  come  in  contact  with 
the  mucous  membrane  of  the  upper  respira- 
tory tract  from  where  they  mav  follow  a 
course  similar  to  that  of  bacteria  entering 
in  other  ways  than  with  the  air.  Those 
bacteria  which  get  into  the  trachea  and 
bronchi  may  vet  come  in  contact  with  the 
mucous  membrane  and  be  carried  by  the 
cilia  to  the  pharynx. 

The  residual  air  of  the  lungs  is  an  im- 
portant factor  in  causing  bacteria  to  get 
entangled  with  the  mucous  membrane  of 
the  lower  respiratory  tract.  Those  which 


reach  the  bronchioles  and  beyond  may  be 
passed,  through  the  aid  of  phagocytes  or 
otherwise,  to  the  pulmonary  lymphatics.  If 
the  bacteria  reach  the  lymphatics  in  great 
numbers,  especially  at  a place  where  the 
lymph  circulation  is  stagnant  and  the  grow- 
ing conditions  are  suitable,  a growth  of  the 
bacteria  at  that  point  is  likely  to  result. 

The  bacteria  which  enter  with  food  or 
drink,  or  in  any  other  way,  may  be  swal- 
lowed. They  may  pass  the  stomach,  and 
find,  perchance,  a growing  place  in  the  ali- 
mentary tract,  from  which  they  go  to  the 
lymphatics,  through  the  nodes  to  the  blood 
stream  and  thence  to  the  lungs  to  suffer  a 
fate  similar  to  that  of  bacteria  reaching 
the  lungs  by  way  of  the  pulmonary  artery 
blood  stream. 

Bacteria  which  find  lodgment  and  favor- 
able growing  conditions  about  the  mouth  or 
nose,  may  proliferate  to  tremendous  num- 
bers; from  them,  quantities  of  bacteria  pass 
by  way  of  the  cervical  lymphatics  and  medi- 
astinal nodes  to  the  bronchial  nodes,  and 
on  to  the  blood  stream.  Many  of  the  bac- 
teria linger  long  enough  to  damage  the 
nodes.  After  reaching  the  blood  stream 
they  are  at  once  returned  to  the  lungs  and 
to  the  bronchial  nodes. 

An  important  part  of  my  explanation  of 
bacterial  localization  is  a favorable  grow- 
ing place  near  the  portal  of  entrance  to  the 
body  and  then  a more  or  less  direct  trans 
mission  of  those  bacteria  to  another  place 
— the  tracheo-bronchial  nodes — suitable  for 
their  growth. 

A survev  of  the  literature  shows  that 
there  has  been  a great  deal  of  attention 
given  recently  to  the  ouestion  of  the  local- 
ization of  bacteria  in  the  lungs.  T^e  older 
literature  has  a considerable  number  of 
references  on  the  question  but.  in  the  main, 
the  problem  was  attacked  from  the  stand- 
point of  anatomical  construction  of  the 
lungs  and  of  the  upper  part  of  the  chest. 
The  general  idea  was  that  the  constriction 
of  the  apices  by  the  first  rib,  Urn  relative- 
ly little  movement  and  the  dwarfed  tor- 
tuous bronchial  branches,  produced  a mark- 
edlv  slowed  lymph  circulation  of  the  apices 
and,  hence,  offered  bacteria  a good  chance 
to  stick  in  the  apical  lymphatics.  These 
explanations  fit  in  with  my  theories. 

Freund”  had  the  theory  that  the  short  and  often 
ossified  first  costal  cartilage  caused  the  first  rib  to 
press  unduly  upon  the  apices. 

A Wolff-Eisner15  reports  156  cases  of  calcified 
first  rib.  His  conclusion  is  that  there  is  no  rela- 
tionship between  apical  tuberculosis  and  a calci- 
fied first  rib. 

Birch-Hirshfield1'  believed  the  stunted  angular 
upper  bronchi  to  be  the  chief  factor  in  predisposing 
the  tops  of  the  lungs  to  tuberculous  infection. 

Schmorl17  thought  the  short  fixed  rib  caused  a 
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furrow  across  the  upper  lobes  which  gave  the  bron- 
chi thereof  their  peculiar  anatomical  construction  and 
that  this  reduced  the  vitality  of  the  apices.  Hart  nd 
Harass”'  said  the  sternal  end  of  the  first  rib  being 
lower  than  the  vertebra  end  causes  compression  of 
the  apices;  the  shape  of  the  verebrae  of  the  i-egion 
may  also  be  such  as  to  infringe  upon  the  apices; 
these  factors  interfere  with  ventilation  and  embar- 
rass the  iblood  and  lymph  flow.  Bacmeister,40 
Rothchild,20  Martins,21  Tendloo,22  Keith,23  Stiller,24 
Schiele,25  and  Pottenger,26  are  others  who  take  the 
view  that  apical  tuberculosis  is  caused  indirectly  by 
the  peculiar  shape  of  the  upper  aperture  of  the 
thorax.  Pottenger  adds  that  the  lung  of  the  child 
grows  far  out  of  proportion  to  the  growth  of  the 
chest;  especially  ds  this  true  of  the  upper  thorax 
where  a relative  flattening  is  taking  place  by  virtue 
of  the  falling  of  the  sternal  ends  of  the  upper  ribs. 
This,  he  thinks,  causes  a squeezing  of  the  lung  tis- 
sue of  the  adult  apices  and  serious  interference 
with  respiratory  movement  and  the  blood  and 
lymph  flow  thereof.  Fischberg27  accepts  all  the 
argument  in  favor  of  slowed  lymph  and  blood  flow 
of  the  apices  and  deems  it  important  but  thinks 
there  must  be  some  other  factors  to  explain  the 
apical  localization.  Phillips23  thinks  the  orthograde 
posture  causes  a relative  anemia  of  the  pulmonary 
apices  and  a consequent  reduced  immunity  to  tu- 
berculosis. 

C.  T.  Zeitschel20  reports  two  cases  of  muscular 
atrophy  and  paralysis  of  shoulders.  In  both  cases 
there  was  compression  of  the  lung  apices  and  a 
resultant  lack  of  aeration;  he  thinks  compression 
produced  diminution  of  the  lymph  flow  and,  hence, 
a predisposition  to  apical  tuberculosis. 

J.  Peiser30  reports  thirty  children  with  primary  foci 
of  tuberculosis  in  the  apices  of  the  lungs.  A large 
percentage  of  these  children  had  narrow  chests  and, 
to  the  author,  this  was  important  in  the  cause  of 
the  lesions. 

Joseph  Walsh31  says,  while  it  is  extremely  diffi- 
cult for  particles  of  foreign  matter  in  the  inspired 
air  to  reach  the  respiratory  parenchyma,  the  pos- 
sibility of  the  dust  and  bacteria  reaching  the  apical 
alveolar  tissue  is  greater  than  its  getting  elsewhere 
in  the  lungs  on  account  of  the  naturally  greater 
pressure  or  velocity  of  air  upward,  due  to  the 
greater  suction  of  the  more  active  alveoli,  the 
straightness  of  the  paravertebral  bronchus  and  the 
failure  of  the  heart  beat  interference  in  the  upper 
lobe.  The  right  lobe  is  larger  than  the  left  and  the 
right  bronchus  as  higher  and  larger  and  this  gives 
the  right  upper  lobe  greater  suction  than  the  left 
upper;  the  right  apex  is  the  first  to  be  inflated  with 
inspiration  and  the  last  to  be  deflated  in  expira- 
tion. He  is  of  the  opinion  that  the  explanation  of 
the  predilection  of  tuberculosis  for  the  apices  is  that 
the  lung  parenchyma  of  the  apices  has  greater 
functional  activity  than  any  other  portion  of  the 
lungs.  His  opinion  is  based  upon  facts  as:  “the 
therapeutic  action  of  rest,  on  the  increasing  devel- 
opment in  size  and  number  of  hematogenous  miliary 
tubercles  from  the  base  upward,  the  enlargement  of 
the  alveoli  in  emphysema  and  in  normal  lungs,  with 
age,  in  the  same  direction,  and  on  the  fact  that, 
while  the  inferior  border  of  the  lung  fails  to  descend 
as  low  as  nature  would  allow  it,  the  apex  is  pushing 
upward  through  tissues  designed  to  hold  it.” 

H.  Bciitzke32  writing  upon  “Tendency  of  Apices  to 
Chronic  Tuberculous  Infection,”  says  the  primary 
cause  is  the  better  aeration  of  the  apices  as  com- 
pared with  the  bases.  Another  factor  which  may  be 
operative  is  a local  allergy  of  the  apices.  It  is  not 
a matter  of  distribution  of  bacteria  for  they  are 
probably  equally  distributed  to  all  parts  of  the 
lungs. 

Von  Zwalenberg  and  Grabfield33  opined  that  tuber- 
culous infection  goes  direct  from  the  cervical  lym- 


phatics to  the  pleura  of  the  apices.  Grober34  in- 
jected india  ink  into  the  pharyngeal  tissues 
and  found  the  ink  in  the  apical  pleura. 

Beitzke3’  and  Most36  say  there  can  be  no  lymphatic 
connection  between  the  cervical  lymph  nodes  and 
the  pleura  of  the  apices. 

D.  Reinders37  advances  the  conception  that  apical 
tuberculosis  results  from  cervical  lymphadenitis  con- 
veyed to  the  apex  by  adhesions,  and  says  that  good 
treatment  of  teeth,  tonsils,  and  other  mouth  foci 
will  help  to  prevent  apical  tuberculosis. 

Shaw33  found  that,  in  a rabbit  with  one  collapsed 
lung,  tubercle  bacilli,  on  being  introduced  into  the 
blood,  located  invariably  in  the  collapsed  lung.  This 
appears  logical  as  the  lymph  spaces  in  a collapsed 
lung  must  become  considerably  narrowed. 

Beitzke30  believed  that  there  is  no  connection  be- 
tween the  cervical  lymphatics  and  the  bronchial 
nodes.  Middleton40  says  uncritical  are  the  writers 
who  have  attempted  to  show  a relationship  between 
cervical  lymph-node  infection  and  apical  tubercu- 
losis. It  is  his  contention  that  there  are  no  direct 
lymph  or  blood  connections  between  the  lymph  nodes 
of  the  neck  and  the  lung  apices  and,  hence,  there 
can  be  no  connection  between  infection  in  the  cerv- 
ical nodes  and  in  the  lung  apices. 

J.  Koch  and  W.  Baumgarten41  believe  that  pul- 
monary involvement  of  tuberculosis  occurs  from  a 
primary  infection  of  the  mouth  and  nose  but  that 
it  comes  about  because  the  bacilli  are  carried  by  the 
lymphatics  to  the  blood  stream  and  then  to  the 
lungs;  they  assert  that  there  is  no  connection  be- 
tween the  deep  cervical  lymphatics  and  the  tracheo- 
bronchial nodes. 

Gary42  and  Gerrish43  books  on  anatomies  say  that 
the  deep  cervical  lymphatics  communicate  with  the 
mediastinal  nodes  and  these  in  turn  with  tracheo- 
bronchial nodes. 

Pfeiffer,44  Grober,45  Klebs,48  Beckmann,47  Wasser- 
mann,48  Aufrecht,40  Gordeler,50  Grawitz,54  Behring,52 
Thompson,53  Pottenger.54  Hildebrandt,55  Butter- 
sack,50  and  Weismeyer67  believed  that  tubercle  bacilli 
pass  from  the  cervical  lymphatics  to  the  bronchial 
nodes.  Most53  has  demonstrated,  in  man  that  there  is  a 
connection  between  the  deep  cervical  lymphatics  and 
the  trach°o-bronchial  nodes. 

Rogers50  has  found  that  guinea  pigs  inhaling  a 
SDray  of  tuberculous  sputum  develop  tubercles  in 
the  cervical  mediastinal  and  tracheo-bronchial 
lymph  nodes. 

Allen  K.  Krause60  says  that  tonsil  tuberculosis  is 
carried  first  to  the  deep  cervical  lymph  nodes  and 
thence  to  the  mediastinal  and  tracheo-bronchial 
nodes. 

S.  L.  Cummins61  says  that  Calmette  and  Uhl62  in 
1913  succeeded  in  producing  cervical  adenitis  and, 
in  turn,  tracheo-bronchial  adenitis  by  infecting 
guinea  pigs  in  the  conjunctivae. 

M.  Ikeda.63  in  a study  of  661  patients,  found  the 
incidence  of  cervical  node  tuberculosis  was  greatest 
during  ages  from  15  to  30  and  especially  great  at  20 
to  22  years;  the  incidence  of  pulmonary  involvement 
almost  agreed  with  these  figures. 

L.  B.  Crow64  reports  that  in  4.000  cases  of  mani- 
fest pulmonary  tuberculosis  he  found  that  they  all 
had  enlarged  hila  and  mediastinal  lymph  node  en- 
largement; he  says  that  in  the  cases  where  the 
infiltration  is  fairly  heavy,  a distinct  chain  of  nodes 
extends  from  the  upper  portion  of  the  space  direct  to 
the  hilum  region  and,  when  the  infiltration  is  slight, 
the  narrow  lines  are  seen  like  a strand  of  rope  ex- 
tending from  the  upper  mediastinum  to  the  hila. 

In  one  of  E.  L.  Opie’s65  autopsies,  three  small  le- 
sions were  found  at  the  right  apex  and  the  nodes  at 
the  bifurcation  of  the  trachea  were  diseased.  The 
left  lung  and  its  highest  nodes  were  free  of  disease. 
This  is  more  or  less  typical  for  all  of  his  autopsy 
records. 
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He  found  in  an  autopsy  on  a colored  woman  with 
pulmonary  tuberculosis,  apical  tuberculosis  with 
cavity  formation  and  tuberculosis  of  the  peribron- 
chial, peritracheal,  and  mediastinal  lymph  nodes. 

J.  Mendelr''  inoculated  bovine  tuberculosis  into  the 
milk  teeth  ol  two  young  monkeys  and  sealed  up  the 
cavities;  local  abscesses  soon  developed;  the  animals 
died  of  pulmonary  tuberculosis  and  without  macro- 
scopic lymph  node  involvement. 

H.  J.  Corper0,  found  that  a nasal  instillation  of  a 
fluid  suspension  of  human  tubercle  bacilli  into  dogs, 
during  anesthesia,  produced  cavitation  in  the  upper 
portion  of  the  lungs  of  a dog. 

W.  Baumgarten08  found  that  rabbits  and  guinea 
pigs  infected  by  oral  or  conjunctival  routes  develop- 
ed cervtical  adenitis  and  a secondary  pulmonary  tu- 
berculosis. 

Allen  K.  Krause01'  found  that  guinea  pigs  which 
had  been  infected,  no  matter  at  what  point,  with  a 
non-virulent  strain  of  tubercle  bacilli,  isolated  in 
1890  by  Trudeau,  exhibited  gross  tubercles  of  the 
tracheo-bronchial  lymph  nodes.  In  rabbits  he  says 
there  is  more  probability  of  bacteria  staying  in  the 
lungs,  as  the  rabbits’  lungs  have  a great  amount  of 
lymph  tissue;  bacteria  enter  the  lungs  in  clumps 
and  in  large  numbers;  the  lung  lymphatics  become 
congested  with  bacteria  and  incapable  of  carrying 
them  to  the  nodes  and,  hence,  many  remain  and  set 
up  lesions  in  the  lung  parenchyma. 

Krause  again  writes  that  tuberculosis  infection  is 
more  prominent  in  the  tracheo-bronchial  lvmph  nodes 
than  in  the  pulmonary  tissue.  In  rabbits,  tubercu- 
losis infection  begins  in  the  lymphatic  channels  of 
the  pulmonary  tissue  about  the  bronchi,  most  com- 
monly. Krause  reasons  that  lymphatic  channels 
which  drain  readily,  pass  the  foreign  material  on 
to  the  nodes;  but,  after  a time,  there  is  an  increase 
of  lymphoid  tissue  along  the  channels  so  that  great- 
er or  less  obstruction  of  the  channels  results.  In 
this  way  is  determined  whether  the  bacilli  find 
lodgement  in  a lymph  channel  of  the  lung  paren- 
chyma or  near  the  hilum  or  within  a nod°. 

Henry  Stuart  W illis70  found  that,  whm  tubercle 
bacilli  are  injected  into  the  skin  of  a guinea  pie. 
within  24  hours  they  pass  through  thQ  lymphatic 
vessels  to  lymoh  nodes  fiv°  centimeters  distant  from 
the  site  of  injection:  at  the  end  of  four  days  they 
may  have  made  a complete  circuit  of  the  body  and 
found  their  way  to  the  iliac.  th°  treacheo-bronchial 
lymph  nodes  and  to  the  spleen  and  lungs. 

A.  Puppe"  tied  off  the  trachea  and  esophagus  in 
rabbits  and  painted  the  mucous  membrane  of  the 
mouth  with  tubercle  bacilli.  Within  thirtv-hours  the 
bacilli  had  invaded  the  submental  and  sub-maxillary 
lymph  nodes. 

J.  Koch  and  W.  Baumgarten’2  placed  a droplet 
containing  eigth  to  ten  thousand  living  virulent  tu- 
bercle bacilli  on  the  tonguQ  or  bucal  mucosa  of  a 
guinea  pig.  without  tuberculosis  regularly  resulting; 
but  when  they  applied  ten  million  of  the  same  bacter- 
ia. positive  infection  consistently  resulted ; the  cervic- 
al lvmph  nodes  enlarged  sometimes  greatly,  and  re- 
sembled scrofulous  glands  of  children. 

Warnecke”  is  of  the  opinion  that  frequent  colds 
prepare  the  mucous  membranes  and  th“  lymphatic 
system  for  invasion  by  the  tubercle  bacilli. 

P.  B.  MacCready  and  S.  J.  Crowe,’4  in  a study  of 
3260  patients  in  which  tonsils  and  adenoids  were 
removed,  found  fifty  ca«es  with  tuberculosis  of  the 
nasal  and  pharyngeal  lymphatic  tissue:  thev  com- 
ment on  the  marked  freouency  of  cervical  and  medi- 
astinal lymph  node  involvement  in  thes°  cases  and 
state  that  tuberculosis  of  the  tonsils  and  adenoids  is 
rarely  recognizable  from  gross  appearance. 

W.  V.  Mullin,’5  in  an  examination  of  400  pairs  of 
tonsils  found  tubercle  bacilli  in  seventeen  of  the 
pairs  and  states  that  there  was  no  evidence,  except 


obtained  from  the  microscope,  that  any  of  these  tis- 
sues was  tuberculous. 

Allen  K.  Krause”  says:  “Buccal  and  pharyngeal 
irritation  or  infection  has,  as  is  commonly  observ- 
able, a peculiarly  intimate  effect  on  the  cervical 
lymph  nodes.  And  once  we  reflect  that  these  nodes 
adjoin  and  drain  the  two  major  portals  of  entry  of 
tubercle  bacilli,  that  they  are  the  most  frequent  site 
of  clinical  tuberculosis  in  children,  that  for  every 
case  of  manifest  disease,  there  are  certainly  several 
times  as  many  infections  and  that  tuberculosis  in- 
fection within  them  is  markedly  affected  by  any 
disturbance  of  their  normal  function,  we  begin  to 
realize  how  much  healthy  mouths  and  throats  may 
mean  in  the  prevention  of  tuberculosis.” 

I.  E.  Less,"  writing  on  x-ray  studies  of  tubercu- 
losis in  infancy,  says  lymph  node  changes  are  the 
rule  and  come  in  the  following  order:  the  peri- 
tracheal nodes,  the  perihylar,  and  the  peribronchial. 
The  shadow  of  the  upper  mediastinum  is  characteriz- 
ed by  smooth  contour,  even  density,  and  unilateral  po- 
sition. Until  later  developments,  it  is  not  possible 
to  differentiate  the  types  of  bacterial  invasion. 

J.  P.  Garrahan"  found  apical  tuberculosis  in  chil- 
dren and  adenopathy  of  the  tracheo-bronchial  lymph 
nodes. 

Helen  Eliasberg  and  W.  Neuland”  have  found  a 
type  of  pneumonitis  in  children  which  lasts  for 
weeks  or  months  and  clears  up  except  for  enlarged 
hilum  lymph  nodes. 

A.  G.  Schurlock80  reports  an  infant  dying  of  pul- 
monary tuberculosis  in  which  the  lesion,  as  shown 
at  autopsy,  was  located  in  the  upper  part  of  the 
lower  left  lobe  and  the  hilum  lymph  nodes  draining 
this  area  were  enlarged. 

Anton  Ghon  Kl  is  of  the  opnion  that  pulmonary  in- 
fection in  childhood  is  primary  in  the  lung  tissue  and 
secondary  in  the  regional  lymph  nodes. 

H.  Schade”2  believes  that  “colds”  injure  the  lymph 
nodes  of  the  pharnyx.  trachea,  and  bronchi  and 
open  up  the  portals  of  entry  for  secondary  infec- 
tions. 

Debre.  Duhem  and  Petot82  report  non-tuberculous 
trachea-bronchial  adenopthv  shown  by  autopsy  in 
two  groups:  the  intertracheo-bronchial  and  the 
right  antero-lat°ral-tracheal. 

Wm.  Snow  Miller”  believes  that  lymph  nodes,  and 
lymphatic  tissue  situated  upon  lvmph  vessels  as  they 
are,  serve  as  centers  for  the  gathering  of  germs  and 
other  matter  conveyed  th°re  bv  phagocytes  and  play 
the  part  of  filters  interpolated  in  the  lymph  circula- 
tion. Miller  is  of  the  opinion  that  wherever  tubercles 
are  situated  in  a lung  the  site  was  one  where  there 
was  lymphatic  tissue.  He  found  that  there  is  a 
greater  number  of  lymph  nodes  associated  with  the 
eparterial  bronchus  than  with  the  bronchus  which 
supplies  the  middle  or  low  r lobe  on  the  right  side. 

Sukennikow85  found  that  the  right  upper  lobe  has 
more  lymph  nodes  than  have  other  lobes  of  the 
lung. 

N.  Neild8"  calls  attention  to  the  influence  enlarged 
lymph  nodes  have,  not  only  upon  the  lvmph  circula- 
tion, but  upon  the  blood  circulation  as  well.  H" 
comments  upon  the  thin  wall  of  the  lymph  vessel 
and  the  low  pressure  of  the  lymph  stream. 

V.  Miulowski84  comments  on  the  frequency  with 
which  enlarged  tracheo-bronchial  lymph  nodes  are 
found  in  children. 

J.  Kottmaier88  says  enlarged  bronchial  lymph  nodes 
have  a serious  retrograde  effect  upon  the  tissues  of 
the  lungs. 

J.  D.  Lawson®  presents  a study  of  hilum  nodes. 
He  thinks  enlarged  hilum  nodes  are  common  even  in 
youths.  Associated  therewith  are  often  cough,  re- 
current colds,  cervical  adenitis,  and  changes  in  the 
corresponding  lung.  The  changes  in  the  lung  seem 
to  the  author  to  be  a cause  rather  than  a result 
of  the  hilum  adenopothy. 
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J.  B.  Hawes™  in  discussing  hilum  tuberculosis  says 
concomitant  findings  are  frequent  coughs  and  colds, 
tonsillitis,  adenoids  and  cervical  adenopathy. 

E.  Bac"1  says  that,  while  the  tubercle  bacilli  are 
usually  considered  as  aerobic  in  character,  there 
are  many  facts  which  indicate  that  they  really  are 
only  relatively  so.  He  says  that  when  cultures  are 
made  direct  from  serous  effusions  and  tuberculous 
organs  and  the  proper  acidity  maintained,  the  tu- 
bercle bacilli  multiply,  always  beneath  the  surface 
and  often  at  the  bottom  of  the  tubes;  inoculations  of 
the  blood  of  tuberculous  guinea  pigs  or  of  triturated 
tuberculous  organs  into  the  liquid  culture  media,  give 
colonies  upon  the  submerged  clots  or  parts  of  organs. 
Growth  in  the  pellicle  comes  later  and  seems  to  de- 
pend upon  an  adaptation  of  the  bacilli  to  aerobic 
conditions.  Development  of  the  bacilli  is  not  ar- 
rested by  a covering  of  oil  or  vaselin,  or  by  driving 
the  air  from  the  culture  media  by  boiling  previous  to 
inoculation.  These  bacilli  grown  beneath  the  sur- 
face retain  their  acid  fastness,  and  vitality  and  viru- 
lence remains  longer  in  them  than  in  those  of  the 
surface  growth. 

Louise  G.  Robinovitch  and  George  W.  Stiles,  Jr.,9J 
by  a series  of  elaborate  experiments,  found  an  alka- 
line medium  unfavorable  and  an  acid  medium  fav- 
orable to  the  growth  of  tubercle  bacilli. 

J.  RouxM  calls  attention  to  the  fact  that  the  blood 
and  lymph  are  invariably  acid  in  cases  of  tuber- 
culosis. 

SUMMARY 

The  evidence  of  the  observations  and  ex- 
periments accumulated  in  the  literature,  in- 
dicates that  the  localization  of  the  tubercu- 
lous infection  in  the  apices  of  the  adult 
lungs  results  from  a combination  of  causes 
all  tending  toward  an  injury  of  the  pul- 
monary lymphatics. 

Bacteria  may  be  inspired  from  the  atmos- 
phere into  the  alveoli  of  the  lungs.  From 
the  lung  parenchyma  the  bacteria  pass  to 
lymphatics  of  the  lungs.  If  the  organisms 
are  of  virulence  and  numbers  enough  to  in- 
jure sufficiently  the  lymphatic  tissues,  they 
stick  there  and  produce  disease.  In  case 
the  lymph  structures  in  any  areas  of  the 
lungs  have  previously  been  deteriorated  by 
disease,  the  bacteria  more  readily  gain  a 
foothold  there  than  elsewhere.  Again,  bac- 
teria reaching  any  certain  part  of  the  lungs 
in  greater  concentration,  or  staying  there 
with  greater  ease,  than  they  do  elsewhere 
in  the  lungs,  would  tend  to  set  up  disease 
in  such  a part  of  the  lung.  Walsh  and 
Beitzke  take  the  view  that  the  short  bronchi 
of  the  upper  lobes  and  the  lack  of  bony 
framework  in  the  supra-clavicular  portions, 
favor  the  ready  passage  of  bacteria  to  the 
apices.  The  slow  response  of  the  supra- 
clavicular areas  to  expiration,  holds  the 
bacteria-laden  air  in  these  alveoli  longer 
than  they  would  be  held  elsewhere. 

The  longer  and  more  tortuous  the  bron- 
chi through  which  bacteria  in  air  pass,  the 
more  the  chance  for  the  bacteria  to  be- 
come entangled  in  the  bronchial  cilia  and 
be  kept  back  from  the  alveoli.  The  bron- 


chus is  larger  and  less  tortuous  in  the  right 
upper  lobe  than  in  the  left  and  this  may 
account  for  the  fact  that  tuberculous  dis- 
ease is  more  common  in  the  right  apex  than 
in  the  left.  The  heart  beat  affects  the  low- 
er portions  of  the  lungs  more  than  the . 
apices  and  may  be  a factor  hindering  as- 
piration of  particulate  matter  to  the  bases. 

The  compression  of  the  first  ribs  upon 
the  apices,  as  suggested  by  many  writers, 
may  cause  under-inflation  of  many  alveoli, 
and  a consequent  susceptibility  to  tubercu- 
lous infection.  Shaw  found  a collapsed  lung 
to  be  more  susceptible  to  the  blood  stream 
bacteria  than  an  inflated  one.  Collapsing 
of  lung  cells  would  certainly  tend  to  nar- 
row the  lymphatics  of  the  area,  making 
them  less  pervious  to  bacteria. 

Clumps  of  lymphatic  cells  on  the  lymph 
vessels  serve  as  filters  for  the  lymph ; the 
larger  the  number  of  bacteria  reaching 
these  filters,  the  more  likelihood  of  the  ves- 
sels becoming  clogged.  If  for  any  reason 
the  lymph  nodes  draining  the  lymph  of  the 
apices  are  damaged,  the  lymph  stream  of 
these  areas  would  be  slowed  and  bacteria 
would  likely  stick  in  the  lymph  vessels  of 
the  pareichyma.  Thus  apical  disease  can 
become  established. 

The  weight  of  the  evidence  is  that  an- 
astamoses  exist  between  the  tracheo-bron- 
chial  and  mediastinal  nodes.  Hence,  bac- 
teria and  toxins  from  the  cervical  lymphat- 
ics have  a chance  to  assail  the  bronchial 
nodes,  the  topmost  nodes  which  drain  the 
apices  more  than  the  lower  ones. 

The  tonsils,  adenoids,  sinuses  and  ab- 
scessed teeth  are  excellent  breeding  places 
for  bacteria.  The  cervical  lymphatics  and 
the  topmost  bronchial  nodes  are  thus  af- 
forded excellent  chances  to  gather  immense 
quantities  of  bacteria.  Some  of  these  bac- 
teria may  well  be  tubercle  bacilli  as  exam- 
ination of  the  tonsils  has  conclusively 
shown. 

The  ordinary  bacteria  of  the  foci  of 
the  mouth,  and  head  may  be  of  low  viru- 
lence but  a continual  assault  from  them 
may  prepare  in  the  apical  tissue  an  acid 
and  slightly  anaerobic  soil  which  is  so  nec- 
essary for  the  slow  growing  tubercle  bacilli. 

Upon  this  course  of  reasoning  we  must 
give  close  attention  to  the  foci  of  infection 
about  the  mouth  and  nose,  especially,  as  a 
prophylactic  measure  against  tuberculosis. 

Enlarged  hilum  lymph  nodes  occurring  in 
the  adult  more  than  in  the  child,  and  upper 
nodes  being  affected  more  than  the  lower, 
would  seem  to  be  the  most  important  of 


138 


SOUTHWESTERN  MEDICINE 


many  factors  in  producing  apical  tuberculo- 
sis in  adults. 
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FOUR  CASE  REPORTS 

(Presented  at  the  Staff  Conference  of  the  El  Paso 
Masonic  Hospital,  El  Paso,  Texas). 

CASE  1.  ENCEPHALITIS 

DR.  J.  M.  RICHMOND 

Man,  age  20,  brought  in  by  ambulance,  semicon- 
scious, with  rapidly  developing  coma.  Temperature 
of  103;  pupils  equal  and  normal  in  reaction  to  light; 
neck  is  still  and  patient  complains  when  neck  is 
manipulated;  chest  is  negative;  abdomen  is  tender 
all  over,  patient  not  allowing  the  abdomen  to  be 
touched  without  moving  the  surgeon’s  hands;  ab- 
dominal muscles  are  rigid;  genitats  no'-mal  without 
evidence  of  venereal  disease;  skin  shows  no  scars 
or  i-ashes;  bones  and  joints  show  no  pathology; 
breathing  is  stei’torous;  Babinski’s  and  Koenig’s 
signs  present  and  patellar  reflexes  gone. 

Father  states  that  for  two  or  three  weeks  past 
patient  has  been  irritable,  nervous,  and  complaining 
of  intense  headache,  and  that  on  the  day  of  onset  of 
disease  he  had  told  them  that  he  had  had  no  bowel 
movement  for  a week.  That  evening  he  had  a con- 
vulsion. He  works  in  a store,  eats  cheese  and  knick- 
knacks  between  meals  and  complains  of  lack  of  ap- 
petite at  meals.  He  is  habitually  constipated.  His 


temperature  had  been  up  to  104  during  this  attack 
and  pi'ior  to  entrance  to  hospital  he  had  been  taking 
“fever  medicine.” 

Family  history  negative  for  tuberculosis,  cancer 
and  chronic  diseases  of  any  kind. 

Woi'king  diagnosis:  Encephalitis. 

Laboratory  repoi-ts:  Blood,  Hbg.  90  to  100  per 
cent;  white  cells,  11,750,  with  76  per  cent  polys. 
Widal  negative.  Ui’inalysis  negative.  Spinal  fluid, 
pressure  45  reducing  to  12  after  withdrawal  of  45 
c.c.  of  fluid;  the  first  15  c.c.  was  clear  and  the  last 
15  c.c.  slightly  turbid ; cell  count  on  the  first  15  c.c. 
was  150  and  on  the  third  15  c.c.  was  450;  coagula- 
tion slight  after  one  hour;  the  differential  count 
showed  94  per  cent  small  lymphocytes;  Wasser- 
mann  was  negative;  globulin  positive;  sugar  in- 
creased. 

The  patient  went  into  coma  soon  after  entering 
hospital,  continued  to  decline  and  expired  on  the 
fourth  day. 

Autopsy:  On  opening  the  cranial  vault  the  dura 
was  found  somewhat  congested,  the  vessels  over  the 
brain  cortex  showing  marked  congestion.  The  sur- 
face of  the  right  temporal  lobe  was  brown  with  num- 
erous petechial  hemorrhages  beneath  the  pia.  This 
condition  extended  for  about  3 cm.  over  the  lower 
surface  of  the  right  frontal  lobe.  The  temporal  lobe 
was  very  soft  and  the  brain  tissue  about  the  consis- 
tency of  thick  pus.  This  softening  did  not  extend 
to  the  ventricles.  The  base  of  the  brain,  including 
the  surface  of  the  cerebellum  and  pons  were  rough- 
ened, with  plastic  exudate.  The  meninges  were  held 
togther  by  this  exudate.  The  exudate  is  not  firm 
enough  to  cause  complete  blocking  of  the  spinal 
fluid. 

Anatomical  diagnosis:  Encephalitis  acute,  rig-ht 
temporal  lobe;  plastic  meningitis  about  the  brain 
base. 

Conclusions:  The  early  symptoms  in  this  case  in- 
dicate the  fairly  rapid  development  of  localized  en- 
cephalitis. This  was  borne  out  at  autopsy  by  the 
right  temporal  lobe  findings.  The  encepahlitis  is  of 
the  hemoi-rhagic  type  which  extends  to  the  surface 
of  the  brain.  The  meningeal  phase  Is  obviously  sec- 
ondary to  the  encephalitis,  and  occurred  after  the 
brain  infection  reached  the  surface  of  the  l-ight  tem- 
poral lobe. 

CASE  2.  CEREBRAL  HEMORRHAGE 

DR.  E.  J.  CUMMINS 

Blacksmith,  49  years  old.  On  Nov.  28th,  the  pa- 
tient, feeling  apparently  well,  had  dinner  at  noon, 
went  to  Juarez  and  drank  one  glass  of  beer.  He 
was  asked  to  take  another  when  he  remai'ked  that 
he  did  not  care  for  another,  that  he  felt  dizzy  and 
had  a terrific  headache.  He  vomited,  was  brought 
home  and  put  to  bed  and  about  8 p.  m.  I saw  him. 
He  was  complaining  of  headache,  soreness  in  the 
neck  and  in  the  buttocks. 

On  examination  he  had  some  rigidity  in  the  neck; 
his  left  eye  turned  out  slightly,  he  was  conscious 
and  could  talk.  There  was  no  hemiplegia;  his  pulse 
was  68;  there  was  no  odor  about  the  breath;  his 
reflexes  at  that  time  were  normal;  his  blood  pressure 
was  280-110.  Blood  urea  showed  90  mgs.  per  100  c.c. 

Tentative  diagnosis:  Uremia. 

Pi-ogi-ess:  On  entrance  into  the  hospital,  patient 

was  in  a deep  stupor;  he  would  arise  at  intervals 
and  go  back  into  stupor.  He  still  had  a rigid  neck, 
double  Koenig,  positve  Babinski;  exaggerated  pa- 
tellar reflex  on  the  right  side,  negative  Gordon  and 
Oppenheim.  Blood  pressui-e  was  280.  Catheterized 
specimen  of  urine  showed  pus,  blood  and  hyaline  and 
granular  casts.  The  patient  was  bled  36  ounces,  his 
blood  pressure  dropping  to  190.  His  stupor  con- 
tinued to  grow  deeper;  Cheyne-Stokes  respiration 
appeared  and  his  temperature  went  to  106.  The  pa- 
tient had  convulsions  every  few  minutes  neaiTy  all 
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day,  respiration  failed  and  the  patient  finally  ex- 
pired. 

Partial  Autopsy,  Dr.  Geo.  Turner:  The  entire  sur- 
face of  the  brain  shows  extreme  congestion.  Be- 
neath the  frontal  and  temporal  lobes  and  extending 
around  the  pons  are  numerous  free  blood  clots.  The 
left  frontal  lobe  is  soft  over  its  anterior  portion. 
Sections  through  this  area  shows  hemorrhage  into  the 
brain  substance  with  destruction  of  the  brain  tissue 
for  a diameter  of  8 cm.  The  hemorrhage  communi- 
cates with  the  left  lateral  ventricle  filling  the  ven- 
tricles with  free  blood.  There  is  no  evidence  of  infec- 
tion. 

Diagnosis:  Cerebral  hemorrhage,  left  frontal  lobe. 

Conclusions:  The  motor  area  of  the  brain  was 
relatively  unaffected  by  the  hemorrhage,  even 
though  it  was  very  extensive,  with  large  amount  of 
brain  tissue  destroyed.  The  hemorrhage  occurred  so 
far  toward  the  front  of  the  cerebrum  that  motor 
nerve  symptoms  of  apoplexy  were  not  present.  The 
patient  was  unconscious,  from  cerebrum  destruction, 
but  this,  of  course,  is  not  pathognomonic.. 

CASE  3.  CEREBRAL  GUMMATA 

DR.  E.  D.  STRONG 

The  patient  was  brought  into  the  hospital  in  a 
state  of  coma,  having  been  picked  up  by  strangers 
when  he  fell  to  the  ground  unconscious.  He  has 
not  regained  consciousness,  and  no  past  history  ob- 
tainable. 

Physical  Findings:  The  patient  is  a man  about 
sixty,  in  coma,  pupils  dilated ; there  is  no  rigidity  of 
the  neck;  the  breathing  is  stertorous.  There  are  no 
rales  in  the  chest;  heart  action  is  weak  and  the  pulse 
is  rapid.  The  abdomen  is  not  rigid;  tympanites  is 
not  present;  the  genitalia  appear  normal.  There 
seems  to  be  repression  of  urine.  The  skin  is  dry; 
cyanosis  is  present.  There  is  no  adenopathy. 

Urinalysis:  Specific  gravity  1015,  indican  nega- 
tive, small  amount  of  blood,  four  plus  albumen; 
moderate  amount  of  mucus,  occasional  finely  gran- 
ular cests;  negative  for  sugar;  small  amount  of  pus 
and  small  amount  of  epithelia.  Blood  Wassermann 
negative.  Blood  urea,  125  mgs.  per  100  c.c. 

Spinal  Fluid:  Appearance  clear,  cell  count  3,  glob- 
uline  not  increased,  sugar  not  increased.  Spinal 
Wassermann  negative. 

Autopsy,  Dr.  George  Turner:  The  skull  bone  is 
rather  thick  and  brittle;  dura  is  firmly  adherent  to 
the  skull  bone;  the  valvarium  has  several  rather 
deep  erosions  along  the  sagittal  suture  line;  the 
dura  is  very  thick  and  fibrous.  On  either  side  of  the 
sagittal  sinuses  are  patches  of  cauliflower-like  gum- 
matous growth  wheih  fit  into  the  skull  bone  eros- 
ions. The  entire  cortex  of  the  cerebrum  is  covered 
with  grayish  fibrosis  in  the  arachnoid  layer  of  the 
brain.  There  are  small  cortical  hemorrhages,  scat- 
tered here  and  there  over  the  cerebrum;  there  is  no 
blood  outside  the  brain  tissue  and  the  ventricles  con- 
tain no  blood;  there  is  a small  hemorrhage  in  the 
substance  of  the  right  cerebellum;  all  hemorrhages, 
however,  are  superficial  and  very  limited  in  extent. 

Both  pleural  cavities  present  essentially  the  same 
picture,  old  fibrous  adhesions  firmly  fix  the  lungs 
bath  posteriorly  and  laterally,  adhesions  about  the 
right  lung  being  more  extensive  than  about  the  left; 
this  lung  is  also  fixed  to  the  diaphragm.  The  peri- 
cardial cavity  contains  about  150  c.c.  of  serous 
fluid;  pericardium  is  everywhere  smooth,  except 
over  the  anterior  surface  of  the  right  ventricle  there 
are  patches  of  leukoplakia  several  centimeters  in  di- 
ameter; there  is  a rather  thick  layer  of  fat  lying 
beneath  the  pericardium  practically  all  over  the 
heart;  there  are  small  areas  of  leukoplakia  scatter- 
ed over  the  heart  surface. 

Bath  lungs  show  the  same  pathology ; anthrocosis 
is  marked,  but  there  is  no  evidence  of  pneumonia  or 
tuberculosis. 


Heart  is  considerably  enlarged;  the  left  ventricu- 
lar wall  is  thickened  and  rather  soft;  there  are  no 
valve  leaflet  erosions;  yellowish  gray  erosion  is 
marked  in  the  aorta  and  around  the  orifice  of  the 
coronary  arteries;  this  arteritis  also  extends  into  the 
coronary  arteries.  Liver  is  light  gray  in  color  and 
the  lower  margin  is  distinctly  rounded;  it  is  con- 
tracted and  the  liver  substance  is  very  firm:  the 
gall  bladder  contains  no  stones,  though  it  is  filled 
to  distention  ana  does  not  empty  on  compression. 
The  stomach  is  rather  high  in  ihe  abdomen  and  shows 
no  defects;  the  first  portion  of  the  duodenum  is 
rather  thick  and  fibrous  though  it  showed  no  open 
lesion.  Pancreas  is  rather  firm.  Spleen  is  about  three 
times  its  normal  size,  very  soft  and  friable;  the  lym- 
phatics generally  are  enlarged.  The  small  intestine 
and  colon  are  negative  except  for  chronic  fibrous  ap- 
pendicitis. Left  kidney  is  lobulated  and  'the  capsule 
peels  easily.  There  are  two  cysts  about  3 cm.  in 
diameter  occupying  the  anterior  portion  of  the  up- 
per pole;  there  are  smaller  cysts  scattered  over  the 
cortex;  the  kindney  substance  is  congested,  the  glom- 
eruli are  prominent;  the  collecting  tubules  are  filled 
with  free  blood.  The  right  kidney  presents  the  same 
picture  except  htat  it  has  a cyst  about  10  cm.  in  di- 
ameter occupying  and  growing  out  of  the  upper  pole. 

Anatomical  diagnosis:  Fibrous  meningitis  with 
gummata.  Acute  nephritis  with  cystic  kidneys. 
Atrophic  cirrhosis  of  the  liver,  chronic  aortitis,  and 
myocarditis. 

Conclusions:  The  interesting  feature  of  this  case 
is  the  wide  spread  manifestations  of  syphilis  with  no 
chronic  manifestations  of  its  activity  and  with  neg- 
ative blood  and  spinal  fluid  findings  before  death. 
This  was  of  course  an  old  syphilitic  condition,  which 
must  have  been  actively  treated  over  a period  of 
many  years. 

CASE  4.  BRAIN  ABSCESS 

DR.  J.  A.  RAWLINGS 

The  patient  is  a.  well  developed  male  child  of  five 
years.  His  parents  are  living  and  well,  and  his 
family  history  is  negative  for  chronic  diseases. 

The  child  complains  of  headache  in  the  right  tem- 
poral region.  He  awakens  at  night  complaining  of 
pain.  The'onset  of  this  attack  was  about  three  weeks 
ago.  He  is  reported  to  have  had  Bell’s  paralysis,  on 
the  right  side  of  the  face  about  six  weeks  ago.  He 
contends  that  he  can  not  see  when  he  covers  his 
right  eye.  Dr.  Irvin  examined  him  following  this 
statement  about  six  weeks  ago  and  reported  better 
vision  in  the  right  eye  than  in  the  left,  and  found 
the  throat,  ears  and  nose  clear  at  that  time.  There 
is  no  pain  immediately  over  the  mastoid,  but  the 
patient  complains  of  pain  above  and  below  the  mas- 
toid region.  His  temperature  ranges  from  96.4  to 
100.4.  There  is  no  rigidity  of  the  neck.  Reflexes 
are  normal.  There- is  slight  internal  strabismus  in 
the  right  eye. 

Past  History:  The  child  was  normally  delivered, 
and  is  a bottle  fed  baby.  He  has  always  been  a strong 
healthy  child.  He  had  whooping  cough  and  chicken- 
pox  in  infancy.  About  a year  ago  he  had  scarlet 
fever  which  left  him  with  a running  ear.  Occasion- 
ally this  ear  stops  discharging,  then  shortly  after- 
ward he  will  begin  to  run  a little  temperature,  and 
to  complain  of  pain  until  the  ear  discharges  again 
and  the  pain  is  temporarily  relieved.  This  condition 
has  obtained  almost  continuously  for  the  past  year, 
For  the  last  few  weeks  he  has  been  on  codliver  oil 
and  other  tonics  in  an  effort  to  build  him  up.  His 
tonsils  were  removed  and  found  full  of  pus. 

Examination:  The  patient  is  a perfectly  healthy 
appearing,  well  developed  child.  The  tonsils  have 
been  removed.  There  is  no  stiffness  of  the  neck. 
There  are  no  abdominal  findings.  No  pathology  is 
revealed  anywhere  except  in  the  right  temporal 
region  where  there  is  tenderness.  The  ears  are  not 
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discharging  at  this  time.  The  right  ear  drum  is  red. 
Photophobia  is  present.  The  child  is  somewhat  de- 
pressed but  not  enough  to  justify  a diagnosis  of 
brain  abscess.  His  temperature  is  100.8,  pulse  120, 
and  respiration  28. 

Progress:  The  child  was  carefully  observed  for 
two  days  following  entrance  into  the  hospital;  his 
general  condition  grew  worse,  the  fever  went  higher 
and  the  child  became  more  irritable.  The  leukocyte 
count  increased  from  22,950  to  31,000  With  94  per 
cent  polys,  within  twenty-four  hours,  and  it  was  de- 
cided to  operate.  The  mastoid  was  explored  and  some 
pus  encountered  but  not  enough  to  justify  the 
symptoms  of  the  child.  Effort  was  made  to  estab- 
lish free  drainage  in  the  hope  that  pus  in  that 
vicinity  might  drain.  Eibony  formation  of  the  bone 
was  marked  throughout  the  mastoid  region.  The  im- 
mediate postoperative  condition  was  good.  The 
following  day  the  drainage  was  very  slight, 
the  temperature  went  to  103,  and  the  child 
complained  of  pain  in  the  head.  His  pupils 
were  dilated  and  he  complained  on  being 
moved.  The  third  day  after  operation  the  patient 
vomited  undigested  food;  the  drainage  was  some- 
what freer;  his  stools  became  very  offensive;  he 
was  rational,  although  the  temperature  went  to  105; 
he  voided  freely.  It  was  decided  to  open  the  lateral 
sinus,  and  this  was  done  at  9 p.  m.  No  pus  was 
found  in  the  lateral  sinus.  He  reacted  well,  and  did 
not  vomit  following  the  anaesthetic.  The  following 
day  he  became  semiconscious,  involuntary  bowel 
movements  began,  and  his  temperature  went  to  105. 
He  was  rational  at  times  and  took  some  nourish- 
ment. Marked  edema  of  the  eyelids  appeared.  The 
pulse  became  weak,  and  respiration  shallow. 

Consultation  with  Drs.  Brown,  May,  Vance  and 
Rawlings  was  held.  Dr.  W.  L.  Brown  said  that  no  in- 
fected clot  being  found  at  the  time  of  opening  the 
lateral  sinus,  he  advised  against  additional  surgery; 
that  he  did  not  think  a surgical  abscess  was  present. 
His  reasons  for  these  conclusions  were  lack  of  vom- 
iting, choked  disc  or  slow  pulse  to  indicate  intra- 
cranial pressure;  also  he  said  the  temperature  and 
leukocyte  count  seemed  to  be  too  high  for  local  ab- 
scess. He  thought,  with  the  mastoid  history,  the 
absence  of  any  findings  in  the  sinus  and  the  absence 
of  definite  symptoms  of  cerebral  abscess,  that  the 
child  was  developing  basal  meningitis.  The  Gra- 
denigo  syndrom?,  he  said,  pointed  in  the  same  di- 
rection. 

The  symptoms  of  meningitis  developed  rapidly, 
convulsions  followed,  and  the  patient  expired. 

Cranial  Autopsy  (Dr.  George  Turner)  : The  dura 
mater  is  adherent  to  the  skull  bone  and  separates 
with  some  difficulty;  the  dural  blood  vessels  are  con- 
gested; the  right  hemisphere «- is  slightly  bulging 
over  its  anterior  half  and  is  quite  soft  to  the  touch. 
On  opening  the  dura  in  the  frontal  area  just  to  the 
right  of  the  falx,  yellowish  grey  pus,  about  the  con- 
sistency of  thick  cream,  pours  from  the  incision.  By 
continuing  the  dural  incision  and  opening  it  on  the 
right  and  left  of  the  sagittal  sinus,  for  its  full 
length,  pus  pours  from  over  the  entire  surface  of  the 
right  hemisphere  and  from  between  the  brain  sub- 
stance and  falx  cerebri.  There  is  no  pus  over  the 
left  hemisphere  or  on  the  left  side  except  around  the 
base  and  about  the  anterior  aspect  of  the  subtem- 
poral lobe.  There  is  shallow  suppuration  over  prac- 
tically all  of  the  cortical  surface  of  the  right  cereb- 
ral hemisphere.  The  deepest  area  of  suppuration, 
and  likely  the  first  involved  portion  of  the  cortex, 
extends  from  the  base  along  the  sylvian  fissure  and 
spreads  over  the  temporal  and  frontal  lobes.  There 
are  no  deep  abscess  formations.  The  ventricles  con- 
tain no  pus.  The  mastoid  cells  on  the  right  have 
been  removed.  The  middle  and  internal  ear  cavities 
contain  pus.  The  petrous  portion  of  the  temporal 


bone  shows  no  evidence  of  suppuration  or  that  men- 
ingitis occurred  by  direct  extension  through  the  bone. 
The  right  superior  petrosal,  cavernous,  inferior  pe- 
trosal, circular  and  transverse  sinuses,  together 
with  the  same  sinuses  on  the  left,  contain  no  blood 
but  are  filled  with  yellow  creamy  pus.  The  right 
lateral  sinus  contains  nothing  but  blood  while  the 
left  lateral  contains  antemortem  clots. 

The  blood  culture  was  sterile  throughout.  Smears 
from  pus  show  many  very  small  gram  negative 
diploccocci.  Dr.  Rawlings  was  of  the  opinion,  from 
the  first,  that  the  child  had  an  abscess  in  the  silent 
area. 


EL  PASO  NEWS  ITEMS 

I)R.  W.  E.  VANDEVERE  has  reopened  an  office 
for  the  practice  of  eye,  ear,  nose  and  throat,  at  his 
old  location  tin  the  Mills  building  after  a three 
months’  sojourn  in  California. 

DR.  W.  E.  JOHNSON,  formerly  of  El  Paso,  and 
now  residing  in  Santa  Barbara,  California,  is  re- 
ported out  of  danger,  after  having  suffered  from  a 
perinephritic  abscess. 

DR.  O.  F.  MAY  is  seriously  ill  at  this  time  in 
Masonic  Hospital,  suffering  from  lobar  pneumonia. 

DR.  M.  G.  PADEN,  local  surgeon  for  the  South- 
ern Pacific,  at  Carrizozo.  was  a professional  visitor 
to  El  Paso  February  18th. 

T)R.  F.  O.  BARRETT  has  returned  from  Tulane 
University,  where  he  did  post  graduate  work  in 
pediatrics  for  two  months. 

DR.  L.  G.  WITHERSPOON  is  again  talcing  care 
of  his  practice  after  a month’s  illness  in  William 
Beaumont  General  Hospital. 

DR.  O E.  BROWN.  Southern  Pacific  surgeon,  at 
Tucumcari,  was  a professional  visiter  in  El  Paso, 
March  1st. 

DR.  W.  B.  COFFEY,  of  San  Francisco,  the  newly 
appointed  Chief  Surgeon  of  the  Southern  Pacific 
lines,  was  the  guest  of  Dr.  R.  L.  Ramey,  Division 
Surgeon  of  the  Southern  Pacific,  February  20th. 

There  was  a called  meeting  of  the  division,  con- 
sulting and  local  surgeons  of  the  three  divisions  of 
the  railroad  that  operate  out  of  El  Paso,  and  about 
twenty-five  of  the  surgeons  were  present.  Dr. 
Coffey  not  only  outlined  plans  and  policy  of  the 
medical  department  for  the  future,  but  gave  a won- 
derful address  on  angina  pectoris.  At  the  Vienna 
Clinic  he  worked  out  the  op-ration  of  removal  of  the 
ganglion  of  the  sympathetic  nerve,  as  a relief  for 
angina  pectoris.  His  presentation  was  beautifully 
illustrated  by  lantern  slides  of  the  technic  of  the 
operation  and  the  study  of  the  sympathetic  nervous 
system — a series  of  photographs  that  were  the  prod- 
uct of  three  years  of  research  and  dissections.  His 
highly  scientific  presentation  was  most  enthusi- 
astically received. 


DR.  JOHN  R.  WALLS,  formerly  of  Holbrook, 
Ariz.,  has  moved  to  Winslow,  where  he  will  be  lo- 
cated in  practice,  in  the  future. 

DR.  A.  C.  KINGSLEY,  of  Superior,  Ariz.,  has 
moved  to  Phoenix  and  will  be  located  there  in  the 
future. 

DR.  F.  B.  SHARPE,  of  Phoenix,  has  returned 
from  a year’s  post-graduate  work  at  Dr.  De  L°e’s 
Lying-in  Hospital  in  Chciago.  He  announces  that 
his  work  will  be  confined  to  obstetrics  in  the  future. 
He  will  be  located  at  Nos.  723-24  Heard  building. 

DR.  D.  SCOTT  SCHENCK,  formerly  of  Safford, 
Ariz.,  has  moved  to  Douglas,  where  he  will  be  lo- 
cated in  the  future. 
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THE  APRIL  ANI)  MAY  MEDICAL  MEET- 
INGS IN  THE  SOUTHWEST. 

The  months  of  April  and  May  represent 
the  period  when  the  annual  medical  feath- 
ering's of  Arizona,  New  Mexico.  Texas  and 
California  occur. 

On  April  21st  to  23rd  the  Arizona  State 
Medical  Association  will  hold  forth  in  Yuma. 
This  is  the  first  attempt  to  hold  the  annual 
Association  gathering  outside  of  the  six 
princinal  cities  of  t^e  state,  except  the  one 
visit  to  the  Grand  Canvon.  That  is,  in  it- 
self, a nexcellent  comment  on  the  important 
developments  which  have  taken  place  in 
Yuma  Valley  during  the  past  few  years. 
Thp  program  of  the  Yuma  meeting,  print- 
ed in  full  herein,  is  a guarantee  of  a profit- 
able and  successful  meeting. 

Immediatelv  following  the  Arizona  meet- 
ing. the  Texas  State  Medical  Association 
will  convene  in  El  Paso,  hog-inning  April 
25th.  The  fact  that  the  El  Paso  County 
Society  will  have  charge  of  the  local  enter- 
tainment, and  the  usual  high  class  program 
of  the  Texas  organization,  one  of  the  larg- 
est and  best  in  the  country,  will  attract 
many  visitors  from  Arizona  and  New  Mex- 
ico. 

Concurrently  with  the  Texas  gathering, 
the  California  annual  meeting  will  be  held 
in  Los  Angeles,  starting  April  25th. 

The  New  Mexico  Medical  Socmtv’s  con- 
vention will  be  in  Carlsbad,  May  9th,  10th 
and  11th.  These  dates  have  been  chosen  so 
that  a continuous  trip  may  be  planned  cov- 
ering this  meeting  and  the  American  Medi- 
cal Association  in  Washington,  which  be- 
gins on  May  16th.  Full  program  of  the 
New  Mexico  meeting  will  be  found  in  the 
next  issue  (April)  of  this  journal. 


DINNER  IN  HONOR  OF  DR.  WIN  WYLIE 

On  March  15th,  in  commemoration  of  the 
fiftieth  anniversary  of  his  entering  upon 
the  practice  of  medicine,  a dinner  was  ten- 
dered by  members  of  the  medical  and  legal 
professions  of  Maricopa  County,  to  Dr.  Win 
Wylie  of  Phoenix.  The  dinner  was  spon- 
sored by  Dr.  D.  F.  Harbridge,  secretary  of 
the  State  Medical  Association,  and  was  at- 
tended by  physicians,  attorneys  and  their 
wives  to  the  number  of  about  one  hundred 
and  fifty. 

Dinner  was  served  bv  the  Arizona  Club. 
Dr.  J.  M.  Greer,  president  of  the  Maricopa 
County  Medical  Society,  introduced  Dr.  D. 
F.  Harbridge,  who  served  as  toastmaster. 
Toasts  in  honor  of  Dr.  Wylie  were  offered 
by  Hon.  F.  C.  Struckmeyer,  Dr.  E.  Payne 
Palmer,  Hon.  P.  H.  Hayes,  Dr.  Geo.  M. 
Brockway,  Hon.  Samuel  White  and  Dr.  John 
F.  Bacon,  the  final  response  being  made  by 
Dr.  Wylie.  Music  was  interspersed  between 
the  toasts,  and  Dr.  Brockway  presented,  in 
the  name  of  the  medical  and  legal  fraterni- 
ties of  Phoenix,  an  engraved  watch  to  Dr. 
Wylie,  as  a token  of  their  respect  and  af- 
fection. 

Physicians  from  over  the  state  attending 
the  dinner  included  Dr.  and  Mrs  C.  E. 
Yount  of  Prescott,  Dr.  and  Mrs.  C.  R. 
Swackhamer  of  Superior,  Dr.  F.  C.  Todt  of 
Kingman,  Dr.  and  Mrs.  John  E.  Bacon  of 
Miami.  Many  telegrams  from  other  physi- 
cians, expressing  their  regret  in  not  being 
able  to  be  present,  and  offering  their  con- 
gratulations, were  read  by  the  toastmaster. 

The  closing  toast,  offered  by  Dr.  Har- 
bridge, was  as  follows: 

“Here’s  to  a man  old  in  years,  yet  young 
in  vitality  and  alertness.  Here’s  to  a man 
grown  old  in  the  experience  of  medicine  and 
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law,  yet  young  in  its  modernized  practices. 
We  salute  you,  Dr.  Win  Wylie,  and  may 
the  years  of  the  future  be  filled  with  that 
mellowness  which  comes  to  one  conscious 
of  having  fulfilled  with  distinction  his 
stewardship.  God  doubtless  could  have 
made  a better  doctor,  but  doubtless  God 
never  did.” 


DINNER  FOR  DR.  W.  B.  COFFEY 

On  February  15th,  on  the  occasion  of  the 
visit  of  Dr.  Walter  B.  Coffey,  of  San  Fran- 
cisco, the  newly  apnointed  Chief  Surgeon  of 
the  Southern  Pacific  Lines,  to  Phoenix,  a 
dinner  was  held  in  his  honor  at  the  Arizona 
Club.  This  was  arranged  by  Dr.  George  M. 
Brockway,  District  Surgeon,  and  was  at- 
tended by  the  following  local  and  consult- 
ing surgeons,  in  addition  to  Dr.  Coffey  and 
Dr.  Brockway : Drs.  Win  Wvlie  of  Phoenix. 
A.  M.  Tuthill  of  Phoenix,  James  E.  Drane 
of  Phoenix.  D.  F.  Harbridge  of  Phoenix, 
Wm.  A.  Schwartz  of  Phoenix.  W.  0.  Sweek 
of  Phoenix,  W.  Warner  Watkins  of  Phoe- 
nix. and  J.  0.  Ollerton  of  Mesa. 

Following  the  dinner,  served  in  a private 
dining  room  at  the  Club,  Dr.  Coffey  spoke 
very  entertainingly  about  his  nlans  for 
handling  the  industrial  work  of  the  South- 
ern Pacific.  He  comnlimented  the  hospital 
and  laboratory  facilities  in  Phoenix  and 
stated  that  the  local  and  district  surgeons 
would  have  more  responsibility  in  the  fu- 
ture than  thev  had  been  allowed  in  the 
past.  He  stated  that  the  welfare  of  the  in- 
iured  workman  was  to  be  paramount  in  all 
cases  handled,  and  cases  that  could  be  han- 
dled more  satisfactorily  bv  local  surgeons 
would  be  left  in  their  hands. 


LOGAN  D.  DAMFRON 

The  list  of  m'oneer  radical  men  of  Ari- 
zona is  dwindling  year  bv  year.  With  the 
passing  of  Dr.  Loean  D.  Dameron,  of  Phoe- 
nix. there  remains  onlv  one  living  member 
of  the  group  of  charter  members  of  the 
ArGor^  Territorial  Medical  Association,  or- 
ganized on  May  25.  1892.  This  remaining 
member  is  Dr.  H.  A.  Huo-hes,  of  Phoenix, 
the  father-in-law  of  Dr.  Dameron. 

Dr.  L.  D.  Dameron  was  born  in  Missouri 
in  1867,  receiving  >»is  medical  education  at 
the  Hospital  College  of  Medicine,  Louisville 
(now  merged  with  the  University  of  Louis- 
ville) in  1891.  coming  directlv  to  Phoenix  in 
that  year.  He  was  secretary  of  the  Mari- 
copa County  Medical  Society  in  1892,  when 
the  small  group  of  physicians  in  that  soci- 
ety issued  the  invitation  to  the  other  physi- 
cians of  the  state  to  organize  the  territorial 
association,  the  organization  meeting  tak- 


ing place  in  Phoenix  on  May  25,  1892.  Dr. 
Dameron  was  the  secretary  of  the  Terri- 
torial Association  in  1893,  and  served  as  its 
president  in  1903.  It  was  in  this  eventful 
year  that  the  Medical  Practice  Act  was 
passed  by  the  Territorial  Legislature. 

Dr.  Dameron  was  associated  in  practice 
with  Dr.  H.  A.  Hughes,  his  wife,  who  sur- 
vives him.  being  a daughter  of  this  pioneer 
physician.  Six  years  ago,  Dr.  Dameron  suf- 
fered a cerebral  hemorrhage  while  sitting 
at  his  office  desk.  He  partially  recovered 
from  this,  but  was  left  with  a hemiplegia. 
After  two  years  he  resumed  practice  and 
for  the  past  three  years  has  filled  the  posi- 
tion of  Health  Officer  for  the  City  of  Phoe- 
nix. His  death  was  due  to  a second  attack 
of  apoplexy,  while  on  a visit  at  the  home 
of  his  daughter  in  Los  Angeles.  He  is  sur- 
vived by  his  wife,  a son  who  is  a practic- 
ing dentist  in  Phoenix,  and  a daughter  who 
lives  in  Los  Angeles. 

Universally  loved  and  respected,  a long 
and  honorable  career  as  a physician,  Chris- 
tian citizen,  and  friend  of  thousands,  has 
come  to  a close;  the  entire  medical  profes- 
sion of  Arizona  will  mourn  his  passing. 


JAMES  A.  OLLERTON 

Ths  untimely  death  of  Doctor  James  A. 
Ollerton,  of  Mesa,  Ariz.,  came  as  a shock 
to  his  manv  friends  and  confreres  of  central 
Arizona.  From  some  unknown  source  he 
contracted  a fulminating  typhoid  which  re- 
sulted fatally  in  less  than  two  weeks. 

Dr.  Ollerton  located  in  Mesa  in  Septem- 
ber. 1925.  after  graduation  from  University 
of  California  Medical  College,  and  very  rap- 
idly established  himself  in  the  community 
by  his  ability  and  faithful  attention  to  duty. 
He  was  a member  of  the  Maricopa  County 
Medical  Society  and  the  State  Association. 
He  was  City  Health  Commissioner  for  the 
town  of  Mesa.  He  was  a capable  phvsician, 
held  in  high  esteem  by  the  medical  profes- 
sion of  his  community,  who  join  in  sym- 
pathy with  his  bereaved  family. 


HARRY  S.  SQUIRES 

Dr.  Harry  S.  Squires  died  at  his  home 
in  El  Paso.  Texas.  January  16.  1927.  at  2 
p.  m.  He  was  born  in  1856  at  Bennington. 
Vermont:  gi’aduated  in  medicine  at  Har- 
vard University  m 1878.  In  1881  he  went 
to  Mexico  and  for  23  vears  was  Chief  Sur- 
geon of  the  Mexican  Central  Railroad.  He 
remained  at  the  head  of  the  Hospital  Serv- 
ice of  this  railroad  until  his  retirement,  ten 
years  ago,  when  he  moved  to  El  Paso,  mak- 
ing that  his  home  until  the  time  of  his 
death.  He  is  survived  by  his  widow. 
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Arizona  State  Medical  Association 

Thirty-Sixth  Annual  Meeting 

Yuma,  Arizona,  April  21,  22  and  23 
HEADQUARTERS— HOTEL  DEL  MING 


Headquarters: — The  official  headquarters 
and  registration  bureau  will  be  at  the  new 
Hotel  del  Ming,  which  is  on  the  bluff  over- 
looking the  river. 

Entertainment: — The  Yuma  County  Med- 
ical Society  will  be  the  hosts  of  the  Associ- 
ation. They  have  not  yet  announced  the 
details  of  the. social  entertainment,  but  it  is 
safe  to  say  that  these  features  will  be 
unique  and  thoroughly  enjoyable. 

Papers: — All  papers  read  before  the  As- 
sociation will  be  limited,  to  TWENTY  MIN- 
LTTES  in  presentation.  Authors  are  request- 
ed to  govern  themselves  accordingly  and 
not  suffer  the  embarrassment  of  having 
time  called  on  them.  When  lantern  slides 
are  to  be  shown,  the  reading  of  paper  and 
demonstration  of  slides  must  all  come  with- 
in the  time  limit. 

All  paoers  read  before  the  Association 
become  the  property  of  the  Association  and 
are  to  be  turned  over  to  the  secretarv  for 
nublication  in  the  official  iournal, — SOUTH- 
WESTERN MEDICINE. 

Discussions: — Opening  and  closing  dis- 
cussions are  limited  to  FIVE  MINUTES; 
other  discussions  to  THREE  MINLiTES. 

In  the  urogram  below,  a brief  synopsis 
has  been  furnished  for  each  of  the  papers, 
wherever  this  could  be  obtained.  Members 
who  expect  to  attend  the  Yuma  meeting 
are  asked  to  read  thees  synopses  and  com- 
municate with  Dr.  Chas.  S.  Vivian,  Good- 
rich Building,  Phoenix,  in  case  they  desire 
to  open  discussion  on  any  of  these  papers. 
This  communication  should  be  sent  to  him 
immediately,  so  these  names  may  appear 
in  the  final  program. 

Reservations: — Make  reservations  im- 

mediately, if  you  expect  to  secure  accommo- 
dations at  the  Hotel  del  Ming. 

PROGRAM 

THURSDAY.  APRIL  21 

Council  Meeting,  9 a.  m. 

Mohxing  Session-.  10  a.  m. 

Invocation. 

Addresses  of  Welcome. 

Introduction  of  President. 


1.  Frank  J.  Milloy,  M.  D.,  - - Phoenix,  Arizona 

“Blood  Transfusions.” 

Description  of  method  with  results  of  sixty  transfusions. 

Discussion. 

2.  A.  B.  Cooke,  M.  D.,  - - Los  Angeles,  California 

“The  Use  and  Abuse  of  Iodine  in  the 
Treatment  of  Goiter.” 

That  iodine  has  a place  in  the  treatment  of  goiter  is  one 
of  the  established  truths  of  modern  therapy,  but  its  indis- 
criminate use  constitutes  a growing  menace.  The  proper  use 
of  iodine;  (1)  as  a preventive,  (2'  in  the  treatment  of  non- 
toxic goiter,  (3)  in  the  treatment  of  toxic  goiter.  Discus- 
sion of  the  different  types  of  goiter  and  the  importance 
of  accurate  differential  diagnosis  before  exhibiting  iodine. 
The  abuse  of  iodine:  (1)  the  failure  to  realize  the  indica- 

tions for  the  remedy  and  its  clear  cut  limitations,  (2)  the 
tendency  to  regard  it  as  a curative  agent  in  the  manage- 
ment of  toxic  cases,  and  (3)  the  commercial  exploitation  of 
iodine. 

3.  Ross  Moore,  M.  D.,  - - Los  Angeles,  California 

“A  Consideration  of  Certain  More  or  Less 
Intangible  Thyroid  Manifestations.” 

Thyroid  relationships  to  nervous  and  mental  oymptomatol- 
ogy  are  sketched  briefly.  One  or  two  cases  are  then  dis- 
cussed in  an  effort  to  reach  a more  accurate  quantitative 
and  qualitative  estimate  of  irregular  thyroid  activity. 

Discussion  of  papers  of  Drs.  .Cooke  and 
Moore. 

Afternoon  Session.  1:30  p.  m. 

4.  Demonstration  of  Case  History  Analysis  and 

Discussion. 

(Presentation  of  the  “Yavapai  Plan”  of  case  history 
study  by  the  group  plan,  as  devised  by  the  Yavapai  County 
Medical  Society  and  the  Staff  Officers  of  Fort  Whipple  Hos- 
pital.) 

5.  C.  A.  Thomas,  M.  D.,  - - - - Tucson,  Arizona 

“ Treatment  of  Conditions  in  the  Abdomen 
with  Generalized  Peritonitis.” 

Long  Incision  left  open  and  used  for  purpose  of  drain- 
age. Positioning  of  the  patient.  Large  quantities  of  saline 
per  rectum. 

Discussion. 

6.  Stuart  Pritchard,  M.  D.,  Battle  Creek,  Mich. 

“Thoracic  Pain.” 

Importance  of  thoracic  pain  in  diagnosis  and  therapeu- 
tics. Discussion  of  affections  of  thoracic  walls  reflecting 
pain.  What  is  intercostal  neuralgia?  Influence  of  certain 
toxins  as  causative  factors.  Discussion  *of  neuritis  and  neu- 
ralgia. Discussion  of  different  types  of  pleural  pain.  Dis- 
ease of  cord  .or  vertebrae  involving  spinal  roots  (radicular 
pain).  Discussion  of  source  of  pain. 

Discussion. 

7.  Bernard  L.  Melton,  M.  D.,  Phoenix,  Arizona 

“Headache  of  Ocular  Origin.” 

Frequency  and  character  of  ocular  headache : differential 
diagnosis;  causes  of  ocular  headache;  refractive  errors;  dis- 
turbances of  extra-ocular  muscles ; eye  diseases ; illumination 
faults ; neurasthenia  and  hysteria ; poor  health  and  poor 
hygiene;  mechanism  of  production  of  ocular  headache;  treat- 
ment : conclusions. 

Discussion. 

Executive  Session  of  House  of  Delegates. 
Thursday  Evening 

Social  Entertainment  by  Yuma  County  Medical 
Society. 
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FRIDAY,  APRIL  22 
Morning  Session,  9:3  0 a.  m. 

8.  A.  A.  Shelley,  M.  D., Phoenix,  Arizona 

“ Granuloma  Fungoides , with  Report  of  Case” 

“A  rare,  chronic,  malignant  disease,  characterized  in  the 
early  months  or  years  by  eczematous  lesions,  which  later  be- 
come infiltrated,  with  the  subsequent  appearance  of  papules, 
nodules  or  tumors,  with  formation  of  mushroom-like  ulcera- 
tion, usually  going  on  to  fatal  termination.  Report  of  case 
of  extensive  and  rather  typical  lesions  which  ran  a course 
of  some  years,  exhibiting  all  the  stages  in  the  course  of  the 
disease ; the  failure  of  all  treatment  until  the  prognosis  was 
alarming,  and  apparent  cure  by  x-ray  treatment. 

Discussion  of  this  paper  to  be  opened  by 
W.  Warner  Watkins,  M D.,  Phoenix,  Arizona 

9.  M.  C.  Comer,  M.  D.,  - - - - Tucson,  Arizona 

“ Report  of  Six  Unusual  Cases.” 

1.  Screw-worm  infestation  of  the  nares.  2.  Patent 
thymic  duct  or  branchial  or  lateral  cervical  fistula.  3.  Sud- 
den death  in  child  simulating  status  lymphaticus.  4.  Acute 
pericarditis  with  effusion,  a sequel  to  subacute  sinusitis.  5. 
Death  from  furuncle  of  the  anterior  nares.  G.  Mastoiditis, 
acute  purulent,  without  purulent  infection  of  the  middle  ear. 
Lantern  slides. 

Discussion  of  this  paper  to  be  opened  by 
John  J.  McLoone,  M.  D.,  - Phoenix,  Arizona 

10.  R.  J.  Stroud,  M.  D.,  - - - - Tempe,  Arizona 

“ Myiasis  in  the  Southwest,  with  Particular 
Reference  to  the  Species  Crysomyia  Mar- 
cellaria.” 

Sixteen  cases  seen  by  the  author  with  one  death.  Etiol- 
ogy and  method  of  transmission.  Parts  attacked.  Treatment 
with  special  reference  to  the  nose.  Prevention.  Syphilitic 
relationship.  Report  of  cases  and  their  peculiarities. 

Discussion  of  this  paper  to  be  opened  by 
C.  E.  Yount,  M.  D.,  - - - Prescott,  Arizona 

11.  Walter  Bernard  Coffey,  M.  D.,  San  Francisco 
Chief  Surgeon  Southern  Pacific  Railway. 

“ Treatment  of  Anginal  Pain  by  Injection  of 
the  Cervical  Sympathetic  Ganglion.” 

Afternoon  Session,  1:30  p.  m. 

12.  E.  G.  Colby,  M.  D.,  - - San  Diego,  California 

“ Brittle  Bones  and  Blue  Sclera.” 

Discussion  of  nomenclature.  Resume  of  literature.  Pre- 
sentation of  four  cases  with  history  of  twenty-eight  other 
members  of  family. 

Discussion. 

13.  Orville  Harry  Brown,  M.  D.,  Phoenix,  Arizona 

“Some  Fundamental  Principles  of  Diet.” 

Much  false  informatioin  about  diet  regularly  reaches  the 
public  and  frequently  has  undue  influence ; also  members  of 
the  profession  are  now  and  again  confused  on  facts.  Ex- 
amples of  the  fact  that  physicians  do  not  get  correct  prin- 
ciples in  diet  at  all  times  is  the  ordinary  hospital  diet  lists, 
variously  designated  liquid,  soft,  regular,  etc.  Sansum’s 
work  upon  acid  and  alkali  ash  foods  and  their  significance, 
Allen’s  results  with  salt  free  diets,  and  other  modern  ad- 
vancements. 

Discussion. 

14.  Nelson  D.  Brayton,  M.  D.  - - Miami,  Arizona 

“Lupus  Vulgaris.” 

Report  of  Case  Originating  in  Arizona,  with  presentation 
of  patient  and  discussion  of  the  disease. 

Discussion. 

15.  Sterling  N.  Pierce,  M.  D.,  Los  Angeles,  Calif. 

“The  Low  or  Cervical  Transperitoneal 
Cesarean  Section." 

The  transperitoneal  cesarean  section  offers  hope  to  those 
who  are  trying  to  reduce  the  maternal  mortality  incident  to 


the  so-called  classical  cesarean  section.  It  can  be  as  safely 
performed  after  as  before  the  onset  of  labor.  The  danger 
of  peritonitis  in  the  delayed  cases  is  eliminated  because  the 
wound  in  the  uterus  is  covered  with  peritoneal  flaps.  In- 
testines are  spared  exposure  and  trauma.  Position  of  the 
wound  promotes  healing.  Detailed  description  of  the  opera- 
tion, with  lantern  slides. 

Discussion. 

Executive  Session  of  the  House  of  Delegates. 

Friday  Evening 

Social  Entertainment  by  the  Yuma  County 
Medical  Society. 

SATURDAY,  APRIL  23 
Council  Meeting,  9 a.  m. 

Morning  Session.  10  a.  m. 

16.  Charles  S.  Vivian,  M.  D.,  Phoenix,  Arizona 

President’ s Address. 

17.  Robert  V.  Day,  M.  D.,  Los  Angeles,  California 

“Margin  of  Safety  in  Urological  Operations.” 

Principal  dangers  in  urologic  operations  generally ; hemor- 
rhage, shock,  infection,  uremia,  pneumonia,  myocardial  and 
vascular  disease,  embolism ; types  of  anesthesia  as  factors. 
Specific  pathology ; comparative  dangers  of  suprapubic  and 
perineal  prostatectomy.  Punch  operations  on  the  bladder 
neck ; relative  danger  of  the  open  and  various  closed  meth- 
ods. Operations  for  urethral  stricture.  Other  factors  con- 

cerned in  estimating  dangers  of  urethrotomy ; urinary  infil- 
tration ; tumors  of  the  bladder ; vesical  diverticula : renal  tu- 
berculosis ; stones ; concomitant  hypertension  and  toxic  ne- 
phritis ; operations  on  infants  and  children. 

Discussion  of  papers  of  Drs.  Vivian  and  Day  by 
W.  G.  Schu.-TZ,  M.  D.,  - - Tucson,  Arizona 

18.  M.  C.  Harding,  M.  D.,  San  Diego,  California 

“ Bunions ; Different  Types,  Different 
Treatment." 

Halux  valgus ; metatarsum  varum  and  displaced  sesamoids  : 
osteo-arthritic  enlargements ; halux  rigidus ; appropriate  opera- 
tions. 

19.  W.  Warner  W atkins,  M.  D.  and  Harlan  P. 

Mills,  M.  D.  - - Phoenix,  Arizona 

“Cooperation  Between  Clinician  and 
Laboratory.” 

In  order  to  secure  the  greatest  possible  results  from  the 
clinical  laboratory,  three  things  are  essential:  (1)  A clini- 

cian alive  to  the  possibilities  of  clinical  laboratory  methods  ; 
(2)  laboratory  pathologists  who  can  direct  the  inquiry  into 
the  proper  paths  from  the  laboratory  standpoint,  and  correct- 
ly interpret  for  the  clinician  the  results  obtained,  if  this  is 
desired;  (3)  cooperation  on  the  basis  of  consultation,  mutual 
confidence  and  respect,  between  the  clinician  and  pathologist, 
to  secure  the  desired  end  results. 

Discussion. 

20.  F.  T.  Fahlen,  M.  D.,  - - - Phoenix,  Arizona 

“Cardio-V ascular  Disease.” 

Discussion. 

21.  Clarence  E.  Rees,  M.  D.,  San  Diego,  California 

“Cautery  in  Treatment,  of  Cancer.” 

Summary  public  campaign  for  the  prevention  of  cancer. 
Lack  of  agreement  and  means  in  the  profession  generally  for 
treating  precancerous  and  early  lesions.  Necessity  for  means 
)f  treating  precancerous  lesions  by  physicians  who  first  see 
them.  Outline  of  simple  method  that  can  be  used  by  any 
•one.  Method  of  using  cautery  in  operable  and  advanced 
lesions.  Comparative  value  with  other  methods.  Case  re- 
ports. 

22.  E.  W.  Phillips,  M.  D.,  - - Phoenix,  Arizona 

“Orris  Coryza.” 

Orris  root  is  a common  cause  of  hay  fever  in  women : 
failure  to  recognize  this  is  a frequent  cause  of  failure  in 
treating  hay  fever  patients.  Review  of  105  cases  carefully 
tested  for  this  sensitization.  Orris  coryza  usually  takes  the 
form  of  seasonal  hay  fever  with  irregular  onset  date  and 
with  marked  variability  in  severity  of  symptoms.  All  wo- 
men with  hay  fever  or  with  stubborn  rhinitis  not  clearly 
traceable  to  infection  should  be  tested  for  this  sensitization. 
Conclusions. 

Discussion. 

Open  Meeting  of  the  House  of  Delegates. 
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DEACONESS  HOSPITAL  (Phoenix)  IN- 
STALLS RESIDENT  PHYSICIAN. 

On  account  of  the  technical  requirements, 
none  of  the  hospitals  in  Arizona  have  suc- 
ceeded in  being  placed  on  the  list  of  “Hos- 
pitals Approved  for  Intemeships.”  To 
meet  the  need  for  the  kind  of  service  sup- 
plied by  internes,  the  Deaconess  Hospital 
at  Phoenix  has  installed  a resident  physi- 
cian. Dr.  Jesse  D.  Hamer  has  been  secured 
to  fill  this  place.  Dr.  Hamer  received  his 
medical  training  at  the  Western  Reserve 
School  of  Medicine  of  Cleveland,  with  sev- 
eral months  service  at  the  Cleveland  City 
Hospital.  He  is  twenty-eight  years  of  age, 
married,  and  in  good  health.  The  staff  of 
the  hospital  are  enjoying  the  assistance  af- 
forded by  his  services  in  the  hospital,  and 
he  -will  no  doubt  find  there  the  same  valu- 
able experience  which  a regular  interneship 
would  afford. 


GRANT  COUNTY  ( N.  M.  ) MEDICAL  SOCIETY 

Regular  meeting  of  the  Grant  County  Medical  So- 
ciety was  held  February  25,  at  the  Officers*  Club, 
Fort  Bayard,  N.  M.,  at  8 p.  m.,  Dr.  Kramer  presid- 
ing. 

The  roll  call  showed  the  following  present:  Drs. 


Open  All  the  Year 

with 


Pluto  Spring  Flowing  All  the  Time 


SIX  HUNDRED  AND  FIFTY  ROOMS 
(ALL  OUTSIDE)  IN  OUR  HOTEL 
A place  where  your  patients  can  find  attractive  surround- 
ings with  adequate  medical  service  and  supervision. 

“Logan  Clendening  in  his  recent  clasic,  ‘Modern  Methods 
of  Treatment,’  says,  ‘The  benefits  to  be  derived  from  a Cure 
at  a Mineral  Springs  depend,  almost  entirely,  upon  the  effi- 
ciency of  the  medical  organization  thereat.’  This  principle 
has  always  been  and  still  is  the  one  which  has  so  largely 
contributed  to  the  deserved  fame  of  the  French  Lick  Springs 
Hotel  at  French  Lick,  Indiana. ” 

When  your  patients  are  tired  of  home  or  hospital  send 
them  to  French  Lick  for  final  recuperation. 

Write  for  Booklet 


Kramer,  Wood,  Groom,  McFarland,  Hubbard,  Groves, 
Gunter,  Lacy,  Frazin  and  Mr.  Stockton. 

Minutes  of  the  last  session  were  then  read  and 
approved  without  change. 

Clinical  cases:  Drs.  Danielson  and  Carlbard  were 

unable  to  be  present  with  their  cases  as  scheduled. 
Dr.  Wood  presented  a case  of  dextro-cardia  result- 
ing from  hydro-pneumothorax,  left. 

Papers : Dr.  Hubbard’s  lecture,  with  stereoptican 
views  of  foreign  bodies  in  the  trachea  and  esopha- 
gus, was  intensely  interesting  and  beneficial  to  all 
present. 

Communications:  A letter  was  read  from  Dr. 

Yater  concerning  “Board  of  Examiners  in  the  Heal- 
ing Arts  of  the  State  of  New  Mexico.”  It  was 
moved  and  carried  that  the  Grant  County  Medical 
Society  is  heartily  in  sympathy  with  such  a board 
of  examiners,  and  this  society  resolves  to  write  a 
letter  similar  to  that  written  by  the  C'haves  County 
Medical  Society,  the  same  to  be  sent  to  our  state 
representatives. 

The  meeting  adjourned  at  10:15  p.  m. 

J.  P.  Wood,  Secretary. 


EL  PASO  COUNTY  MEDICAL  SOCIETY 


The  El  Paso  County  Medical  Society  met  in  the 
First  National  Bank  building,  February  14th,  with 
the  president,  Dr.  E.  B.  Rogers,  in  the  chair. 

The  paper  of  the  evening  was  a presentation  of 
“Peptic  Ulcer,”  by  MAJOR  HARRY  G.  WYER.  It 
was  a paper  that  had  been  prepared  for  instruction 
of  the  junior  officers  of  the  Medical  Corps  of  the 


SAVE  MONEY  ON 
YOUR  X-RAY  SUPPLIES 


Get  Our  Price  List  and  Discounts 
Before  You  Purchase 

WE  MAY  SAVE  YOU  FROM  10%  TO  25% 
ON  X-RAY  LABORATORY  COST 

Among  the  Many  Articles  Sold  Are 
X-RAY  FILM,  Duplitized  or  Dental,  Eastman,  Superspeed 
or  Agfa  Film.  Heavy  discounts  on  standard  package 
lots.  X-Ograph,  Eastman,  Justrite  and  Rubber  Rim 
Dental  Film,  fast  or  slow  emulsion. 


radiographs  on  heavy  parts,  such  as  kidney,  spine,  gall- 
bladder or  heads. 


Curved  Top  Style — up  to  17x17  size  cassettes $250.00 

Flat  Top  Style — holds  up  to  11x14  cassettes 175.00 

BARIUM  SULPHATE.  For  stomach  work.  Fine  t grade. 
Low  price.  Speci  rl  price  on  100-pound  lots. 

DEVELOPING  TANKS,  4,  5 or  6 com.partment  stone, 
will  end  your  dark  room  troubles.  Ship  from  Chicago, 
Brooklyn,  Boston  or  Virginia.  Many  sizes  of  enameled 
steel  tanks. 

DENTAL  FILM  MOUNTS.  Black  or  gray  cardboard  with 
celluloid  window  or  all  celluloid  type,  one  to  fourteen 
film  openings.  Special  list  and  samples  on  request 
Either  stock  styles  or  imprinted  with  name,  address, 
etc. 

INTENSIFYING  SCREENS — Patterson,  T.  E.,  or  Buck  X- 
Ograph  Screens  for  fast  exposure  alone  or  mounted  in 
Cassettes.  Liberal  discounts.  All-metal  cassettes. 
Several  makes. 


If  you  have  a ma- 
chine have  us  put 
your  name  on  our 
mailing  list. 


GEO.  W.  BRADY  & CO. 

790  So.  Western  Ave.,  CHICAGO 
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Ktiox  Sparkling  Gelatine  in 
die  baby’s  milk  formula  stops 
colic,  regurgitation  and  other 
digestion  ailments -medical 

practice  has  proved  it—  our 
laboratoiy  reports  give  auth- 
oritative information 


BEGINNING  with  the  findings  of  such  emi- 
nent authorities  as  Jacobi,  Herter,  Alex- 
ander, Ruhrah  and  Fridenwald — and  continu 
ing  with  exhaustive  research  in  the  Mellon 
Institute  of  Pittsburgh — it  has  been  proved 
that  1%  of  pure  unflavored  gelatine  added 
to  milk  will  largely  prevent  colic,  regurgita- 
tion, diarrhea  and  malnutrition  Furthermore, 
the  gelatine-milk  mixture  yields  about  23% 
increased  nourishment. 

Physicians  everyivhere  are  finding 
this  method  highly  successful : — 

Soak,  for  about  ten  minutes,  one  level  tablespoonful  of 
Knox  Sparkling  Gelatine  in  one-half  cup  of  cold  milk 
taken  from  the  baby’s  formula ; cover  while  soaking : 
then  place  the  cup  in  boiling  water,  stirring  until  gel- 
atine is  fully  dissolved ; add  this  dissolved  gelatine  to 
the  quart  of  cold  milk  or  regular  formula. 

From  raw  material  to  finished  product  Knox  Sparkling  Gela- 
tines constantly  under  chemical  and  bacteriological  control 
and  is  never  touched  by  hand  while  in  process  of  manufacture. 

W rite  for  our  medical  reports  and  booklets,  discussing 
malnutrition,  infant  feeding,  liquid  and  soft  diets 
and  other  phases  in  gelatine’s  value  to  medicine! 

KNOX  GELATINE  LABORATORIES 
438  Knox  Ave.,  Johnstown,  N.  Y. 


KNOX 


SPARKLING 

GELATINE 

“The  Highest  Quality  for  Health 99 
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Army.  It  was  a delightful  resume  of  the  literature; 
it  not  only  revealed  modern  diagnosis  and  manage- 
ment, but  presented  the  theories  as  to  etiology  in  such 
a way  as  to  leave  with  his  listeners  much  food  for 
thought  and  debate. 

In  the  discussion  of  the  paper,  DR.  R.  B.  HOMAN 
recited  personal  experience  as  a sufferer  from  ex- 
tensive hemorrhage  due  to  peptic  ulcer.  From  this 
experience  he  formed  three  conclusions;  the  first  im- 
pression was  the  seriousness  of  the  condition;  this 
provoked  fear,  and,  when  once  frightened,  he  was  a 
perfectly  cooperative  patient. 

DR.  JAMES  VANCE  said  that  ulcers  should  first 
be  considered  a medical  problem,  and  the  conserva- 
tive measures  incident  to  medical  management 
should  first  be  attempted.  Surgery  can  De  employed 
at  any  time  and  should,  therefore,  be  considered  late, 
and  not  early.  The  true  surgical  case,  and  the  one 
that  invariably  has  given  him  good  results,  has  been 
the  one  in  which  medical  treatment  failed. 

DR.  P.  R.  CASE  LL AS  stated  that  up  to  the  time 
of  the  Sippy  monograph  little  aid  had  been  given 
diagnoses  by  the  x-ray.  However,  since  that  splen 
work  of  Sippy,  x-ray  has  come  to  be  the  pivotal 
point  on  which  the  diagnosis  rests.  He  emphasized 
the  study  of  the  peristaltic  wave  in  ulcer.  The  x-ray 
can  determine  the  perforative  type  which  is  the  type 
that  is  surgical;  the  indurative  type  as  determined 
by  the  x-ray,  is  medical. 

DR.  HARRY  LEIGH  cited  the  work  of  Merriott, 
who  showed  that  by  raising  the  hydrogen  ion  con- 
tent of  the  stomach  by  diet  to  Ph  3,  the  stomach  be- 
came sterile.  It  should  follow  from  this  work  that 
reduction  of  the  acidity  by  alkalies  might  possibly 
increase  bacterial  growth. 

MAJOR  WYER,  in  closing,  stated  that  the  motive 
of  the  paper  was  to  arouse  interest  in  etiological 
study. 


EL  PASO  COUNTY  MEDICAL  SOCIETY 

(February  20th) 

DR.  L.  M.  SMITH  reported  two  cases  of  skin  tu- 
berculosis; the  first  was  a case  of  tuberculosis  venosa 
cutis  in  a Mexican  boy  of  fourteen  years.  Sub- 
intensive  x-ray  has  apparently  produced  a cure.  The 
second  case,  a Mexican  girl  of  six  years  with  cervical 
tuberculosis  adenitis.  On  the  left  side  and  just  be- 
low the  glands  an  ulcerative  lesion  had  developed. 
This  case  was  responding  well  to  x-ray  treatment. 
Dr.  Smith  pointed  out  the  superiority  of  x-ray  over 
ultraviolet  rays,  because  of  the  deeper  penetrability. 

DR.  R.  B.  HOMAN  presented  two  cases  of  tuber- 
culosis of  the  eye.  He  paid  tribute  to  the  late  Dr. 
H.  H.  Stark,  who  had  done  such  extensive  original 
work  in  these  conditions.  Symptoms  in  these  cases 
had  cleared  up  under  careful  tuberculin  medication. 
The  cases  were  discussed  by  Drs.  Leigh,  May  and 
Werley. 


EL  PASO  COUNTY  MEDICAL  SOCIETY 

(February  28th.) 

Dr.  W.  H.  ANDERSON  presented  a case  of  a 
white  woman,  42  years  old,  who,  three  months  ago 
had  extensive  cervical  adenitis,  diagnosed  tubercu- 
losis. Under  three  months  of  treatment  by  the  car- 
bon light,  glands  were  completely  reduced,  being 
non-palpable. 

DR.  GEORGE  TURNER  presented  a pathological 
display  of  several  cases,  a full  report  of  which  ap- 
pears under  report  of  the  Masonic  Hospital  Staff 
meeting-.  A case  not  reported  there  was  one  of  a 
middle  aged  man  who  died  suddenly,  apparently  of 
pulmonary  hemorrhage.  At  autopsy  the  lungs  were 
found  negative;  there  was  extensive  syphilitic  aorti- 
tis with  aneurysm  of  the  descending  aorta  which  had 
eroded  into  dorsal  vertebrae  and  to  the  root  of  the 


right  lung.  The  aneurysm  had  ruptured  into  a large 
bronchus,  which  was  responsible  for  the  death,  and 
the  appearance  of  a massive  pulmonary  hemor- 
rhage. 

DR.  W.  W.  WAITE  reported  two  cases  of  death 
due  to  congenital  heart  lesions.  One  was  a child  in 
which  there  was  a patent  foramen  ovale;  the  other 
a case  of  perforated  heart  septum.  Dr.  Waite 
stated  that  there  were  no  other  apparent  lesions  and 
that  these  children  possibly  died  from  some  slight 
exposure.  These  cases  do  very  well  until  exposed 
to  marked  temperature  change,  in  which  case  the 
heart  is  unable  to  cope  with  the  additional  strain, 
and  the  child  succumbs.  The  very  interesting  speci- 
mens were  displayed.  As  a part  of  this  exhibition, 
DR.  HARRY  LEIGH  presented  drawings  he  had 
made  showing  the  embryological  development  of  the 
heart  and  the  faulty  developments  that  produce  the 
congenital  anomalies,  the  arrest  of  development  at 
some  particular  stage  producing  the  anomaly.  The 
literature  shows  149  different  anomalies. 

In  discussion  of  the  case  DR.  WERLEY  stated 
that  50  per  cent  of  patients  with  congenital  heart 
lssdons  are  either  born  dead  or  live  but  a few  days; 
however,  there  are  a number  of  congenital  defects 
that  do  not  shorten  life.  He  named  patent  intraven- 
tricular septum,  patent  ductus  arteriosus,  and  pul- 
monary stenosis.  In  patent  foramen  ovale  he  stat 
ed  that  the  prognosis  was  less  favorable.  The 
cases  were  further  discussed  by  Drs.  Waller,  Leigh. 
Werley  and  Laws. 

DR.  J.  W.  LAWS  presented  a case  of  advanced 
tuberculosis  that  developed  frequent  urination,  and 
upon  examination  of  the  urine  a fecal  odor  was  de- 
tected. Dr.  Jamieson  was  called  to  do  a cystoscopic 
examination  and  found  a fistula  in  the  bladder  that 
communicated  with  the  rectum.  The  case  came  to 
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autopsy  and  the  specimens  presented  showed  a nodu- 
lar tuberculous  cecum;  there  were  ulcers  in  the  sig- 
moid extending  to  the  rectum,  and  it  was  one  of 
these  ulcers  that  had  perforated  into  the  bladder. 


ST.  JOSEPH’S  HOSPITAL  STAFF 
MEETING. 

(Phoenix,  Feb.  14,  1927.) 

The  regular  staff  conference  of  St.  Joseph’s  Hos- 
pital, Phoenix,  Ariz.,  was  attended  by  fifty-two 
people,  including  forty-six  members  of  the  staff, 
three  members  of  the  hospital  organization,  and 
three  visitors.  Among  the  visitors  was  Dr.  Frank- 
lin Martin,  Director  General  of  the  American  Col- 
lege of  Surgeons. 

The  program  presented  was  in  charge  of  Dr. 
Kimball  Bannister  and  covered  a critical  review  of 
the  obstetrical  work  in  the  two  hospitals  in  Phoenix 
during  the  years  1925  and  1926.  About  770  cases 
were  reviewed,  and  the  following  phases  of  obstet- 
rical practice  were  covered : 

“Conditions  with  Indications  and  Contra-Indica- 
tions for  the  Use  of  Forceps  ” Dr.  R.  W.  Eaton. 
Discussion  opened  by  Dr.  A.  J.  McIntyre. 

“Conditions  with  Indications  and  Contra-Indica- 
tions for  Cesarian  Section,”  Dr.  E.  R.  Charvoz. 
Discussion  opened  by  Dr.  J.  M.  Greer. 

“Management  of  Eclampsia  and  the  Pre-Eclamptic 
State,”  Dr.  Dudley  Fournier.  Discussion  opened  by 
Dr.  A.  M.  Tuthill. 

“Critical  Study  of  Obstetrical  Deaths  in  the  Two 
Hospitals  for  1*925  and  1926,”  Dr.  John  Wix 
Thomas. 

“Are  We  Practicing  Good  Obstetrics?”  (Com- 
parison of  Phoenix  hospital  records  with  those  of 


obstetrical  departments  of  large  hospitals  else- 
where), Dr.  Kimball  Bannister. 

“Comments  on  Obstetrical  Records,”  Dr.  W.  W. 
W atkins. 

Following  the  completion  of  this  program,  Mr. 
Crutchfield,  a field  worker  for  the  Gorgas  Memorial, 
was  introduced  and  spoke  for  a few  minutes. 

Dr.  Franklin  Martin  then  addressed  the  staff  for 
about  twenty-five  minutes,  chiefly  on  the  import- 
ance of  the  work  of  the  Gorgas  Memorial. 

Adjournment  at  10:25  p.  m. 

W.  Warner  Watkins,  Secretary. 


STAFF  MEETING  OF  EL  PASO  CITY- 
COUNTY  HOSPITAL 

The  staff  of  the  El  Paso  City-County  Hospital  met 
at  6:30  p.  m.,  February  16th.  The  following  mem- 
bers were  present:  Drs.  Cuming,  Strong,  Von  Almen, 
Barrett,  May,  Barnes,  Wilson,  Long,  Gallagher, 
Jamieson,  W.  Rogers,  Cathcart,  Stevenson,  Molloy, 
Varner,  Thompson,  Werley,  Casellas,  Turner,  and 
Smith. 

The  business  of  the  staff  was  transacted,  and  the 
following  cases,  which  died  in  the  hospital  during 
the  preceding  month  were  reported: 

DR.  GALLAGHER  reported  the  case  of  a woman 
admitted  January  18th  on  account  of  increasing  de- 
mentia for  the  past  year,  and  a mass  in  the  abdomen. 
The  temperature  was  99.4  to  99.8.  The  patient  was 
semiconscious  on  admission.  Reflexes  of  the  arms 
and  legs  were  increased.  Pupils  were  negative. 
There  was  a mass  extending  from  the  pubis  to  the 
umbilicus.  The  preoperative  diagnosis  was  paresis 
and  fibroid.  On  operation  a purulent  cystic  right 
kidney  and  bilateral  salpingitis  were  found.  Saline 
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solution  was  given  in  the  thighs,  250  c.c.  every  four 
hours.  The  patient  refused  food  and  died  of  inani- 
tion. The  temperature  before  death  was  102.4. 

DR.  WE  RLE  Y reported  the  death  of  a negro  man, 
aged  66,  who  came  to  the  hospital  with  marked 
ascites  and  gasping  for  breath.  The  urine  was  nor- 
mal. The  blood  pressure  was  175/105.  There  was  a 
temporary  improvement  from  digitalis,  but  the  pa- 
tient died.  The  diagnosis  was  essential  hypertension. 

DR.  STEVENSON  reported  a case  of  a patient  who 
was  accidentally  shot  thru  the  umbilicus.  The  pa- 
tient was  very  weak.  The  pulse  was  feeble  and  rapid. 
X-ray  examination  showed  the  bullet  in  the  pelvis. 
At  operation  many  perforations  were  found  in  the 
mesentery,  transverse  colon,  and  small  intestine. 
The  perforations  were  repaired,  but  the  patient  died 
in  36  hours,  presumably  from  hemorrhage. 

DR,.  STEVENS  reported  a case,  of  a patient  who 
came  in  with  history  of  difficult  and  painful  urina- 
tion for  six  months.  There  had  been  no  urination 
or  defecation  for  five  days.  Examination  showed  a 
negative  chest;  sclerotic  arteries;  distended  ab- 
domen with  a mass  in  the  lower  part,  flat  on  per- 
cussion; an  enlarged  prostate;  a urethral  stricture 
of  small  calibre.  Diagnosis:  Intestinal  obstruction. 
On  operation,  appendicitis  and  total  obstruction  at 
ileocecal  valve  were  found.  There  were  old  adhe- 
sions at  the  ileocecal  valve  and  at  the  splenic  flexure. 
The  terminal  end  of  the  ileum  was  gangrenous.  Ap- 
pendectomy was  performed.  The  patient  died  the 
morning  after  the  operation.  Pathologic  examina- 
tion of  th  ■ appendix  Showed  the  wall  infiltrated 
with  polynuclear  and  round  cells,  with  scar  tissue 
present.  Pathologic  diagnosis:  acute  and  chronic 
appendicitis. 


DR.  BARRETT  reported  the  death  of  a child  ad- 
mitted December  24th,  with  a history  of  fever  and 
night  crying  for  14  days.  The  patient  was  semi- 
comatose;  the  eyes  were  set,  the  neck  rigid.  The 
heart,  lungs,  abdomen,  skin,  and  genito-urinary  or- 
gans were  negative.  There  was  slight  pharyngeal 
inflammation,  and  the  child  was  dyspneic.  There 
was  no  glandular  enlargement.  The  pupils  were 
sluggish.  The  working  diagnosis  was  meningitis, 
probably  tuberculous.  Spinal  puncture  on  Decem- 
ber 24  showed  a clear  fluid  which  gave  a negative 
Wassermann  reaction.  Another  puncture  was  made 
December  27th.  No.  T.  B.  were  found.  The  cell 
count  was  increased,  although  the  exact  count  is  not 
recorded.  The  treatment  was  directed  at  relieving 
the  tension  and  giving  as  much  feeding  as  possible. 
The  patient  died  in  convulsions  with  opithotonus. 
A final  diagnosis  of  tuberculous  meningitis  was 
made  on  the  strength  of  the  increased  count  with 
the  clear  fluid. 

DR.  THOMPSON  reported  a death  from  bichlor- 
ide poisoning.  The  patient  took  seven  bichloride 
tablets  by  mistake.  The  stomach  was  wajshed  and 
the  patient  given  egg  albumen.  Sodium  thiosulphate 
was  given  intravenously.  The  patient  vomited 
bright  blood  all  along.  Suppression  of  urine  de- 
veloped. Hot  packs,  pilocarpine,  and  hemostatic 
serum  were  given,  but  the  patifmt  died. 

DR.  THOMPSON  also  reported  a death  from  tet- 
anus which  followed  a dog  bite  two  weeks  before. 
The  patient  had  been  having  pain  in  the  leg  and 
fever  for  s-  veral  days,  and  was  becoming  very  nerv- 
ous. Pain  traveled  from  the  leg  to  the  thigh,  and 
th?n  to  the  spine.  The  patient  had  had  spasms  for 
five  days.  The  symptoms  developed  too  soon  for 
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hydrophobia.  A total  of  35,000  units  of  tetanus 
antitoxin  intraspinally,  and  30,000  intravenously 
was  given.  Antitoxin  had  not  been  administered  at 
the  clinic  when  the  wound  was  dressed.  Tetanus 
bacilli  were  grown  from  a piece  of  clothing  taken 
from  the  wound. 

DR.  TURNER,  in  discussing  this  case,  stressed 
t.he  necessity  of  giving  antitoxin  in  all  cases  of 
punctured  wounds,  especially  when  the  wound  is 
thru  the  clothing.  DR.  LONG  stated  that  there  is 
not  as  much  tetanus  in  dry  climates  as  there  is 
where  here  is  more  moisture.  DR.  STEVENSON 
can  recall  very  few  cases  of  tetanus  in  this  city.  He 
estimates  that  not  one  per  cent  of  wound  cases  de- 
velop tetanus  here.  DR.  CASELLAS  stated  that  in 
Porto  Rico  tetanus  is  very  common,  and  that  anti- 
toxin is  not  considered  of  value  in  treatment  there. 
The  treatment  used  there  consists  of  the  intravenous 
administration  of  50  grams  of  magnesium  sulphate 
in  a ten  per  cent  solution,  with  one  half  drop  phe- 
nol added.  This  is  repeated  in  six  or  eight  hours. 
The  dose  is  diminished  or  increased  according  to  the 
amount  of  rigidity.  If  this  treatment  is  begun  early 
the  mortality  is  low. 

DR.  BARRETT  recited  the  successful  experience 
of  one  authority  with  intramuscular  injections  of 
three  minims  of  saturated  solution  of  phenol  in  ten 
minims  of  water. 

DR.  WERLEY  emphasized  the  importance  of  keep- 
ing these  patients  in  a dark  room.  He  stated  that  in 
Omaha  they  are  treated  in  a tunnel,  and  the  results 
there  are  good. 

DR.  THOMPSON  stated  that  most  authorities  say 
magnesium  sulphate  has  no  effect  on  the  infection, 
but  acts  as  a hypnotic  and  relaxes  the  spasms.  Anti- 
toxin in  small  doses  is  useless,  but  is  curative  in 
large  doses. 

DR.  MOLLOY  said  that  where  the  tetanus  inci- 
dence is  highest  the  mortality  is  lowest.  He  raised 
the  question_of  the  influence  of  sunshine  on  the  low 
incidence  of  tetanus  in  this  portion  of  the  country. 

DR.  TURNER  thought  that  the  abundant  sunshine 
here  was  the  cause  of  the  scarcity  of  tetanus.  For 
the  same  reason  there  are  less  bacteria  of  other 
kinds. 

DR.  CASELLAS  thinks  the  sunshine  has  little  to 
do  with  it,  as  the  tetanus  bacilli  are  anerobic  and 
the  ultraviolet  rays  are  not  sufficiently  penetrating 
to  reach  them.  This  part  of  the  country  is  largely 
non-agricultural,  and  the  tetanus  bacilli  live  best  in 
cultivated  land,  where  they  are  buried. 

DR.  LONG  emphasized  the  necessity  of  opening 
and  cauterizing  all  wounds. 

DR.  CASELLAS  quotes  Hess  as  saying  that  Porto 
Rico  has  more  sunshine  than  any  other  country.  In 
spite  of  this  the  tetanus  incidence  there  is  high. 

DR.  THOMPSON  said  that  opening  and  cleaning 
out  is  as  important  as  any  other  part  of  the  treat- 
ment. 

DR.  VARNER  reported  the  case  of  an  unmarried 
girl,  aged  22,  admitted  January  7,  eight  months 
pregnant.  There  was  a history  of  twenty-five  con- 
vulsions since  the  night  before.  The  patient  was 
comatose  on  admission,  and  the  temperature  was 
100.4.  Later  in  the  day  the  temperature  was  103 
and  the  pulse  104.  There  were  three  convulsions 
after  admission.  The  stomach  and  colon  were  wash- 
ed out  and  four  ounces  of  castor  oil  put  in  the  stom- 
ach. The  patient  went  in  labor  and  delivered  nor- 
mally, but  the  baby  was  dead.  The  blood  pressure 
was  190/140  on  admission.  Salts  and  fluids  were 
given.  The  next  day  the  patient  was  better.  The 
urine  at  this  time  contained  albumen.  The  morning 
after  delivery  the  patient  was  semiconscious.  The 
blood  pressure  Was  120/70.  At  10  a.  m.  the  next  day 
temperature  was  104  and  the  pulse  130.  At  6 p.  m. 
the  temperature  was  106.  The  patient  then  died.  Dr. 
Varner  said  he  was  unable  to  account  for  the  rapid 


drop  in  blood  pressure.  This  patient  had  very  little 
edema.  Cases  with  edema  have  a better  prognosis. 
Diagnosis:  Eclampsia. 

DR.  JAMIESON  stated  that  he  does  not  think  it 
a good  idea  to  push  fluids  in  edema  cases.  Dr.  Wer- 
ley  and  Dr.  Varner  did  not  agree  with  Dr.  Jamieson 
on  this  point. 

Dr.  Varner  reported  two  other  stillbirths. 

DR.  ARONSON  reported  the  death  of  a boy  two 
and  a half  years  old  from  skull  fracture.  The  frac- 
ture involved  the  nose  and  maxilla.  There  was 
bleeding  from  the  left  nostril.  The  pupils  were  un- 
equal. Adrenalin  and  hypodermoclyses  were  given, 
but  the  patient  died  in  two  or  three  hours. 

The  staff  adjourned  at  9 p.  m. 

L.  M.  Smith,  Secretary. 


ARIZONA-GRAPHS 

By  Dr.  W.  V.  Whitmore,  Tucson,  Ariz. 

Note: — At  the  dinner-dance  tendered  the 
Association  by  the  Pima  County  Medical 
Society,  on  the  occasion  of  the  Twelfth  En- 
nual  meeting  of  the  Medical  & Surgical  As- 
sociation of  the  Southwest,  held  in  Tucson, 
November  12  to  14,  1926,  the  following  in- 
troductory remarks,  prepared  by  Dr.  Whit- 
more, as  Toastmaster,  were  not  delivered, 
owing  to  the  late  arrival  of  guests.  They 
are  published  here,  on  account  of  their  gen- 
eral interest.) 

NATURAL 

1.  The  Grand  Canyo-n  of  the  Colorado  is  the 
most  stupendous  and  astounding  of  the  natural 
wonders  of  the  world — -the  greatest  ” gash  in  the 
earth’s  crust — a gigantic  chasm  one  mile  deep. 
13  miles  across  and  200  miles  long. 


Science  Has  Proved 

that  the  best  food  for  babies  is 
breast  milk,  and  that  the  best 
substitute  is  cow’s  milk  prop- 
erly modified  with 

Mead’S  Dextri-Maltose 

The  combination  of  Mead’s 
Dextri-Maltose,  cow’s  milk  and 
water  for  the  artificial  feeding 
of  infants  has  stood  the  test 
of  years.  Let  us  send  you  lib- 
eral samples. 


The  Mead  Johnson  Policy  V 

MEAD’S  Infant  Diet  Materials  are  advertised  only 
to  physicians.  No  feeding  directions  accompany  trade 
packages.  Information  in  regard  to  feeding  is  supplied 
to  the  mother  by  written  instructions  from  her  doc- 
tor, who  changes  the  feedings  from  time  to  time  to 
meet  the  nutritional  requirements  of  the  growing  in- 
\ fant.  Literature  furnished  only  to  physicians,  s' 


MEAD  JOHNSON  & COMPANY 

EVANSVILLE.  INDIANA,  U.S.A. 
Manufacturers  of  Infant  Diet  Materials  Exclusively 
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St  Joseph's  Hospital 

Phoenix,  Arizona 


Accredited  Class  A General  Hospital  of  125  beds. 

Open  Staff  Organization 
with  Resident  House  Physician 


SURGICAL: — The  Surgical  Department  consists  of  three  major  and 
two  specialist  operating  rooms,  with  anesthetic  and  all  accessory  rooms. 
It  is  completely  equipped  with  every  surgical  convenience;  nitrous  oxide 
and  ethylene  gas  apparatus. 

OBSTETRICAL: — The  Obstetrical  Department  is  in  the  Annex, 
and  has  its  own  operating  and  delivery  rooms,  with  all  accessory  equip- 
ment for  any  type  of  emergency  obstetrical  work. 

LABORATORY: — Under  direction  of  a competent  pathologist;  im- 
mediate frozen  sections  and  diagnosis,  when  desired.  All  blood,  serolog- 
ical and  chemical  examinations  promptly  performed  by  competent  tech- 
nicians under  direct  supervision  of  the  pathologist. 

X-RAY  AND  RADIUM : — Fluoroscopic  and  radiographic  work  by 
competent  radiologist.  Urological  department  adjacent  to  x-ray  room 
for  prompt  pyelographic  work.  High  voltage  x-ray  equipment  for  pre- 
operativei  and  post-operative  therapy.  Radium  available  for  cases  re- 
quiring this  treatment. 

BASAL  METABOLISM: — This  work  is  in  charge  of  a competent 
metabolist  and  can  be  done  at  bedside  or  in  metabolism  room. 

DIETARY: — A trained  dietician  working  in  conjunction  with  the 
clinical  laboratory  makes  possible  the  accurate  study  of  patients  whose 
diets  need  to  be  adjusted,  particularly  diabetics  who  require  the  deter- 
mination of  carbohydrate  tolerance  and  insulin  requirements. 


In  Charge  of 

SISTERS  OF  MERCY 
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2.  Arizona  is  noted  for  its  climate.  Fortunate- 
ly we  (have  ail  varieties.  This  was  well  expressed 
by  the  preacher,  who  was  sent  to  Tucson  in  early 
days.  He  served  out  his  year  and  resigned,  say- 
ing; “It  is  no  use  to  preach  in  Tucson.  For  nine 
months  of  the  year  Heaven  has  no  attractions,  and 
for  the  other  three.  Hell  holds  no  horrors.”  The 
rest  of  the  state  has  only  two  kinds  of  climate, 
viz.  the  ideal  and  the  “unusual.” 

3.  We  have  the  Petrified  Forest — an  unrivalled 
gem  in  nature’s  laboratory.  The  only  place  in 
the  world,  as  far  as  I am  aware,  where  in  the 
branches  of  the  petrified  trees,  the  petrified  birds 
warble  their  petrified  songs. 

4.  Near  the  station  at  Canyon  Diablo  an  im- 
mense meteor  has  caused  a hole  in  the  surface 
of  the  earth  3,900  feet  in  diameter  and  600  feet 
deep,  1,000,000  tons  of  sandstone  were  displaced  by 
the  impact  of  this  celestial  visitor.  Within  five 
miles  of  this  crater  more  fragments  of  meteoric 
iron  hare  -been  found  than  in  any  other  part  of 
the  world.  The  microscopic  diamonds,  frequently 
found  in  meteoric  iron,  were  first  discovered  in 
Arizona  specimens. 

5.  On  our  nortnern  plateau  we  have  tne  larg 
est  pine  forest  in  the  United  States.  And  in  the. 
northeastern  section  of  the  state  is  the  largest 
natural  bridge  in  the  world. 

6.  We  have  the  Hassayampa  River — famed  in 
song  and  story  as  a stream  of  water,  from  which 
when  one  has  once  imbibed,  he  is  thereafter  ren- 
dered immune  from  telling  the  truth. 

7.  Arizona’s  sunshine  is  really  her  most  valu- 
able asset.  There  are  times  when  we  may  feel 
over-supplied  with  this  blessing.  Many  of  you 
know — or  some  of  you  have  seen — the  notice  upon 
the  hotel  at  Yuma:  “Free  meals  any  day  the  sum 
does  not  shine.”  During  the  past  year  there  was 
such  a.  day,  the  first  in  50  years.  Two  weeks  ago 
the  weather  bureau  announced  fog  in  Yuma — that 

^during  the  recent  political  campaign — but  was  the 
first  recorded  in  57  years. 

ACQUIRED 

1.  Arizona  ils  of  especial  interest  to  the  Archeol 
ogist  and  Ethnologist.  There  are  several  reasons 
The  oldest  building  in  the  United  States  stands 
70  miles  to  the  north  of  us — Casa  Grande- — a large 
four-story  adobe  building  which  was  in  ruins  when 
Coronado  made  his  famous  expedition  through  this 
section  in  1540. 

Arizona  and  New  Mexico  have  more  cliff  dwell- 
ings to  the  square  inch  than  any  section  of  the 
country. 

Rather  recently  we  have  been  hearing  about 
cave  dwellers.  In  some  cases  100  rooms  have 
been  un'efarthed,  usually  underneath  the  cliff  dwell- 
ings— being  several  centuries  earlier. 

Whole  villages  have  recently  been  uncovered, 
especially  in  New  Mexico,  which  must  have  ac- 
commodated over  1000  people. 

From  the  Casa  Grande  ruins,  -the  cliff  dwellings 
and  the  uncovered  villages,  evidence  is  found  of 
a civilization  centuries  before  the  birth  of  Colum- 
bus and  antedating  even  the  Aztec  and  Toltec 
periods. 

2.  Nine  males  south  of  us  stands  one  of  the 
oldest,  most  beautiful  and  best  preserved  Spanish 
Missions  upon  the  North  American  continent. 

3.  Arizona  is  of  special  interest  to  the  geolo- 
gist. The  Grand  Canyon  furnishes  the  best  illus- 
tration of  the  formation  of  the  earth’s  crust,  and, 
at  the  same  time  the  greatest  example  of  erosion 
in  the  world.  Only  a few  weeks  ago,  one  of  the 
geologists  of  the  University  stated  that  the  Tucson 
Mountains  contained  some  o-f  the  oldest  rocks  in 
America.  On  almost  the  same  day  our  archeolo- 
gist, bv  the  discovery  of  stone  implements  in  a 
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certain  stratum  of  earth,  in  Cochise  County,  is  con- 
vinced that  man  must  have  inhabited  this  sec- 
tion thousands  of  years  before  he  is  generally 
supposed  to  have  done  so. 

Only  this  week  one  of  the  leading  newspapers 
of  California  announced  that  several  members  of 
the  faculty  at  Harvard  advised  a student  desiring 
to  specialize  in  archeology  that,  in  their  opinion, 
the  most  comprehensive  course  in  that  line  could 
be  had  under  Dean  Byron  Cummings  at  the  Univer 
sity  of  Arizona,  adding  that  Dean  Cummings  was  a 
national  authority  and  that  Arizona  was  an  archeo- 
logical laboratory  in  itself.  This  reputation  must 
have  been  attractive  to  that  student,  for  he  walked 
from  Peabody,  Mass.,  to  Tucson.  Arizona,  early 
this  fall. 

4.  Out  cloudless  sky  and  clear  atmosphere  make 
this  section  unrivaled  for  the  study  of  astronomy. 
The  description  of  a comet,  designated  as  “a” 
comet  of  1910.  given  by  our  astronomer  was  the 
one  accepted  by  European  scientists. 

5.  On  the  edge  of  our  pine  forest,  already  re- 
ferred to,  stands  the  largest  saw-mill  in  the  world. 

6.  For  15  years  Arizona  has  produced  more 
copp  r than  any  other  state — producing  about  50% 
of  that  in  this  country  and  25%  of  that  produced 
in  the  world. 

At  the  completion  of  the  Roosevelt  Dam.  that 
structure  impounded  the  largest  artificial  lake  in 
the  world.  This  project  is  the  only  one  of  its 
kind  that  has  proved  unqualifiedly  successful.  Of 
course,  a region  which  permits  of  6.  8 or  10  crops 
of  alfalfa  each  year,  for  example,  is  much  more 
favorable  than  the  north,  where  one  or  two  crops 
a vear  is  the  limit. 

R At  the  time  of  admission  to  statehood — •four- 
teen years  ago — we  averaged  1%  inhabitant  to  the 
square  mile.  From  1910  to  1920  Arizona  gained 

in  population  over  63% — -exceeding  even'  other 
state.  We  still  have  room.  About  three  yqars 
ago,  a popular  monthly  magazine  gave  a resume  of 
the  medical  situation  of  the  country.  This  state- 
ment occurred;  "In  Arizona  a doctor  enjoys  the 

unopposed  practice  of  11.341  squar°  miles.”  This 
would  seem  to  give  weight  to  the  Englishman’s 
conclusion  viz.  “Tn  Arizona  there  is  absolutely 

not  a thing  but  ‘expawnse’.” 

Many  of  you  are  familiar  with  the  Irishman’s 

toast:  “Here’s  to  Arizona,  with  its  broad  rivers— 
and  no  water;  with  its  immense  herds  of  cattle — 
and  no  milk;  a region  where  one  can  look  further 
— and  see  less — than  any  state  in  the  Union.” 

I will  close  with  a personal  allusion.  In  the 
early  days  of  my  residence  here,  about  the  only 
sent  imem/t  heard  concerning  Arizona  was:  “The 

land  that  God  forgot.”  This  expression  was  heard 
quite  occasionally  ’ for  some  10  to  15  years.  No 
intimation  of  anything  to  the  contrary  made  it 
rather  natural  to  assume  that  there  must  be  some 
foundation  for  such  statements.  But  with  the 
passage  of  time,  with  the  expression  no  longer 
prevalent  and  with  the  gradual  reception  and  ap- 
preciation of  these  features  I have  enumerated 
came  slowly  quite  a radical  change  of  ideas,  l 
am  fre~  to  admit  that  I have  now  come  to  accept 
the  views  of  the  modern  theologians,  viz.,  that  the 
Creator  spent  the  whole  six  days  upon  Arizona, 
and  the  rest  of  the  world  is  a mere  happen-stance. 


BOOK  REVIEWS 

Prohibition  at  Its  Worst,  by  Irving  Fisher,  Pro- 
fessor of  Economics,  Yale  University;  author  of 
Stabilizing  the  Dollar,  The  Purchasing  Power  of 
Money,  How  to  Dive,  etc.;  The  Macmillan  Co., 
Publishers,  New  York. 

The  second  edition  of  this  book  was  needed  with- 


in a week  after  the  first  edition  was  off  the  press. 

Professor  Fisher  has  been  collecting  data  upon 
the  liquor  question  for  the  past  twenty-five  years 
and  in  this  time  he  has  radically  changed  his  atti- 
tude toward  it.  This  book  is  a direct  outgrowth 
of  the  hearings  of  the  Sub-Committee  of  the  Com- 
mittee on  the  Judiciary  of  the  United  States  Sen- 
ate in  April  of  1926. 

Professor  Fisher  frankly  states  that  he  formerly 
was  opposed  to  prohibition  but  that  be  has  been 
gradually  forced  to  the  conclusion  that  prohibition 
is  the  only  solution  of  the  liquor  question.  That 
prohibition,  which  prohibits  but  little,  has  already 
done  good,  he  says,  is  shown  by  the  fact  that  there 
are  fewer  new  recruits  among  drinkers  than  in 
pre-Volstead  days.  He  shows  most  conclusively 
that  statistics,  as  presented  generally  by  the  op- 
ponents of  prohibition,  are  falsified,  or  at  least 
made  to  tell  untruths.  He  shows  that  the  per- 
sonal liberty  leagues  are  composed  chiefly  of  the 
brewery  and  liquor  interests.  And  of  the  indus- 
tries, he  says:  ‘The  simple  truth  is,  prohibition  has 
replaced  a parasitic  industry  by  constructive  in- 
dustries.” 

Of  personal  and.  social  liberty  he  quotes  from 
Senator  Borah:  "The  man  in  the  automobile  may 
be  oDposed  to  thQ  eighteenth  amendment,  but  he 
will  instantly  discharge  a drinking  chauffeur.  The 
train  may  be  crowded  with  delegates  io  the  anti- 
prohibition  convention,  but  thev  would  mob  the 
engineer  who  would  take  a drink  while  drawing 
his  precious  freight.  The  industrial  magnate  may 
talk  critically  of  sumptuary  laws,  but  he  will  ap- 
ply them  like  a despot  to  the  man  who  watches 
over  the  driving  power  of  his  vast  establishment. 
When  safety  is  involved,  we  are  all  dry.  Where 
the  exigency  of  modern  life  demands  a clear  brain 
and  instant  decision  in  order  to  save  thousands  ot 
lives  ahd  millions  of  property,  we  are  all  drys.” 

Tn  the  chapter  entitled  the  “Social  Good.”  there 
are  numerous  statements  such  as  “Twice  as 
many  children  today  would  be  victims  of  imDroner 
bringing  on  because  of  liquor,  if  the  dry  law  were 
not  effective.”  Fifty  per  cent  of  the  aid  required 
in  homes  was  because  of  drunkenness  and  this 
cause  has  now  dropped  to  one  per  cent  of  the 
total. 

The  tact’cal  error.  Prof.  Fisher  thinks  has  been 
in  dropping  the  educational  program  and  using  a 
mere  law  enforcement  program.  He  thinks  that 
certain  facts  should  be  general  property,  for  ex- 
ample the  following:  The  influence  of  alcohol  in 
typewriting  efficiency  was  tested  bv  Dr.  Walter 
R Miles.  The  tvpists  generally  thought  the  alcohol 
made  them  work  faster  and  better,  but  Dr.  Miles 
found,  by  actual  tests,  that  without  exception  there 
was  decreased  efficiency.  The  number  of  strokes 
was  decreased  2.6  per  cent;  the  errors  increased 
39.3  per  cent  and  the  illegibility  increased  55  per 
cent.  On°  insurance  company  found  that  among 
its  policy  holders  who  used  two  glasses  of  beer  or 
one  glass  of  whiskey  daily,  the  death  rate  was 
eighteen  per  cent  above  that  among  insured  lives 
generally.  Another  company  found  the  actual  mor- 
tality among  abstainers  to  be  65  per  cent  of  the 
expected,  whereas  that  for  non-abstainers  it  is  90 
per  cent  of  the  expected. 

Regarding  the  proposition  of  light  wines  and 
beers,  he  says  they  are  intoxicating  by  nearly 
unanimous  testimony  and  h nee  cannot  be  allowed 
without  modification  of  the  amendment.  Regard- 
ing modification  of  the  amendment  he  says  to 
have  the  answer,  it  is  only  necessary  to  reflect 
that  before  national  prohibition  cam?,  thirty-five 
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states  had  already  adopted  state  prohibition  and 
that  only  thirteen  states  are  needed  to  block  re- 
peal of  the  eighteenth  amendment. 

The  question  is  propounded:  “Is  there  any  “Wet” 
optimistic  enough  to  imagine  that  he  and  his 
friends  can  convert  all  but  thirteen  states  to  his 
way  of  thinking?” 

The  average  man.  Fisher  says,  is  generally  sure 
that  alcohol  is  a stimulant,  that  beer  and  light 
wines  are  healthful,  that  his  thirst  for  them  is  nat- 
ural and  that  most  persons  can  use  liquor  in  mod- 
eration; all  four  notions  have  been  proven  false. 
Men  who  have  lived  in  Kansas  know  that  it  took 
a quarter  of  a century  for  prohibition  to  accom- 
plish much  there  and  so  it  will  take  time  to  be 
really  efficient  in  the  nation. 

The  greatest  good  can  be  accomplished  by  good 
example.  Instead  of  a slogan  of  Personal  Liberty, 
which  is  license  rather  than  liberty,  let  it  be 
“Better  Boys  and  Better  Business,”  as  it  has  been 
in  Kansas.  It  is  well  worth  waiting  for. 

Prohibition  is  here  to  stay.  Its  full  results  will 
be  attained  by  education. 

Professor  Fisher's  book  is  well  worth  the  time 
of  all  persons  interested  in  the  liquor  question; 
every  thinking  person  of  the  nation  should  be  in- 
terested in  the  question;  for  what  we  do  now  will 
affect  our  great  grand  children  most  happily  or 
most  unhappily.  Act  wet.  if  you  must,  vote  dry 
and  be  a hypocrite,  if  such  it  is,  for  the  sake  of 
future  generations.  At  any  rate  read  this  little 
book  and  be  informed  on  the  subject. 


Sixty  Years  in  Medical  Harness,  or  the  Story  of 
a Long  Medical  Life,  1865-1925,  by  Charles  Beneu- 
lyn  Johnson,  M.  D„  author  of  Muskets  and  Medi- 
cine, Medicine  in  the  Fifties,  etc.;  introduction  by 
Victor  Robinson;  Medical  Life  Press,  New  York, 
1926;  S3. 00. 

The  Medical  Life  Press  is  doing  commendable 
work  in  preserving  historical  data  of  medicine. 
Six  books  have  already  been  published. 

Dr.  Johnson  was  born  in  1?43.  He  came  into 
touch  with  medicine  first  in  1865  as  a hospital 
steward  with  an  Blinois  battalion.  There  was 
then  no  thought  of  sanitary  measures  as  we  know 
them  today.  The  study  of  medicine  consisted  of 
reading  medicine  in  a preceptor’s  office  and  then 
going  to  lectures  for  a few  months  each  winter 
for  two  years.  Between  courses  it  was  the  cus 
tom  for  students  to  practice.  This  Dr.  Johnson 
did.  His  period  between  courses  lengthened  out 
to  several  years. 

His  first  course  of  lectures  was  taken  at  the 
University  of  Michigan.  The  second  was  at  the 
Ohio  Medical  College  of  Cincinnati.  Dr.  Johnson 
tells  of  his  college  professors — of  their  foibles  and 
of  their  virtues.  He  tells  also  of  leading  medical 
men  of  the  world  for  the  latter  half  of  the  nine- 
teenth century.  His  story  of  antiseptic  surgery, 
the  germ  theory  of  disease  and  the  many  other 
medical  innovations  during  his  life  make  an  en- 
trancing story. 

His  intimate  experiences,  first  as  a student  at 
Ann  Arbor,  and  then  in  Cincinnati  and  as  a prac- 
titioner on  the  prairies  of  Illinois,  are  interesting  to 
the  extreme. 

Many  intimate  and  personal  touches  occur  all 
through  the  book.  Dr.  Johnson  spent  many  pleas- 
ant days  and.  likely,  nights  writing  this  book.  The 
reviewer  spent  a number  of  evenings  most  pleas- 
antly in  the  reading  of  it.  The  physicians  and 
others  through  the  land  who  are  interested  in  med- 


ical history  will  certainly  do  the  same  and  then 
put  this  book  in  their  collections. 

We  wish  to  extend  to  Dr.  Johnson  congratula- 
tions, for  a long  life,  on  a successful  life,  for  it 
has  been  unusually  useful,  and  on  having  written 
this  book. 


AMERICAN  COLLEGE  OF  SURGEONS 

The  American  College  of  Surgeons  Regional  Meet- 
ing of  the  Intermountain  States  will  be  held  in  Pu- 
eblo, Colorado,  April  1st  and  2nd. 

An  interesting  program  has  been  arranged.  Clinics 
will  be  held  at  all  the  Pueblo  hospitals  in  the  morn- 
ings. A scientific  program  will  take  up  the  after- 
noons. 

Drs.  Kreuscher  and  Hedblom,  of  Chicago  will  be 
guests  of  honor  on  the  scientific  program.  Each  of 
the  states  of  the  intermountain  region  will  also  be 
represented.  In  the  evenings  official  representatives 
of  the  College  from  Chicago  will  give  addresses  il- 
lustrated by  motion  pictures. 

All  members  of  the  profession  are  earnestly  in- 
vited to  attend. 


SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections 
enable  us  to  give  superior  service.  Aznoe’s  Na- 
tional Physicians’  Exchange,  30  North  Michigan, 
Chicago.  Established  1896.  Member  The  Chicago 
Association  of  Commerce. 


OFFICE  FORMS 

for  the  PHYSICIAN 


Professional  Statements 
Prescription  Blanks 

Ledger  Sheets 

We  Know  Your  Needs 


Embossed  Professional  Stationeiy 
lends  dignity  to  your  correspondence 


A.  C.  TAYLOR  PRINTING 
COMPANY 

publishers  of 

SOUTHWESTERN  MEDICINE 
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ADRENALIN, 

[EPINEPHRINE,  P.  D.  & CO.] 

The  STANDARD 


-drenalin  was  discovered  by  Parke,  Davis  & Com- 
pany in  1900,  through  the  work  of  Jokichi  Takamine. 
The  standard  of  potency  was  established  by  processes,  now 
universally  accepted,  which  were  originally  devised  in  our 
laboratories.  A combination  of  physiological  and  chem- 
ical methods  of  assay  serves  to  distinguish  Adrenalin 
Chloride  Solution,  P.  D.  & Co.,  from  suprarenal  prepara- 
tions containing  appreciable  quantities  of  low  potency 
dextrorotatory  epinephrine. 

The  experience  gained  by  an  intimate  study,  for  over  a 
quarter  of  a century,  of  the  difficulties  involved  in  the 
manufacture  and  stabilizing  of  a reliable  solution  of  the 
pure  principle  of  the  suprarenal  gland,  has  given  us  an 
advantage  over  all  other  manufacturers  of  a similar  prod- 
uct, natural  or  synthetic. 

Many  physicians  who  are  aware  of  this  fact  insist  on 
getting  Parke,  Davis  & Company’s  Adrenalin  Chloride 
Solution,  and  although  the  word  “Adrenalin”  is  sufficient 
to  identify  the  P.  D.  & Co.  product,  they  frequently  append 
the  letters  “P.  D.  & Co.”  to  the  word  “Adrenalin,”  in 
order  to  impress  the  idea  upon  those  who  fill  the  order 
that  only  the  genuine  will  be  accepted. 

A new  edition  of  our  booklet  “Adrenalin  in  Medicine ” will  be  gladly  sent 
to  any  -physician  on  request. 

Parke,  Davis  & Company 

DETROIT,  MICHIGAN 


ADRENALIN  CHLORIDE  SOLUTION  HAS  BEEN  ACCEPTED  FOR  INCLUSION  IN  THE  N.  N.  R.  BY  THB 
COUNCIL  ON  PHARMACY  AND  CHEMISTRY  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 
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15  not  tbe  same  as 

BREAST  MILK  FAT 


In  S.  M.  A.  we  have  not  only  the  same 
quantity  o 1 Fat  as  in  Breast  AFilk 

But  a Fat  which  resembles  Breast  AFilk 
Fat  in  its  chemical  characteristics. 


See  chart  hel 
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Babies  an  J CUJ  rens  Hospital  of  Cleveland 

by 

The  Iabomtomy  Products  Company 

CLEVELAND,  OHO 
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OUR  WASSERMANN  TESTS 

are  controlled  on  every  specimen  by  the 


Kahn  Precipitation  Test 

and 

all  cases  with  positive  history,  positive  Wassermann  or 
positive  Kahn  Tests  are  further  controlled  by  the 


Kolmer  Quantitative  Method 

(Ice  Box  Fixation) 


Pathological  Laboratory 

Suite  320  Goodrich  Bldg. 

Phoenix,  Arizona 


Texas  State  Medical  Association  at  El  Paso,  April  25  to  28,  1927 
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GASTRON 


A complete  gastric  gland  extract 

A clinical  resource  against  disorders  of  gas- 
tric function,  acute  and  under  strain  and 
stress  of  exhausting  disease.  Gastron  con- 
tains the  enzymes,  co-ferments,  associated 
organic  and  inorganic  constituents  of  the  en- 
tire gastric  mucosa;  is  of  standardized  pro- 
teolytic energy;  grateful,  agreeable  to  the 
stomach.  Prescribed  simply  by  the  name 
GASTRON. 

Fairchild  Bros.  S Foster 

New  York 


New  Mexico  Medical  Society,  at  Carlsbad,  May  9,  10  and  11,  1927 


Pollen  Antigens  '^ede^Le 

FOR.  HAY  FEVER 


Extensive  clinical  experience  of  physicians  in  all  sections 
of  the  United  States  has  demonstrated  during  the  past 
thirteen  years  that  hav-fever  can  be  prevented  or  alleviat- 
ed with  Pollen  Antigens  (Lederle). 

Pollen  Antigens  (Lederle)  has  been  prepared  during  the 
past  thirteen  years  by  the  method  devised  and  originated 
in  the  Lederle  Antitoxin  Laboratories.  This  method  has 
been  shown  to  provide  the  maximum  antigenic  qualities  of 
the  pollens  and  to  insure  uniform  stability  of  the  extract. 

Pollen  Antigens  (Lederle)  since  their  introduction  to  the 
medical  profession  in  1914,  have  been  standardized  by  the 
complement-fixation  method  wrhich  accurately  determines 
the  amount  of  antigenically  active  pollen  protein  in  the  ex- 
tract and  thus  insures  accurate  dosage. 

The  scheme  of  dosage  of  Pollen  Antigens  (Lederle)  with 
terminal  doses  of  3,000  pollen  units  meets  the  require- 
ments of  the  intensive  form  of  hay-fever  treatment  recom- 
mended by  Brown,  Bernton,  Kahn,  Grothaus,  and  others. 


'Material  for  Diagnostic  Skin  Tests  will  be' 
furnished  physicians  without  charge,  Illus- 
trated booklet  with  complete  information  for 
the  diagnosis  and  treatment  of  hay-fever  sent 
on  request. 
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PHOENIX,  ARIZONA. 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  proiides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 


Radium  Therapy  An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 

Deep  X-ray  Therapy — Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalization. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


We  desire  to  confer  and  cooperate  with  the  medical  pro- 
fession, and  welcome  inquiries  pertaining  to  this  work 


Rex  Duncan,  M.  D. 


E.  D.Ward,  M.  D. 
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Specialists  in 

the  Southwest 

EL  PASO,  TEXAS 

J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH,  M.  D. 

E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 

Practice  Limited  to 

Obstetrics  i 

101,  Roberts-Banner  Bldg.  El  Paso 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 

K.  D.  LYNCH,  M.  D. 

Genito  urinary  Surgery 

W.  E.  VANDEVERE,  M.  D. 

Eye.  Ear.  Nose  and  Throat 

111  Mills  Bldg.  El  Paso 

Bronchoscopy  and  Esophagoscopy 
218  Mills  Bldg.  El  Paso 

W.  R.  JAMIESON,  M.  D. 

Genito  urinary,  Skin  and  Rectal 

FRANKLIN  D.  GARRETT,  M.  D. 

Diseases 

Practice  Limited  to 

921  First  National  Bank  Bldg.  El  Paso 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

W L brown,  m d c p brown,  m.  d 

BROWN  AND  BROWN 

G.  WERLEY.  M.  D. 

Suite  101  Roberts-Banner  Bldg.  El  Paso 

Diseases  of  the  Heart 

101-2  Roberts-Banner  Bldg.  El  Paso 

H.  P.  DEADY,  M.  D. 

Special  Attention  to 

F.  P.  MILLER,  M.  D. 

Surgery  and  Gynecology 

General  Medicine  and  Surgery 

First  National  Bank  Bldg.  El  Paso 

1200  First  Nat’l  Bank  Bldg.  El  Paso 

L.  G.  WITHERSPOON,  M.  D. 

PAUL  ELY  M’CHESNEY,  M.  D. 

Plastic  Surgery 

Neurology  and  Psychiatry 

521  Mills  Bldg.  El  Paso 

311  Roberts  Banner  Bldg.  El  Paso 

JOHN  W.  CATHCART,  M.  D. 

JAMES  VANCE,  M.  D. 

and 

Practice  Limited  to 

C.  H.  MASON,  M.  D. 

Surgery 

Practice  Limited  to 

313-1  Mills  Bldg.  El  Paso 

X-Ray  and  Radium 

911  Roberts-Banner  Bldg.  El  Paso 

HOURS:  11  TO  12:30 

LESLIE  M.  SMITH,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

1029  First  National  Bank  Bldg.  El  Paso 


PHOENIX,  ARIZONA 


CHAS.  S.  VIVIAN,  M.  D. 

UROLOGY 

306  Goodrich  Bldg.  Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
407  Goodrich  Bldg.  Phoenix 


H.  T.  BAILEY,  M.  D. 

Practice  Limited  to 

Eye.  Ear.  Nose  and  Throat 

S2S  Ellis  Bldg.  Phoenix 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Skin 

224-5  Luhrs  Bldg.  Phoenix 


HARRY  R.  CARSON,  M.  D. 

Diseases  of  Children 
Heard  Building  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

014  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

503  Goodrich  Bldg.  Phoenix 


I.  L.  GARRISON,  M.  D. 

Diseases  of  Women 
Intravenous  Chemotherapy 

205-6-7  Goodrich  Bldg.  Phoenix 


H.  M.  PURCELL,  M.  D. 

Urology 

207  Goodrich  Bldg.  Phoenix 

TUCSON,  ARIZONA 


M.  C.  COMER,  M.  D.,  F.  A.  C.  S. 

Eye.  Ear.  Nose  and  Throat 
Peroral  Endoscopy  and  Uranoplasty 

Thomas  Davis  Clinic  Tucson,  Arizona 

ALBUQUERQUE,  N.  M, 

M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 
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THE  EL  PASO 
PASTEUR  INSTITUTE 

12th  Floor  First  National  Bank  Bldg. 

□ □ □ 

An  institution  for  the  preventive  treatment 
of  rabies.  Conducted  upon  strictly  ethical 
principles  and  the  technique  as  outlined  by 
Pasteur  rigidly  adhered  to. 

Established  in  1908 

Treatment  lasts  twenty-one  days 

□ □ □ 

HUGH  S.  WHITE,  M.  D. 

FRED  C.  LAMB,  Analytical  Chemist 


Waite’s  Laboratory 


Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 


PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 


The  Homan  Sanatarium 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 
Descriptive  Booklet  on  Request 

Telephone  1616 
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ALBUQUERQUE  SANATORIUM 


Located  in  the  heart  of  the  great  Southwest — the  Land  of  Sunshine.  Average 
annual  rainfall  less  than  7 inches.  Altitude  moderate.  On  the  main  line  of  the 
Santa  Fe.  j *a4|4£I 

The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern,  fire-proof  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available 

W.  A.  GEKLER,  M.  D.,  Medical  Director 
A.  L.  Hart,  M.  D.  H.  P.  Rankin,  M.  D.»  B.  J.  Weigel,  M.  D. 


Trademark 

Registered 


STORM 


Trademark 

Registered 


Binder  and  Abdominal 
Supporter 


(Patented) 


For  Men,  Women  and 
Children 

For  Ptosis,  Hernia,  Obesity,  Pregnancy,  Re- 
laxed Sacroiliac  Articulations,  High  and  Low 
Operations,  Floating  Kidneys,  Etc. 

Ask  for  36-page  Illustrated  Folder 

Mai]  orders  filled  at  Philadelphia  only — within  24  hours 

Katherine  L.  Storm,  M.  D. 

Originator,  Patentee,  Owner  and  Maker 
1701  Diamond  Street  PHILADELPHIA 


Trade 

Mark 

Reg. 


Trade 

Mark 

Reg. 


Providence 

H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage Physicians  and  nurses  In  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 


B-D  PRjDBUCT 

oMudc  For  the  Profession 

A NEW  B-D  PRODUCT --E  R U STO--The  Needle  That  Never  Rusts 

ERUSTO  Needles  are  the 
result  of  years  of  research 
and  effort  to  produce  a hy- 
podermic  needle  which  will 
resist  rust  and  corrosion 
yet  meet  all  requirements 
for  strength,  temper  and 
keen-cutting  points. 

ERUSTO  Needles  are 
made  from  a special  steel 
alloy  produced  under  the 
Firth  Brearley  patents  and 
subjected  to  the  most  rigid 
inspections  and  tests  by  the 
makers  of  the  well-known 
“Yale  Quality”  steel  needles. 


ERUSTO  Needles  are  made 
in  every  size  and  style  for 
which  there  is  an  appreci- 
able demand. 

Please  send  me  Price  List  and  Free  Sample  Erusto  Needle. 

(Please  give  your  Dealer’s  name.) 

Name  

Address  

Dealer’s  Name  

BECTON,  DICKINSON  & CO. 

RUTHERFORD.  N.  J. 

Makers  of  Genuine  Lner  Syringes,  Yale  Quality  Needles,  B-D  Thermometers, 

Ace  Bandages,  Asepto  Syringes,  Sphygmomanometers  and  Stethoscopes. 


ONE  DOZEN 
GAUGE  ... 


B-D 

ERUSTG- 

HYPODERMIC  NEEDLES 

FIRTH  BREARIY  STAINLESS  STEEL 

Brcton  Dickinson  A Co. 

RUTHERFORD,  N.J , 
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Southwestern  Surgical  Supply  Company 


No.  11  North  Third  Ave. 
Phoenix,  Arizona 

X-rav  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


320  Texas  St. 
El  Paso,  Texas 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc. 


ANNOUNCEMENT 

We  have  just  opened  a store  at  No.  11  North  Third  Ave.,  Phoenix,  Arizona,  and  the 
Profession  is  cordially  invited  to  call  and  inspect  our  stock. 

Exclusive  Sales  and  Service  Agents  in  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.— X-RAY  APPARATUS. 


We  are  also  agents  for  some  of  the  leading  manufacturers  of  Physio-Therapy  equip- 
ment, including — 

Hanovia  Chemical  & Mfg.  Co. — Quartz  Lamps 
Liebal-Florsheim  Co. — Physio-Therapy 
H.  G.  Fischer  & Co. — Diathermy  Machines 
Engeln  Electric  Co. — Diathermy  & X-ray  Machines 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 
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As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Try 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluoreseein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


Keeps  the  underarms 


THE  NONSP1 

2652  WALNUT  STREET 
KANSAS  CITY,  MISSOURI 


Name 

Street. 


Send  free  NONSPI 
samples  to: 


SPECIAL  ATTENTION  UROLOGISTS 

We  are  now  carrying-  a very  complete  stock  of  the 
products  of  the  Eynard  Factory  in  Paris,  consisting  of 
catheters  and  bougies,  both  urethral  and  ureteral  in  a 
variety  of  sizes  and  styles. 

Telephone  orders  given  prompt  attention.  We  will 
be  glad  to  take  care  of  your  patient’s  needs  for  this 
class  of  goods. 

KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Everything  for  the  hospital  and  doctor. 

A good  stock  of  Kny-Scheerer,  Haisiam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  of  Stille-Scanlon  Company. 
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The  Management  of  an  Infant’s  Diet!  ^Wjju^ 


Mellin’s  F ood — A Milk  Modifier 

Constipation 

It  is  common  observance  among  physicians  who  use  Mellin's  Food  as  a modifier  of  milk 
for  infant  feeding  that  their  baby  patients  are  seldom  troubled  with  constipation,  and  if  this 
annoying  symptom  does  occasionally  appear  it  is  easily  corrected  by  increasing  the  amount 
of  Mellin’s  Food  in  the  daily  mixture  or  by  some  other  slight  readjustment  of  the  formula. 

Some  fault  in  the  arrangement  of  the  food  formula  is  practically  always  the  cause  of  con- 
stipation, so  it  seems  logical  to  overcome  the  difficulty  by  rearranging  the  food  elements  to  a 
more  perfect  balance  rather  than  to  employ  medical  means,  which  at  best  afford  temporary 
relief  only. 

In  a pamphlet  entitled,  "Constipation  in  Infancy",  the  common  causes  of  constipation 
are  set  forth  for  the  physician's  consideration,  also  practical  suggestions  for  their  correction. 
All  of  the  matter  presented  is  based  upon  observation  extending  over  a long  period  and  will 
prove  of  good  service  to  every  physitian  interested  in  the  subject. 

A copy  of  the  pamphlet  will  be  sent  promptly  upon  request.  Samples  of  Mellin’s  Food 
also  if  desired. 


Mellin’s  Food  Co.,  17s7trsr  Boston,  Mass, 
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STOVARSOL 


(REG.  U.  S.  PATENT  OFFICE) 


Acetylamino-oxyphenylarsonic  Acid 

Indicated  in  Amebic  Dysentery 

Accepted  by  Council  of  Pharmacy  and  Chemistry  A.  M.  A. 

Distributed  in  bottles  of  25  tablets,  each  tablet  0.25  grams 
May  be  obtained  through  your  druggist 


Literature  furnished  on  request 


MANUFACTURED  BY 

POWERS-WEIGHTMAN-ROSENGARTEN  CO. 

New  York  PHILADELPHIA  St.  Louis 
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These  Representatives  are  proud  of  their 
work,  proud  of  their  House,  and  the  Prod- 
ucts which  bear  its  name.  Physicians 
everywhere  recognize  their  helpfulness  and 
are  ever  pleased  to  welcome  then'. 


SQUIBB  Professional  Service  Representa- 
tives are  serving  thousands  of  physicians 
yearly,  bringing,  as  they  do,  valuable  infor- 
mation concerning  improvements  on  old- 
established  products,  and  vital  facts  con- 
cerning recent  discoveries 


Prevent  Hay  Fever — - before  Spring  Pollens  come 


“YES,  Spring  is  here  once  more  — 
and  with  it  comes  the  annual  recur- 
rence of  Hay  Fever  among  many 
of  my  patients.” 

“This  is  just  the  time  to  immun- 
ize them,  Doctor.  In  the  majority 
of  cases  you  w ill  find  that  Hay 
Fever  can  be  prevented,  or  its 
symptoms  alleviated,  by  treatment 
with  Squibb’s  Pollen  Allergen  Sblu- 
tions  before  the  pollens  appear.” 
“The  House  of  Squibb  also  sup- 
plies the  means  for  determining  the 
offending  pollens,  does  it  not?  ” 
“Yes,  we  can  supply  the  necessary 
Diagnostic  Pollen  Allergen  Solu- 


tions, and  we  shall  be  pleased  to 
supply  you,  without  charge,  with  a 
reasonable  number  of  these  Diag- 
nostic Solutions.” 

“Treatment  of  Hay  Fever  should 
commence  four  to  six  weeks  before 
the  expected  onset  of  the  usual 
seasonal  symptoms.” 

“Solutions  of  the  pollen  proteins 
whichare  the  most  frequent  causesof 
Hay  Fever  are  supplied  in  T reatment 
Sets,  consisting  of  ten  graduated 
doses,  and  ampuls  of  sterile  SaltSolu- 
tion  for  making  the  necessary  dilu- 
tions. Squibb  Pollen  Allergen  Solu- 
tions are  also  supplied  in  5 cc.  vials." 


SOLARGENTUM  SQUIBB 
contains  approximately  20  per 
cent,  of  pure  silver  in  colloidal 
form.  Non-hygroscopic  under 
ordinary  conditions;  non-irri- 
tating in  any  concentration; 
stable  in  solution. 

•NEOCINCHOPHEN  SQUIBB 
A superior  uric-acid  eliminant, 
antipodagric,  antirheumatic 
and  analgesic.  Tasteless  and 
less  irritating  than  Cinchophen 
to  the  stomach  and  kidneys. 

AMPULS  STERILE  ERGOT 
SQUIBB 

In  sterile  aqueous  solution  for 
hypodermic  or  intramuscular  in- 
jection. Physiologically  tested. 
Stable  and  free  from  inert  ex- 
tractive. Offered  in  1 cc.  am- 
puls in  boxes  of  6. 


-#H[  For  Further  Information  Write  to  Professional  Service  Department  ]H*~ 

IR:  Squibb  Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


Nearest  Squibb  Biological  Depot 
728  South  Hill  St.,  Los  Angeles,  California 


Correct  refrigeration  of  Biological  Products  is  vital  to  their  potency  and  efficacy.  Insist  that  the  source  of  your  supply  be  equipped 

with  adequate  refrigerating  facilities 
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HAY  FEVER 


All  Sections — NORTH— EAST— SOUTH— WEST  All  Seasons 


The  Arlington  Chemical  Company 

Yonkers,  New  York 


Literature  with  List  of  Pollens  for  Any  Section  and  Any  Season  on  Request 


Arlco-Pollen 

Extracts 

made  available  for  the  first  time 
a proper  assortment  of  individ- 
ualized  diagnostic  and  treatment 
pollen  extracts  and  thereby  made 
possible  also  for  the  first  time  dif- 
ferential diagnoses,  specifictreat- 
ment  and  the  development  of  an 
authentic  literature. 

The  number  and  diversity  of 
pollens  have  been  constantly  in- 
creased until  they  now  cover  the 
more  essential  requirements  of 
the  entire  country. 


Arlco-F  alien  Staff  Collector  in  the  Rockies 


ArlcoPollen 

Extracts 

were  originated  to  assure  the 
scientific  study  of  hay  fever— pre- 
viously impossible — owing  to 
the  lack  of  individualized  diag- 
nostic material  or  specific  treat- 
ment extracts.  And  the  accom- 
panying pictures  illustrate  the 
first  steps  necessary  to  be  taken, 
both  far  and  wide,  to  assure  that 
our  variety  of  pollens  shall  cover 
all  sections  and  all  seasons,  ade- 
quately and  accurately. 


Arlco-Pollen  Shedding  Station  in  the  Rocky  Mountains 


THE  MENNINGER  PSYCHIATRIC  HOSPITAL 


LIVING 

ROOM 

The  living 
rooms  are 
large,-,  quiet, 
with  a cozy 
atmosphere 
and  home-like 
contentment. 


MAIN 

DINING 

ROOM 

The  meals 
are  attractive 
and  palatable, 
though  they 
conform  to 
the  patients’ 
needs. 


SHOWER 
AND  SPRAY 
TREATMENT 
The  shower 
and  spray 
treatments 
are  uptodate 
in  their 
hydrotherapic 
apparatus 
and  methods. 


IMMERSION 

TREAT- 

MENTS 

These 

treatments  are 
given  under 
the  direction 
of  a trained 
masseuse. 


A Private  Sanatarium 
for  the  treatment  of 
nervously  and  men- 
tally sick,  according  to 
the  most  approved  mod- 
ern methods. 

Fully  equiped  for  hydro- 
therapy, showers,  spray, 
Scotch  douche,  Sitz  bath, 
prolonged  neutral  immer- 
sions) and  electrotherapy. 

These  treatments  are 
given  by  a graduate  mas- 
seuse and  physiothera- 
pist. 

The  matron  and  super- 
visor of  the  nurses  plans 
the  attractive  meals  and 
palatable  dishes  served 
to  the  patients. 

Our  capacity  is  small 
(limited  to  fifteen  pa- 
tients), assuring  the  per- 
sonal attention  required. 

MEDICAL  STAFF: 

Chas.  F.  Menninger,  M.  D. 

Karl  A.  Menninger,  M.  D. 

Wm.  C.  Menninger,  M.  D. 

Associated  with  the 

MENNINGER  NEUROPSYCHIA- 
TRIC CLINIC 

TOPEKA,  KANSAS 


Southwestern  Medicine 

OFFICIAL  ORGAN  OF 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
NEW  MEXICO  MEDICAL  SOCIETY 
EL  PASO  COUNTY  (TEXAS)  MEDICAL  SOCIETY 


THE 

MEDICAL  AND  SURGICAL  ASSOCIATION 
OF  THE  SOUTHWEST 

Volume  XI. 

APRIL,  1927 

No.  4 

ANNUAL  SUBSCRIPTION 

$2 

Entered  at 

SINGLE 

the  Postoffice  at  Phoenix,  Arizona,  as  second  class  matter. 

COPIES 

25  CENTS 

"Acceptance  for  mailing 

at 

special 

rate  of  postage  provided  for  in  section  1103,  Act  of 
authorized  March  1,  1921." 

October 

3.  1917. 

EARLY  MEDICAL  CONDITIONS  IN 
ARIZONA 

W.  V.  WHITMORE,  M.  D„ 

Tucson,  Arizona 

Read  before  the  Pima  County  Medical  Society, 
January.  1926. 

In  making  a survey  of  a third  of  a cen- 
tury, I can  hope  to  hit  only  the  high  places. 
My  coming  to  Tucson  was  one  of  the  re- 
sults of  the  murder  of  Dr.  J.  C.  Handy  in 
this  city  in  September,  1891.  Bad  feeling 
had  been  engendered  between  the  doctor 
and  Francis  J.  Heney — then  a young  law- 
yer here — because  the  latter  had  taken 
the  case  of  Mrs.  Handy  for  divorce  against 
the  doctor,  after  every  other  lawyer  in  the 
city  had  declined.  The  report  is  that  for 
a year,  whenever  Heney  happened  to  be 
within  the  sound  of  Dr.  Handy’s  voice,  loud 
threats  were  made  against  the  lawyer.  I 
suppose  Mr.  Heney  is  the  only  person  who 
knows  just  what  happened  that  Septem- 
ber forenoon,  when  the  two  met  at  the 
southeast  corner  of  the  Court  House  lawn. 
The  result  of  the  meeting  was  that  Dr. 
Handy  was  shot.  He  was  taken  to  his 
home.  Dr.  Goodfellow  at  Tombstone  was 
telegraphed  for.  A special  engine  brought 
him  from  Fairbanks.  Some  twenty  per- 
forations were  found  in  four  or  five  feet 
of  the  small  intestine  and  Dr.  Handy  died 
upon  the  table. 

The  Southern  Pacific  officials  persuaded 
Dr.  Goodfellow  to  move  to  Tucson,  where 
he  at  once  became  Division  Surgeon.  My 
former  demnostrator  of  anatomy,  Dr.  I.  B. 
Hamilton,  of  Los  Angeles,  took  Dr.  Good- 
fellow’s  place  in  Tombstone.  The  follow- 
ing March,  Hamilton  wrote  me  that  he  ex- 
pected to  join  Goodfellow  here  in  Tucson 
and  wished  me  to  go  to  Tombstone.  After 
some  two  weeks  of  correspondence,  he  de- 
cided to  remain  in  Tombstone  and  I came 
here. 

A word  as  to  local  conditions  at  that 
time.  I made  the  sixth  physician  in  Tuc- 
son. Dr.  Goodfellow  had  been  here  seven 
months;  Dr.  Fenner,  some  ten  years:  Dr. 
Matas,  the  father  of  Rudolph,  had  prac- 


ticed here  eight  years ; Dr.  Spencer  had 
been  here  several  years — after  twenty  years 
in  mercantile  life  in  California;  and  Dr.  J. 
T.  Green,  a young  man,  tuberculous,  died 
during  my  first  year  here. 

St.  Mary’s  Hospital,  opened  twelve  years 
before,  was,  at  the  time  of  my  arrival — 
like  the  University  of  Arizona — an  institu- 
tion of  one  building,  the  central  stone  build- 
ing. The  sisters  lived  in  an  adobe  house 
on  the  north  side  of  St.  Mary’s  road,  just 
outside  the  Hospital  grounds  proper.  In 
this  building  the  nursery  or  orphanage  was 
maintained  for  years.  My  understanding 
is  that  there  was  no  operating  room  at  St. 
Mary’s  until  Dr.  Goodfellow’s  arrival,  for  I 
distinctly  recall  the  surgical  nurse  telling 
me  that  Dr.  Handy  attended  to  dislocations, 
fractures  and  amputations  on  the  bed  in 
the  room  or  ward. 

I think  we  may  conclude,  then,  that  there 
was  very  little  surgery,  as  we  understand 
the  word  today,  attempted  in  this  vicinity 
in  those  earlier  days.  Until  Dr.  Goodfel- 
low’s removal  to  San  Francisco  in  1896, 
Dr.  Fenner  did  no  surgery,  preferring  fam- 
ilv  rractice.  Bnf  when  he  succeeded  Dr. 
Goodfellow  as  Division  Surgeon  here,  he 
began  to  do  considerable  surgery. 

Not  for  years — I would  not  attempt  to 
say  how  many — after  mv  arrival,  wras  there 
a graduate  nurse  to  be  had  in  private  work 
here.  My  recollection  is  that  male  nurses 
were  occasionally  leaving  their  cards  with 
us. 

Dr.  Goodfellow  had  practiced  medicine  in 
Tombstone  ten  years.  In  order  to  have 
some  conception  of  the  results  of  such  a 
residence  upon  a man  of  Dr.  Goodfellow’s 
( ability,  one  must  have  some  idea  of  the 
conditions  of  that  time.  Of  course,  you  all 
know  that  Tombstone  w*as  not  always  the 
one-horse  county  seat  that  it  is  today.  Dis- 
covered in  1878  by  Ed.  Schiefflin.  it  be- 
came in  the  early  eighties  a hustling  camp. 
It  boasted  the  largest  number  of  inhabi- 
tants of  any  city,  town  or  camp  in  Arizona. 
It  then  claimed  10,000,  Tucson  having  only 
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5,000  and  Phoenix  a little  over  3,000.  At 
its  height  Tombstone  was  the  greatest  sil- 
ver mining  camp  in  the  world. 

From  all  I have  been  able  to  learn,  it 
was  also  the  toughest.  Nearly  all  the  gun- 
men of  the  West  gravitated  to  Tombstone. 
There  eventually  developed  two  rival  fac- 
tions. The  four  Earp  brothers,  who  had 
all  been  professional  gamblers,  and  Doc. 
Holliday,  a tubercular  dentist,  constituted 
one  faction.  In  the  early  eighties  one  of 
the  Earps  was  Marshal  of  Tombstone  and 
another  was  a Deputy  U.  S.  Marshal.  A 
gang  of  cowboy  outlaws,  who  refused  to  ac- 
knowledge the  local  supremacy  of  the  Earps, 
consisted  of  two  Clanton  brothers,  two  Mc- 
Lowery  brothers  and  one  or  two  others.  I 
think  there  was  very  little  to  choose  be- 
tween the  two  gangs.  The  Earps  certainly 
showed  no  great  courage  at  the  final  meet- 
ing which  led  to  almost  the  annihilation 
of  the  Clanton  gang,  attacking  the  latter 
when  they  were  peaceably  leaving  Tomb- 
stone for  their  ranch,  shooting  them  down 
practically  from  ambush  and  at  a time 
when  they  knew  that  two  of  the  Clantons 
were  unarmed,  as  the  Marshal  himself  had 
relieved  them  of  their  firearms  the  evening 
before.  But  as  two  of  the  Earps  were  so- 
called  “peace  officers,”  their  action  had 
somei  semblance  of  law  and  order,  and  it 
was  so  decided. 

A word  of  testimony  from  a man  who 
was  on  the  ground.  In  the  late  seventies 
the  Episcopal  Church  of  the  country  ap- 
pointed bishon  after  bishop  from  the  east, 
south,  and  middle  states  to  take  charge  of 
their  work  in  New  Mexico  and  Arizona. 
Not  one  of  them  ever  showed  up;  every  one 
resigned.  Finally  they  tacked  this  work 
on  to  Bishop  Hall,  who  was  in  charge  of 
California.  In  1880  he  visited  the  terri- 
tory. He  reported:  “Phoenix  is  a pleasing 
place;  Tucson  is  an  important  town  and 
Tombstone  is  the  condensation  of  wicked- 
ness.” 

With  this  little  sketch  of  conditions  in 
Tombstone,  I think  you  will  accept  the 
truthfulness  of  Dr.  Goodfellow’s  statement 
to  me  that  he  had  presumably  had  greater 
practice  in  gun-shot  wounds  of  the  abdomen 
than  any  other  man  in  civil  life  in  the  coun- 
try. And  I think  we  may  conclude  that 
this  extensive  practice  laid  the  proper  foun- 
dation, both  in  experience  and  courage,  for 
him  later  to  attempt  operations — new  both 
to  himself  and  to  every  one  else. 

I have  stated  that  there  were  no  nurses 
here.  The  result'  was  that,  as  far  as  Dr. 
Goodfellow’s  work  was  concerned,  the 
nurse’s  work  fell  upon  me.  During  the  six 


months  I served  as  his  assistant,  the  great- 
er part  of  his  surgical  operations  were  at 
the  patient’s  home.  At  8 o’clock  on  the 
morning  of  the  operation  I left  the  office 
with  a carryall  filled  with  impedimenta, 
viz. : an  old-fashioned,  small,  wooden  operat- 
ing table  and  five  large  satchels  filled  with 
instruments,  dressings,  anesthetics,  etc.  In- 
struments and  dressings  were  arranged  for 
use  upon  antiseptic  towels. 

About  the  end  of  my  first  week  here 
came  our  first  operation.  The  wife  of  a 
railroad  man  had  been  confined  by  Dr. 
Spencer  six  weeks  before.  Infection  fol- 
lowed and  Dr.  Goodfellow  removed  ovary, 
tube  and  a part  of  uterus.  My  outstanding 
recollection  of  this  case  is  that  for  about 
a week  Dr.  Goodfellow  and  T went  to  the 
house  four  times  a day  to  irrigate  that  ab- 
domen— 6 o’clock  in  the  morning,  at  noon, 
6 o’clock  in  the  evening  and  at  midnight. 
In  self  defense,  the  patient  finally  recov- 
ered. 

My  fourth  week  here  was  devoted  to 
surgical  operations.  Dr.  Goodfellow  had 
been  saving  up  cases.  He  had  his  friend — 
who  was  also  my  friend — Dr.  Francis  L. 
Haynes,  of  Los  Angeles,  come  here  and 
there  were  one  or  two  operations  a day  for 
at  least  five  days.  The  first  case  had  rath- 
er interesting  features.  It  was  the  divorced 
wife  of  Dr.  Handy — a vaginal  hysterectomy 
for  cancer  of  cervix.  Neither  of  these  sur- 
geons had  ever  performed  this  operation. 
That  was  the  day  when  large  clamps  were 
used  to  control  hemorrhage.  When  the 
surgeons  had  finished,  just  how  many 
pounds  of  steel  stood  out  into  the  world  I 
could  not  say.  The  patient  was  put  to  bed, 
instruments  were  cleaned  and  we  partook 
of  luncheon.  There  was  a persistent  oozing 
of  blood  that  worried  Drs.  Goodfellow  and 
Haynes.  About  2 o’clock  the  patient  was 
put  on  the  table,  anesthetic  given  and 
clamps  readjusted.  Before  dinner  I sneaked 
out  and  made  some  calls,  but  at  8 p.  m. 
the  procedure  was  repeated.  At  11  p.  m. 
the  surgeons  went  home,  leaving  me  in 
charge.  The  next  day  I learned  from  Dr. 
Goodfellow  that  he  had  driven  to  the  house 
at  5 o’clock  in  the  morning  expecting  that 
I would  have  all  arrangements  made  for  a 
first-class  funeral,  but  he  found  the  patient 
‘sitting  up  in  bed  and  I was  in  another  part 
of  the  house  getting  some  sleep.  The  mal- 
ignancy returned  in  some  four  months  but 
Mrs.  Handy  lived  something  over  a year 
after  the  operation. 

The  following  day  the  same  operation 
was  performed  at  St.  Mary’s  upon  a middle-, 
aged  Irish  woman  from  Bisbee.  Every- 
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thing  went  along  nicely  with  this  case. 
She  soon  returned  to  her  home  and  I know 
nothing  about  the  ultimate  results. 

A very  few  weeks  after  the  surgical 
week  an  interesting  case  came  into  St. 
Mary’s  from  Florence — a Mrs.  Trimble  with 
a six  months’  pregnancy  complicated  with 
a uterine  fibroid  about  half  the  size  of  one’s 
head.  There  were  seven  doctors  in  the  op- 
erating room;  Dr.  Goodfellow  had  invited 
Dr.  Scott  Helm  of  Phoenix.  I assume  that 
he  was  the  leading  surgeon  there.  But  very 
soon  thereafter — I think  it  was  later  the 
same  summer — Dr.  Helm  was  thrown  from 
his  horse  and  killed,  in  Los  Angeles.  Dr. 
M.  F.  Price,  of  Colton,  who  was  at  that 
time  stationed  at  Yuma,  because  of  some 
contagion  on  the  border,  was  present.  Dr. 
Spencer  gave  the  anesthetic.  I have  for- 
gotten who  the  other  two  doctors  were.  A 
rather  pathetic  feature  occurred.  When  the 
patient  had  been  returned  to  her  room,  the 
nurses  discovered,  pinned  to  her  undervest, 
a note  which  was  to  be  given  to  her  hus- 
band in  case  she  did  not  survive  the  opera- 
tion. She  remained  at  the  hospital  only  a 
little  time  and  after  a short  convalescence 
in  Tucson  returned  to  her  home. 

Those  of  you  who  were  present  at  the 
Chamber  of  Commerce  luncheon,  at  the 
time  this  society  last  entertained  thp  state 
association,  some  six  years  ago,  will  recall 
that  when  I introduced  Dr.  Cecil,  urologist 
of  Los  Angeles,  his  first  words  were  an  ex- 
pression of  pleasure  at  being  in  Tucson,  the 
home  of  Goodfellow,  the  father  of  pros- 
tatectomy. You  will  also  recall  that  I was 
able  to  throw  a little  light  upon  Goodfel- 
low’s  first  two  operations,  as  I had  given 
the  anesthetic.  This  was  in  the  winter  of 
’93.  I was  no  longer  assistant  to  Goodfel- 
low but  continued  to  give  his  anesthetics. 
Consequently  I lacked  the  intimacv  with 
these  cases  that  I had  had  with  the  former 
ones. 

The  first  patient  for  this  operation  was 
E.  B.  Gage,  a prominent  mining  man  from 
Tombstone.  Dr.  Goodfellow  used  the  scal- 
pel only  to  get  through  skin  and  perineal 
muscle.  All  further  dissection  up  to  the 
gland  and  its  enucleation  was  done  by  the 
index  finger.  In  a remarkably  short  time 
the  gland  was  delivered  intact.  It  was  just 
about  the  size  of  a chestnut  and  of  normal 
pink  color.  Some  time  after  the  operation 
I met  Mr.  Gage  on  the  corridor  of  the  hos- 
pital. He  was  as  pleased  as  a child,  stating 
that  he  could  urinate  like  a school  boy. 

Gage  had  a friend,  a prominent  attorney 
in  Chicago,  named  Eames.  He  was  at  St. 
Mary’s  a few  weeks  getting  ready  for  the 


operation.  Conditions  were  quite  different 
from  the  first  case.  Gland  was  at  lesat 
two  and  a half  times  larger,  dark  red  color 
and  quite  friable,  about  one-eighth  or  one- 
tenth  coming  away  piece-meal.  After  the 
operation — I think  it  was  during  the  first 
night — there  was  quite  an  extravasation  of 
blood  into  perineum  and  inner  aspect  of 
each  thigh.  This  had  Goodfellow  worried 
for  a while,  but  it  all  cleared  up. 

I gave  anesthetic  for  a few  other  remov- 
als of  the  prostate.  But  it  is  mv  under- 
standing that  it  was  after  Goodfellow’s  re- 
moval to  San  Francisco,  in  ’96,  that  he  paid 
special  attention  to  this  operation  and  be- 
came one  of  the  leading  authorities,  as  he 
had  been,  while  here,  the  pioneer. 

A pretty  good  idea  of  the  status  of  the 
profession  in  the  territory  may  be  gotten 
from  the  earlv  historv  of  the  Arizona  Med- 
ical Association.  This  organization  was 
formed  one  month  after  mv  arrival  in  Tuc- 
son, May,  1892.  There  already  existed  the 
Maricopa  County  Medical  Society.  At  a 
meeting  of  this  bodv  earlv  in  Mav  of  that 
year,  it  was  decided  to  invite  .all  physicians 
known  to  be  in  Arizona,  to  meet  in  Phoe- 
nix in  the  latter  part  of  that  month  to  form 
an  Arizona  Medical  Association.  Tn  re- 
sponse to  this  call  two  doctors  came  from 
Tempe,  one  from  Mesa,  one  from  Gila  Bend, 
Green  from  Tucson  and  Hamilton  from 
Tombstone.  These,  with  ten  doctors  of 
Phoenix,  participated  in  the  organization. 
Dr.  J.  Miller,  of  Phoenix,  was  elected  presi- 
dent and  Dr.  J.  T.  Green  of  Tucson,  secre- 
tary. Dr.  Dameron  became  secretary  upon 
the  death  of  Dr.  Green.  Three  of  the  char- 
ter members  still  practice  medicine  in 
Phoenix:  Dr.  H.  A.  Hughes  (second  presi- 
dent) ; Dr.  Ancil  Martin  (third  president) 
and  Dr.  L.  D.  Dameron.  (Ed.  Note:  Drs. 
Martin  and  Dameron  have  since  died.  Dr. 
Hamilton,  who  with  Dr.  Hughes,  are  the 
only  surviving  charter  members  of  the  as- 
sociation, is  practicing  in  Cananea.) 

I have  no  recollection  of  ever  hearing  of 
the  organization  until  December,  1896.  when 
I received  an  invitation  to  attend  and  to 
read  a paper  at  the  meeting  the  following 
month.  I foolishly  accepted  both  invita- 
tions. It  would  seem  that  it  had  taken 
them  five  years  to  learn  that  I was  in  Ari- 
zona. While  Dr.  Fenner  had  joined  the  As- 
sociation in  ’93,  yet  he  had  not  been  pres- 
ent, so  I had  the  distinction  of  being  the 
second  man  from  Pima  County  to  attend 
a meeting.  I was  able  to  bring  the  next 
session,  that  of  1898,  to  Tucson — the  first 
time  the  Association  had  ever  met  in  the 
Old  Pueblo.  It  now  became  the  custom  to 
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meet  in  Phoenix  every  odd  year,  during  the 
session  of  the  legislature,  and  alternating 
years  to  meet  in  Prescott  or  Tucson.  At 
my  first  attendance,  Dr.  Dameron  kindly 
furnished  me  printed  copies  of  the  proceed- 
ings and  papers  from  the  beginning.  So  I 
have  heard  or  read  all  the  papers  ever  pre- 
sented in  early  days.  I have  been  unable 
to  attend  only  three  sessions  in  twenty-nine 
years. 

First,  as  to  the  scientific  aspects  of  those 
early  meetings — the  papers  read.  Prob- 
ably most  of  you  would  consider  them  rath- 
er primitive  in  one  way  or  another,  and 
they  certainly  were  in  numbers.  At  the  or- 
ganization meeting  in  1892,  no  formal  pa- 
per was  read.  In  1893,  including  the  presi- 
dent’s address,  there  were  three  papers.  At 
the  next  three  sessions  there  were  five  pa- 
pers each.  At  the  time  of  my  first  attend- 
ance there  were  about  ten.  There  was 
quite  a lack  of  personal  investigation  or  re- 
search, to  which  we  have  become  accus- 
tomed more  recently.  But  the  papers  were, 
without  exception,  strong,  able  and  helpful. 

Those  of  you  who  hear  at  the  Arizona 
Association,  some  years  three  or  four,  other 
years  ten  or  twelve  men  of  varying  promi 
nence  in  our  profession  from  other  parts 
of  the  country,  may  conclude  that  this  has 
been  the  custom  from  the  beginning.  Far 
from  it.  It  was  ten  years  after  the  organ- 
ization before  anyone  outside  of  Arizona 
appeared  upon  the  program.  Dr.  Norman 
Bridge,  of  Los  Angeles,  was  the  first  out- 
side guest  of  the  Association — at  the  sec- 
ond meeting  held  in  Tucson,  in  1902.  Dr. 
Bridge  was  well  known  over  the  country  as 
a former  professor  of  medicine  in  Chicago. 
Early  in  his  residence  on  the  Pacific  Coast 
he  had  favorable  financial  dealings  with 
E.  L.  Doheny  in  oil.  During  the  las+  twen- 
ty years  of  his  life  he  was  a trustee  of  sev- 
eral educational  institutions  in  Southern 
California  and  was  known  as  a liberal  phil- 
anthropist. At  the  session  of  1902  he  read 
a paper  on  “The  Doctor  of  Today.”  He 
prefaced  the  paper  with  the  following  para- 
graph : 

“I  have  always  had  a great  deal  of 
sympathy  for  the  doctor  that  lives  in 
the  country,  away  from  the  great  cen- 
ters of  learning  and  conveniences,  be- 
cause I have  always  somehow  felt  that 
he  had  a hard  time  and  labored  under 
many  disadvantages.  I expected  to 
meet  over  here  in  Tucson  some  country 
doctors,  and  I suspected  that  I might 
meet  some  who  were  a trifle  old-fogy- 
ish,  such  as  I have  found  in  the  East 
in  small  towns  and  rural  districts,  but 


I have  been  greatly  surprised.  I have 
found  a medical  society  that  is  the 
equal,  in  its  intelligence,  in  the  scholar- 
ship of  the  papers  presented,  and  in 
the  discussions,  of  any  State  society 
that  I have  ever  attended.” 

This  was  his  rating  of  the  members  of 
the  Arizona  Medical  Association  twenty- 
four  years  ago. 

I might  go  even  further  than  this.  From 
1903  to  1907  or  1908,  Dr.  J.  W.  Foss  of 
Phoenix  was  secretary  of  the  Arizona 
Medical  Association.  Foss  was  an  enthusi- 
ast, particularly  of  the  Salt  River  Valley — 
so  much  so  that  we  called  him  “Alfalfa.” 
In  1907,  I think,  he  was  delegate  to  the 
A.  M.  A.  at  the  meeting  in  New  Orleans. 
You  all  know  that  when  the  meeting  is 
held  in  the  South,  it  is  some  two  months 
earlier  than  other  years.  Foss  returned 
from  that  session  about  a week  before  our 
annual  session.  He  reported  that  he  heard 
just  as  able  papers  read  at  the  Arizona  As- 
sociation as  he  did  at  the  A.  M.  A.  I rath- 
er thought  this  was  some  of  Foss’  enthusi- 
asm. You  know  the  personal  equation  has 
considerable  to  do  with  one’s  view  of  things. 
But  three  years  later,  in  1910,  I was  dele- 
gate to  the  meeting/  in  St.  Louis  and,  as 
cold-blooded  as  I am,  I returned  just  as 
enthusiastic  over  the  Arizona  papers  as 
Foss  had  been. 

I think  the  most  of  you  would  consider 
the  evening  entertainments  of  those  early 
meetings  rather  primitive.  At  the  first 
meeting  I attended  at  Phoenix  in  ’97 — and 
again  in  ’99 — we  were  given  a dinner  at  the 
Insane  Asylum.  At  the  first  meeting  held 
here,  in  ’98,  we  had  a stag  banquet  at  the 
San  Xavier  hotel.  That  stood  about  where 
the  express  office  is  at  the  station.  We 
invited  in  two  lawyers  to  da  the  talking: 
Judge  Wright,  the  father  of  John  B.;  and 
Judge  Barnes,  the  father-in-law  of  Col.  John 
H.  Martin.  We  had  seventeen  present. 

At  our  second  meeting  in  Tucson,  in  1902, 
Dr.  Fenner  entertained  us  at  his  home — the 
southeast  corner  of  Stone  and  Pennington. 
Where  Dr.  Schnabel’s  office  now  is,  was  a 
fine  lawn  and  wt  were  out  there.  At  this 
time  no  visiting  physician  had  thought  of 
bringing  his  wife,  but  the  wives  of  the  lo- 
cal men  were  included.  A delightful  time 
was  had.  I recall  that  Dr.  Duffield,  a 
prominent  physician  of  Phoenix,  was  not 
present  in  1902  but  he  was  at  the  next 
meeting  in  1904.  The  first  thing  he  said 
then  was  that  the  Phoenix  doctors  had  not 
gotten  over  telling  what  a fine  time  they 
had  at  Fenner’s. 
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At  the  next  meeting  here,  Dr.  Fenner, 
who  had  moved  to  where  Dr.  Watson  now 
lives,  planned  to  repeat  the  former  enter- 
tainment, on  a larger  scale.  But  at  the 
time  of  the  meeting  Dr.  Fenner  was  flat  on 
his  back  with  an  attack  of  appendicitis  and 
at  the  last  minute  we  had  to  go  to  the  din- 
ing room  of  the  Santa  Rita.  But  Tucson 
has  the  distinction  of  first  getting  away 
from  the  early  stag  function,  thanks  to  the 
hospitality  of  Dr.  and  Mrs.  Fenner. 

The  reason  that  I have  devoted  consid- 
erable time  to  the  Arizona  Association  and 
have  hardlv  mentioned  this  Society  is  the 
fact  that  the  Association  antedated  the  So- 
ciety by  some  twelve  years.  This  brings 
up  another  phase  not  yet  mentioned.  Un- 
til the  county  society  became  the  unit, 
about  1904,  there  was  no  organization  what- 
ever to  elect  delegates  to  the  Association 
and,  consequently,  there  was  no  House  of 
Delegates.  During  that  time,  all  business 
of  the  Association  was  transacted  by  a Ju- 
dicial Council,  consisting  of  one  doctor  from 
each  county,  appointed  by  the  president. 
He  appointed  the  members  of  the  council 
soon  after  his  election.  By  the  time  of  the 
next  meeting,  nearly  a year  later,  it  fre- 
quently happened  that  only  half  or  two- 
thirds  of  these  identical  men  would  be  pres- 
ent and  the  president  had  to  revise  his  coun- 
cil by  substituting  men  actually  present. 
For  years  after  I began  attending,  it  made 
very  little  difference  whether  I was  orig- 
inally appointed  or  not.  I usually  was;  but 
as  I would  be  the  only  man  from  Pima 
county  present  I sneaked  in.  In  1899,  when 
I was  president,  I appointed  Dr.  W.  B.  Pur- 
cell on  the  council  and  took  him  with  me 
to  the  meeting. 

For  several  years  after  its  organization 
this  Society  was  largely  a skeleton  affair. 
Of  course,  we  had  to  have  it  in  order  to 
have  any  standing  anywhere.  We  prob- 
ably had  six  or  eight  members,  but  meet- 
ings with  an  average  attendance  of  only 
four  or  four  and  one-half  would  not  con- 
duce to  great  enthusiasm.  So  we  held  an 
annual  meeting,  electing  officers  and  a del- 
egate, and  very  little  more  was  attempted. 
As  the  membership  increased,  meetings 
were  arranged  with  some  degree  of  regu- 
larity. 

I think  the  greatest  change  in  the  medi- 
cal profession  during  the  past  third  of  a 
century  is  the  multiplicity  of  specialties  and 
specialists.  This  change  is  more  notice- 
able in  Arizona  than  elsewhere,  because  of 
the  pioneer  conditions  existing  here  at  the 
beginning  of  that  period.  Dr.  Ancil  Mar- 
tin, eye,  ear,  nose  and  throat  specialist, 


came  to  Phoenix  in  1891.  For  some  twelve 
or  fifteen  years  he  was  the  only  specialist 
in  his  line  in  Arizona.  While  I do  not  think 
Tucson  now  has  more  of  these  specialists 
to  the  square  inch  than  other  localities — in 
fact,  quite  the  reverse — yet  one  can  scarce- 
ly turn  a street  comer  without  running  in- 
to from  one  to  a half-dozen  of  them. 

I will  close  with  a recital  of  an  incident 
Dr.  Goodfellow  related  to  me  thirty-four 
years  ago.  I feel  that  it  is  too  good  to  be 
lost  with  my  passing.  He  stated  that  it 
had  been  copied  into  papers  all  over  the 
country,  adding  that  he  had  been  accused 
of  being  the  perpetrator. 

A man  had  been  hung  in  Tombstone. 
The  verdict  of  the  jury  was  as  follows: 

“We,  the  coroner’s  jury  of  Tombstone, 
Cochise  County,  Arizona,  find  that  the  de- 
ceased came  to  his  death  from  emphysema 
of  the  lungs;  a disease  common  in  high  alti- 
tudes; characterized  by  an  excess  of  air  in 
the  cellular  spaces;  due  to  strangulation  or 
otherwise.” 


THE  TYPE  OF  GASTROPTOSIS  DE- 
MANDING SURGERY 

HUGH  CROUSE,  M.  D„  P.  A.  C.  S. 

El  Paso,  Texas. 

Read  at  the  Twelfth  Annual  Meeting  of  the 
Medical  and  Surgical  Association  of  the  Southwest, 
held  at  Tucisoti,  Ariz.,  Nov.  11  to  13,  1926. 

Ptosis  of  the  stomach  is  an  actual  or 
potential  pathological  condition.  The  oft- 
repeated  assertion  that  a misplacement  of 
this  vital  organ  is  of  slight  import  is  un- 
tenable. Gastric  and  intestinal  stasis  have 
been  proven  by  Keith1  to  have  a neurologi- 
cal basis,  instead  of  an  inflammatory  or- 
igin, as  asserted  by  Sir  Arbuthnot  Lane2. 
This  is  interesting  when  one  studies,  when 
one  interprets,  and  when  one  understands 
the  nerve  mechanism  of  the  stomach.  The 
existence  of  nodal  tissues  in  the  cardiac 
and  pyloric  ends,  demonstrated  by  Keith 
and  Mackenzie;  the  elucidation  of  the  in- 
trinsic nerve  mechanism  of  the  stomach, 
by  Openchowski3;  and  the  studies  of  its  ex- 
trinsic nerve  supply — covered  conclusively 
by  Cannon4,  Alvarez5,  Auer",  Borchers7  and 
Klein5 — when  understood  and  weighed,  lead 
one  to  feel  that  pathological  changes  in 
these  tissues  explain  many  of  the  odd  man- 
ifestations of  gastric  ptosis. 

The  two  leading  duties  of  the  stomach 
are  rhythmic  motion  and  secretion.  The 
motility  of  the  stomach  is  its  most  im- 
portant function.  A misplacement  lessens 
this,  and  markedly  checks  the  stomach’s 
secondary  work,  namely,  secretion.  With- 
out these  two  gastric  functions  operating  in 
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a normal  way,  local  and  far-flung  symptom 
complexes  develop.  Gastric  stasis  may  not 
be  radiologicallv  demonstrable,  or  chemi- 
cal analysis  of  gastric  contents  show  proof 
of  pathological  results  in  gastric  misplace- 
ments; and  yet,  the  patient  presents  a clin- 
ical complex  that  resists  all  forms  of  ther- 
apy until  the  stomach  has  been  returned, 
by  some  mechanical  method,  to  an  approxi- 
mately normal  position. 

The  peristaltic  movements  of  the  stom- 
ach have  been  shown  by  Cole",  Alvarez  and 
others,  to  have  a definite  systolic  and  di- 
astolic action.  The  systolic  waves  of  the 
stomach,  originating  in  the  cardiac  end,  in 
circus-like  movements,  extend  along  the  les- 
ser curvature  to  the  re-entrant  angle  of 
the  antrum,  where  they  disappear,  and 
where  the  diastolic  waves  of  the  pyloric 
antrum  neuro-muscular  structui’es  develop, 
and  peristaltically  carry  the  chyme  through 
the  pylorus  into  the  duodenum.  As  with 
the  heart,  Wilkie’s'"  recent  study  of  the 
nerve  mechanism  of  the  gall  bladder  shows 
the  extrinsic  nerve  supply  of  this  structure 
has  the  vagi  as  an  inhibitory  or  contractile 
influence,  and  the  rami  communicantes  of 
the  sympathetic  as  an  accelleratory  or  re- 
laxant action. 

Eppinger  and  Hess”  advanced  the  theory 
that  the  vagus  stimulated  the  tonus  ex- 
citability and  contractile  quality  of  the 
stomach,  and  that  the  sympathetic  system 
depressed  these  functions.  The  two  acting 
together,  they  called  the  autonomic  sys- 
tem. When  there  was  evidence  of  in- 
creased tonus,  it  was  their  opinion  that  the 
vagus  system  dominated,  and  they  denom- 
inated the  condition  vagatonic;  and  when 
the  opnosite  condition  of  tonus  existed, 
they  believed  that  the  sympathetic  system 
was  in  the  ascendancy,  and  they  spoke 
of  it  as  sympatheticotonic. 

Gradance  of  rhythmicity,  tone,  irritabil- 
ity, conductivity  and  me'tabolic  rates,  ac- 
cording to  Alvarez,  is  chiefly  responsible 
for  the  onward  and  downward  direction  of 
the  gastric  movements,  a nerve  phenome- 
non. The  amount  of  acid  chyme  that  is  al- 
lowed to  enter  the  duodenum  is  dependent 
upon  the  degree  of  acidity  that  exists  on 
the  gastric  or  duodenal  side  of  the  pyloric 
sphincter.  This,  according  to  Cannon,  is  a 
biochemical  action,  possibly  regulating  also 
the  physiological  tone  irritability  of  the 
stomach  and  first  portion  of  the  small  in- 
testine. 

Various  theories  have  been  advanced  as 
to  the  stimulus  that  sets  in  motion  the  con- 
tractile mechanism  of  the  gall  bladder,  the 
secretory  activities  of  the  pancreas,  and  the 


activities  of  the  mucosa  of  the  duodenum 
necessary  in  developing  prosecretin  and 
its  by-product,  secretin.  Theories  have 
been  advanced  that  secretin  is  carried  into 
the  circulation  and  then  returns  and  di- 
rectly acts  upon  the  pancreas,  inducing  the 
flow  of  its  secretion.  There  is  strong  evi- 
dence that  this  chyme  acidity  sets  in  ac- 
tion the  intrinsic  nerve  mechanism  of  the 
stomach,  duodenum,  and  nodal  structures 
of  the  pylorus  and  muscles  of  Oddi,  as  well 
as  the  conductivity  nerve  mechanism  that 
regulates  the  flow  of  prosecretin,  whose 
by-product,  secretin,  neutralizes,  along  with 
the  bicarbonate  of  soda  of  the  pancreatic 
secretions,  the  acid  chyme  in  the  duodenum. 
There  is  theoretic  evidence  that  this  acidity 
biochemically  stimulates  the  conductile  ac- 
tion of  the  nerve  supply  of  the  gall  bladder 
and  pancreas ; and  further  gives  to  the  in- 
trinsic nerve  mechanism  of  the  stomach, 
the  nodal  points  of  Keith  at  the  cardiac  and 
pyloric  ends,  and  the  plexus  points  of  Open- 
chowski,  the  stimulus  needed  to  develop  the 
systolic  waves  of  the  cardiac  end,  and  the 
diastolic  movements  of  antrum,  pyloric  end 
of  the  stomach  in  a definite,  rhythmic 
rate.  (Cole.) 

Nerve  drags  are  notorious  factors  upon 
nerve  functions,  particularly  their  con- 
ductivity duties.  A fish-hook  type  of  stom- 
ach, through  the  vagus  irritations  of  nerve 
drag,  induces  a cardiac  symptom  leading  to 
heart  fault  suspicion,  when  the  stomach  is 
the  mechanical  secretory  pathological  fac- 
tor. 

There  is  ample  clinical  evidence  in  the 
form  of  symptoms  and  l’adiological  findings 
to  say  that  the  first  third  of  the  duodenum 
- -a  physiological,  movable  portion  of  this 
important  small  bowel — never  is  normal  in 
function  or  form  in  gastric  ptosis.  Its  in- 
dividual secretory  structures,  and  its  cor- 
related organs  are  detrimentally  influenced 
to  a pathological  degree  by  stomach  mis- 
placements. Paroxysmal  tachycardia,  Me- 
niere’s disease,  neurasthenia  and  the  varied 
forms  of  auto-intoxication  often  have,  as 
their  etiology,  gastric  displacement. 

Two  great  forms  of  gastric  ptosis  exist. 
The  congenital — the  Glenard  case,  or  Stiller 
asthenic  habitus  form — and  the  develop- 
mental. The  splanchnoptosis  index  of 
Becher-Lennhoff  is  a very  diagnostic  fea- 
ture of  this  type.  The  distance  from  the 
jujugulum  to  the  symphysis  pubis,  divided 
by  the  narrowest  portion  around  the  ab- 
domen, multiplied  by  100  gives  the  index. 
A woman  supine  normally  should  be  75; 
standing  up,  slightly  less;  a man,  prac- 
tically always  under  75.  When  the  index  is 
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80  or  above,  then  you  have  the  classical, 
congenital  type  of  case.  This,  coupled  with 
the  peculiar  debutante  slouch,  narrow  space 
between  the  costal  margin  and  ilium, 
scaphoid  upper  abdomen,  Rovsing  sign — the 
pulsation  of  the  abdominal  aorta — narrowed 
chest,  head  swung  forward,  drooping  shoul- 
ders with  skin  changes,  neuro-asthenic 
symptomatology,  blended  together,  check 
the  symptom  complex  needed  to  complete 
the  story  of  a classical  congenital  case. 

Inspection  is  decidedly  necessary  in  the 
study  of  this  type,  palpation  accompanying 
it  serving  amply,  along  with  the  story  of 
the  patient,  without  radiological  aid,  to 
make  the  diagnosis.  The  developmental 
type  has  not  the  slouch,  but  does  have  the 
headache,  cardiac  symptoms,  colitis,  consti- 
pation, scaphoid  upper  abdomen,  pulsating 
abdominal  aorta,  classical  stasis  findings, 
and  has  a pre-existent  story  of  an  operation 
or  an  infection  within  the  pelvis,  or  an  ob- 
structive condition  of  action  of  the  omen- 
tum in  a hernia. 

A secondary  type  of  developmental  con- 
dition is  the  one  that  occurs  secondary  to 
pregnancy,  where  you  find  a marked  diasta- 
sis of  the  recti  muscles.  This  is  easily  dem- 
onstrable by  having  the  patient  supine,  and 
requesting  her  to  lift  the  head  up  from  the 
table,  without  the  aid  of  the  hands.  This 
will  produce  a distension  of  the  abdomen, 
and  by  laying  the  hands  in  the  region  of 
the  navel,  you  can  frequently  pass  the  hand 
deeply  between  the  two  recti,  ample  to  pal- 
pate the  various  structures  within  the  ab- 
domen. 

The  inflammatory,  or  rather,  adhesive 
form  of  case  must  be  studied  radiological- 
ly.  This  type  has  the  findings  of  a stom- 
ach that  cannot  be  lifted  back  into  place. 
The  congenital  and  diastatic  forms  prac- 
tically always  will  permit  such  to  occur.  In 
other  words,  it  is  a result  of  adhesions  or 
inflammatory  conditions.  This  is  the  type 
of  case  that  is  of  peculiar  interest  in  the 
presentation  of  this  paper. 

The  treatment  of  gastroptosis  is  dietary, 
medicinal,  psychological  and  mechanical. 
The  dietary  treatment  is  in  the  form  of 
fat-producing  foods.  The  medicinal  treat- 
ment is  tonics  and  very  frequently,  Trou- 
seau’s  prescription,  consisting  of  extract  of 
belladonna,  belladonna  folium,  aa  4 % grains, 
and  extract  of  gentian,  q.  s.  to  make  30  pills, 
commencing  with  one,  running  up  to  five  or 
six,  given  before  breakfast  each  morning. 
This  is  for  the  purpose  of  dealing  with  the 
vagatonic  symptoms. 

The  psychological  is  the  suggestive  form 
of  treatment,  reassurance  to  the  patient. 


Hydrotherapy  is  really  a part  of  psychology . 
Spinal  douches,  Preisnitz  compresses,  mas- 
sage, all  have  a mental  influence  outside  of 
the  skin  and  nerve  stimulus  actions. 

The  mechanical  methods  may  be  in  the 
form  of  rest,  the  foot  of  the  bed  elevated, 
external  support  in  the  form  of  belts,  or 
surgical  intervention.  The  mechanical  hand- 
ling from  a belt  angle  may  vary  from  the 
use  of  the  Curtiss,  the  Aaron,  or  the  belt 
which  I devised  about  fifteen  years  ago, 
which  has  given  me  the  greatest  satisfac- 
tion in  the  average  case.  The  Curtiss  belt 
is  out  of  the  question  in  the  excessively 
emaciated  individual. 

The  type  of  case  in  which  I am  attempt- 
ing to  interest  you,  is  the  congenital  condi- 
tion which  demands  surgery,  as  well  as  the 
diastatic  and  developmental  type-  of  case 
that  necessarily  has  to  have  surgery  as  a 
correcting  factor. 

A few  years  ago,  1“  published  a state- 
ment that  eighty-five  per  cent  of  all  cases 
of  gastric  ptosis  were  corrected  by  belts, 
tonics,  psychological  handling,  and  fat- 
producing  diet,  and  that  fifteen  per  cent 
alone  were  surgical.  It  is  now  my  belief 
that  this  is  entirely  underestimated,  and 
that  practically  every  case  of  devel- 
opmental gastroptosis,  inflammatory  or 
diastatic,  with  symptom  complex  ample  to 
urge  the  patient  to  present  himself  for 
treatment,  is  a surgical  condition.  This 
conclusion  has  been  arrived  at  through  a 
careful  tabulation  of  all  cases  under  ob- 
servation for  several  years,  treated  by  non- 
surgical  means,  compared  with  those  surgi- 
cally handled. 

The  surgical  indication  of  the  congenital 
type  is  rarely  the  hammock-form,  but 
rather,  the  fish-hook  shaped  stomach,  whose 
radiological  study  shows  a dilated  first 
third  and  angulated  second  third  of  the 
duodenum,  with  a pylorus  to  the  left  of  the 
vertebrae.  This  form  is  atonic,  has  a de- 
layed emptying  action,  and  simulates, 
through  duodenal  irritative  symptoms,  ap- 
pendicitis. The  diastatic  form  with  a ven- 
tral-hernia-like finding  demands  not  so 
much  gastric  support  attention  as  abdom- 
inal wall  fault  surgical  correction  and  post- 
operative tonic-diet  regime. 

The  inflammatory  adhesive  fixing  type 
demands  surgical  rectification,  when  the 
chief  complaint  points,  in  a symptom  com- 
plex way,  to  the  abdomen;  covering  stasis 
as  a lead,  with  its  digestive  faults,  cardiac 
irritability,  neurocirculatory  manifestation, 
blending  into  an  invalidism  condition. 

The  selection  of  operative  procedure 
varies  with  the  type  being  handled.  The 
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diastatic  is  really  ventral  hernia  procedure. 
A few,  yet  very  important  digestive  physio- 
logical actions  of  the  stomach  in  its  cor- 
related service,  must  be  weighed  in  surgi- 
cally intervening  in  gastroptosis.  The 
respiratory  movements  of  the  stomach  are 
a great  factor  in  its  normal  secretory  du- 
ties. The  fixing  of  a stomach  to  the  ab- 
dominal wall,  as  in  the  Rovsing  operation, 
or  utilization  of  the  omentum  in  creating  a 
basket  support,  as  advocated  by  Coffey, 
neutralizes  its  needed  respiratory  move- 
ment. Beyea’s  pleating  of  the  gastro- 
hepatic  omentum  avoids  such  ventral  fixa- 
tion, yet  fails  frequently  to  correct  ptotic 
stomach  fault,  due  to  the  thinness  of  the 
omental  structures  used. 

Additional  endothelial  substances  and 
other  tissues  are  demanded  to  blend  with 
this  deficient  structure  to  secure  an  ade- 
quately strong  stomach  support.  The  only 
available  near  material  is  the  function-obso- 
lete falciform  ligament.  If  one,  on  opening 
the  abdomen,  does  so  bv  making  the  inci- 
sion as  in  doing  the  Bevan  hockey-stick 
method,  high  in  the  epigastrium  as  a start- 
ing point,  then  sweeping  to  the  right  amply 
to  enter  through  the  middle  of  the  right 
rectus,  one  will  avoid  the  falciform  liga- 
ment. On  opening  the  peritoneum,  this  de- 
funct structure  can  be  readily  found  by 
sweeping  the  index  and  second  finger  down 
to  the  intra-abdominal  navel  dimple,  then 
hooking  the  round  ligament  which  carries 
the  peritoneal  wing,  the  two  blended  mak- 
ing the  so-called  falciform  ligament.  Catch- 
ing with  forceps — the  Allis  form  is  best — 
the  wing  and  round  ligament  together,  in 
the  meantime  the  assistant  rolls  outward 
the  left  abdominal  wall  part  of  the  incision; 
a full  view  of  the  entire  structure  is  thus 
developed.  Dragging  on  the  Allis  forceps 
until  tension  demonstrates  the  falciform  in 
its  entirety,  but  little  difficulty  develops  in, 
first,  scissors-snipping  of  the  navel  end,  and 
then  dragging  and  urging  out  the  left  wing 
portion,  snipping  while  dragging,  until  the 
entire  peritoneal  wing  and  round  ligament 
portions  are  separated  from  the  abdominal 
wall,  care  being  taken  to  avoid  the  detach- 
ment of  the  liver  and  diaphragmatic  por- 
tion. If  broad,  no  need  of  splitting  exists. 
If  narrow  and  thick,  such  must  be  done. 
The  ligament  then  should  be  wrapped  in 
warm  saline  gauze  and  pushed  aside.  Next, 
do  the  Beyea  pleating  technique  on  the  gas- 
tro-hepatic  omentum.  Use  20-day  No.  1 or 
30  to  40  day  No.  0 chromic  gut.  Have  both 
ends  of  gut  threaded  on  curved  needles,  or 
preferably  one  needle  curved,  the  other 
straight.  The  first,  utilize  in  the  pleating 
work;  tie,  but  do  not  cut  either  strand. 


Have  them  long.  Four  to  five  pleating  su- 
tures are  needed.  Tag  each  suture,  the  two 
strands  in  one  forcep.  Start  at  the  cardiac 
side  of  the  stomach.  Take  great  pains  not 
to  angle  the  duodenum  in  putting  in  the 
last  suture.  Let  your  tagged  sutures  lie 
down  ov£r  the  anterior  abdominal  surface 
of  the  stomach,  each  numbered  and  classi- 
fied— No.  1,  No.  2,  etc.  Lay  the  raw  sur- 
face of  the  falciform  ligament  down  on  the 
pleated  gastrohepatic  omentum,  spreading 
smoothly.  Pass  No.  1 pleating  suture,  both 
strands,  approximately  one  cm.  apart, 
through  the  spread  ligament  well  above  its 
inferior  margin,  tie  and  cut.  Repeat  to  the 
entirety  of  pleating  sutures,  as  with  No.  1. 
Tack  the  inferior  margin  of  the  falciform 
to  the  anterior  stomach  wall  as  far  from 
the  lesser  curvature  line  as  possible.  I pre- 
fer No.  0 or  00  for  the  tacking’  suture. 

This  method  of  surgically  correcting  gas- 
tric ptosis  has  been  used  by  myself,  Kellogg 
of  New  York  and  others  for  several  years. 
It  has  proven  ninety  per  cent  successful  in 
forty-eight  personally  dealt  with  cases.  No 
surgical  technique  is  letter  perfect. 

The  medical  man  who  wishes  to  weigh  all 
elements  at  fault  in  producing  the  symptom 
complex,  which  gave  the  patient  the  urge 
to  seek  a physician’s  aid,  should  consider 
gastric  ptosis  when  found  as  a potential, 
pathological  entity.  The  customary  “lais- 
sez  faire”  medical  attitude,  of  gastric  mis- 
placement being  of  little  import,  should  be 
avoided. 

For  references,  see  next  issue. 


A COMPARATIVE  STUDY  OF  ARTIFI- 
CIAL AND  NATURAL  LIGHT 

ORVILLE  EGBERT,  M.  D. 

El  Paso,  Texas 

Read  at  the  Twelfth  Annual  Meeting  of  the  Medi- 
cal and  Surgical  Association  of  the  Southwest 
held  at  Tucson,  Arizona,  Nov.  11  to  13,  1926. 

There  is  a mass  of  literature  that  has 
accumulated  in  the  past  few  years,  deal- 
ing with  both  sunlight  and  artificial  light. 
Rollier’s  enthusiasm  for  sunlight  has  been 
reflected  throughout  this  country,  and  arti- 
ficial light  has  been  pushed  with  great  zeal. 
However,  very  few  observers  have  record- 
ed anything  of  a comparative  study. 

The  influence  of  ultra-violet  light  upon 
metabolism,  particularly  on  calcium  phos- 
phorous balance,  upon  the  blood  picture 
from  every  phase,  even  to  the  extreme  that 
radiant  energy  is  absorbed  by  the  blood 
itream,  has  been  recorded  by  research 
workers.  Such  biochemical  observations 
are  interesting,  but  remain  as  yet  in  the  ex- 
perimental class. 

Gauvian1  says:  “Though  light  treatment 
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has  been  extensively  scientifically  investi- 
gated, * * * * it  should  be  remem- 

bered that  it  owes  its  origin  to  shrewd  clin- 
ical investigation  and  its  justification  to 
clinical  experience.” 

We  are  limiting  this  discussion  to  clin- 
ical observations  alone,  and  avoiding  all  clin- 
ical changes  not  proved  directly  attribut- 
able to  light.  This  practically  limits  us  to 
skin  changes.  Even  in  skin  changes  tem- 
perature, humidity,  air  and  air  motion  may 
be  influential  factors,  yet  all  agree  that 
light  does  affect  the  skin.  It  is  further 
agreed  that  skin  changes  offer  the  most 
accurate  index  to  the  favorable  or  unfavor- 
able influence  of  light  on  the  general 
health. 

The  relationship  of  the  skin  to  health  is 
best  understood  when  we  take  into  account 
its  several  functions.  Sutton’s2  textbook 
shows  the  skin  as  the  blanket  of  protection, 
as  the  heat  regulator,  and  as  an  organ  of 
secretion,  excretion  and  absorption.  He 
takes  the  arbitrary  stand  that  pigment  is 
a protection  against  the  penetration  of  light 
to  the  deeper  structures,  and  fortifies  his 
position  by  a long  list  of  dermatologists  in 
his  references.  In  that  case  light  is  an 
enemy  to  those  structures  below  the  skin 
and  its  favorable  influence  on  physiology  is 
forcing  the  organism  to  fortify  itself  with 
a primitive  skin,  self-sufficient  as  a pro- 
tector. 

OBSERVATIONS 

Five  groups  of  cases  were  studied  in  an 
effort  to  arrive  at]  some  comparative  con- 
clusions of  artificially  generated  ultra-violet 
light  and  sunlight.  The  patients  in  all 
groups  studied  were  inmates  of  the*  same 
sanatorium,  the  same  lamp  and  technic  and 
the  same  solariums  serving  all.  We  will 
not  detail  the  selection  of  cases  here. 

Group  1.  In  Group  1 the  cases  were  giv- 
en progressive  doses  of  light  on  alternate 
days  from  a mercury  vapor  lamp.  The  dos- 
age was  regulated  so  that  there  was  a slight 
erythema  three  or  four  hours  after  the  radi- 
ation. Thoj  lamp  was  in  a dark  room  so 
that  no  light  other  than  that  generated  by 
the  lamp  struck  the  nude  patient.  He  was 
kept  clothed  at  all  other  times.  The  result 
of  a few  weeks’  treatment  was  a dry,  tone- 
less, desquamating  skin,  showing  no  blush 
of  increased  capillary  circulation,  and  of  a 
dirty  grayish  hue  with  little,  if  any,  in- 
crease of  pigment  deposits.  The  dry  epi- 
dermis could  be  easily  crimpled  from  the 
corium. 

Group  2.  Group  2 received  radiations  of 
the  ultra-violet  light  combined  with  a 
daily  air  bath.  For  the  first  three  to  six 
weeks  they  received  only  the  air  bath,  pro- 


gressive' exposures  on  the  open  porch  until 
two  hours  daily  were  taken.  The  direct 
rays  of  the  sun  were  never  allowed  to  bathe 
these  patients.  At  the  end  of  such  a period 
there  were  important  skin  changes : the  epi- 
dermis seemed  to  lose  its  excess  of  dead 
cells,  a distinct  blush  due  to  the  increased 
capillary  circulation  seemed  to  come  to  the 
very  surface,  there  was  an  increase  in  the 
tone  of  the  skin,  it  bemg  harder  to  crimple 
the  epidermis  on  the  corium.  The  skin 
seemed  deep,  elastic  and  distinctly  oily. 
There  was  a slight  increase  in  pigment.  At 
this  stage  lamp  radiations  were  started, 
using  the  identical  technic  as  with  Group  1. 
The  skins  began  to  p'gment  rapidly;  did  not 
get  dry  or  desquamate ; in  fact,  the  favor- 
able changes  as  noted  above  became  daily 
more  pronounced  until  a deep,  soft  skin  with 
at  least  a second  degree  pigmentation  was 
attained. 

Group  3.  Patients  were  given  direct  sun- 
light according  to  the  Rollier  technic.  Most 
cases  developed  favorable  skins  as  evidenced 
by  softness,  increased  tone,  increased  cap- 
illary circulation,  depth  and  pigment.  A 
few  developed  pigment,  but  not  the  favor- 
able changes  of  the  majority.  A few  pa-' 
tients  of  low  vitality  developed  sun  sickness 
the  first  few  weeks.  At  the  end  of  a six 
months’  period  these  patients  had  attained 
at  least  a third  degree  pigment,  a deep  skin 
with  tone  so  increased  that  it  was  impos- 
sible to  crimp  the  epidermis  on  the  corium. 
Over  most  of  the  body  it  was  soft  and 
glistening,  due  to  the  noticeable  oil  in  the 
skin.  On  a scaling  of  four,  these  patients 
would  classify  as  third  and  fourth  degree, 
while  Group  2 would  classify  as  second  de- 
gree. 

Group  4.  Group  4 was  composed  of  a 
few  cases  that  had  attained  at  least  a third 
degree  pigmented  skin  under  sunlight.  They 
were  suddenly  withdrawn  from  sunlight 
and  an  attempt  was  made  to  hold  their  skin 
changes  with  the  quartz  lamo  alone.  The 
pigmentation  rapidly  faded,  the  skins  be- 
came dry.  toneless  and  desquamating. 

Group  5.  Group  5 was  made  up  of  pa- 
tients on  full  sunlight  with  skins  of  third 
degree,  or  more,  wrho  discontinued  insola- 
tions and  resorted  to  air  baths  and  quartz 
lamp  radiations.  They  faded  to  possibly  a 
second  degree  of  both  pigment  and  texture. 

CONCLUSIONS 

1.  The  artificially  generated  ultra-violet 
light  produces  a dry,  blanched  desquamat- 
ing skin  with  apparently  no  circulatory 
changes,  and  produces  little,  if  any,  increase 
in  pigment  deposits.  The  tonicity  and  depth 
of  the  skin  seems  affected  adversely.  Frei- 
berg’s3 conclusions,  that  the  ultra-violet  light 
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fails  to  produce  true  pigmentation,  corre- 
spond with  our  own. 

2.  The  air  bath  will  produce  what  we 
style  the  pre-pigment  changes  of  the  skin. 
The  skin  becomes  softer,  oily,  deep,  and 
has  a blush  that  shows  increased  capillary 
circulation.  There  is  an  increase  in  tonic- 
ity and  slight  increase  in  pigmentation.  The 
term  pre-pigment  does  not  accurately  de- 
scribe what  we  are  attempting  to  convey, 
for,  in  truth,  there  is  some  increase  in  pig- 
mentation, but  our  observations  are  that 
these  other  skin  changes  are  absolutely  es- 
sential before  sufficient  light  can  be  applied 
to  rapidly  increase  the  pigment.  Skin,  by 
intensive  heliotherapy,  can  be  pigmented 
without  these  other  skin  changes,  but  to 
the  detriment  of  both  the  skin  and  the  gen- 
eral health.  Our  conclusions  are  that  the 
air  bath  is  nothing  more  than  a modified 
sun  bath,  nearly  devoid  of  ultra-violet  rays. 
Therefore,  when  proper  dosage  of  artifi- 
cially generated  ultra-violet  light  is  added 
to  this  modified  sun  bath  we  are  adminis- 
tering the  entire  sun  spectrum  in  a modi- 
fied intensity.  We  believe  that  those  clini- 
cians who  fbel  that  they  are  getting  skin 
pigmentation  from  the  quartz  light  alone 
are,  in  truth,  getting  it  because  their  pa- 
tients are  receiving  uncharted  air  baths. 
LoGrasso4  emphasizes  the  necessitv  of  pro- 
viding sufficient  air  in  the  room  in  order 
to  approximate  open  air  conditions  when 
the  light  is  administered. 

3.  The  most  potent  light  energy  is  sun- 
light, and  the  sunlight  most  effective  in 
therapy  is  that  of  the  entire  spectrum. 
Rollier6  states  that  intensity  is  as  important 
as  a sunlight  rich  in  the  ultra-violet  end  of 
the  spectrum.  Therefore,  the  sunlight  of 
highest  therapeutic  value  is  one  rich  in  ul- 
tra-violet rays  and  one  of  the  greatest  avail- 
able intensity. 

4.  Those  skins  showing  the  most  marked 
changes  are  cases  receiving  sunlight  alone. 

5.  Sunlight  of  great  intensity  is  too 
violent  to  be  practical  in  low  vitality  cases. 

6.  In  those  cases  able  to  secure  marked 
skin  changes,  such  as  we  record,  the  gen- 
eral physical  changes  are  for  improvement 

CONCLUSION  AS  TO  TECHNIC 

These  conclusions  have  led  us  to  formu- 
late the  following  technic,  which  we  have 
adhered  to  for  the  past  six  months  with 
satisfactory  results:  We  start  the  patient 
on  daily  air  baths  until  we  secure  the  skin 
reaction  which  we  term  pre-pigment.  The 
patient  is  then  placed  on  the  combined  air 
bath  and  quartz  light  radiations.  We  have 
found  no  patient  unable  to  take  these  ex- 
posures, no  doubt  due  to  the  fact  there  is 


an  absence  of  depleting  heat  rays.  When 
the  skin  changes  have  progressed  to  the 
second  degree  and  the  patient  is  reacting 
favorably  in  a general  way,  the  air  bath  is 
gi’adually  replaced  by  the  sun  bath.  As  we 
progress  with  the  sun  baths,  we  gradually 
shorten  the  quartz  lamp  exposures  until  fi- 
nally the  patient  has  been  built  up  to  the 
full  daily  sun  bath. 
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In  the  light  of  recent  investigations,  from 
an  etiological  point  of  view,  two  groups 
have  to  be  distinguished  among  the  cases 
of  bronchial  asthma:  (1)  the  allergic,  (2) 
the  non-specific.  To  the  first  group  belong 
the  cases  of  allergic  nature;  to  the  second 
group  ihose  in  which  hypersensitiveness  to 
the  various  asthmatogenic  substances  can- 
not be  demonstrated.  Statistical  studies 
have  shown  that  cases  developing  at  or  be- 
fore adolescence  are  mostly  allergic ; those 
developing  in  the  later  years  are  rather 
non-specific.  In  this  connection  we  must 
not  forget  that  the  term  bronchial  asthma 
is  still  very  loosely  applied  to  various  forms 
of  paroxysmal  dyspnea,  so  that  we  may 
safely  assume  that  quite  a number  of  cases 
are  erroneously  classified  as  asthma. 

We  have  collected  in  this  hospital  in  the 
last  few  months  twenty  cases  diagnosed  as 
bronchial  asthma. 

The  study  of  the  records  of  these  cases 
reveals  the  following: 

Anamnesis:  The  age  of  the  patients 

varied  from  twenty-nine  to  forty-nine  years. 
The  duration  of  the  asthmatic  symptoms  at 
the  time  of  hospitalization  varied  from  one- 
half  to  twenty  years.  Eight  gave  a history 
of  pneumonia,  and  the  same  number,  of  an 
attack  of  influenza.  Five  were  gassed  dur- 
ing the  World  War  and  one  worked  with 
gas  fumes  during  his  training.  Only  one 
man  claimed  that  he  had  the  attacks  in  his 
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childhood  up  until  his  seventeenth  year, 
when  the  attacks  ceased,  to  appear  again 
at  the  age  of  twenty-two.  Two  patients 
stated  that  a member  of  their  family  is  also 
afflicted  with  asthma.  Five  stated  that 
they  are  suffering  from  hay  fever  in  ad- 
dition to  asthma.  Eight  claimed  that  in- 
halation of  dust  produces  a slight  attack: 
four,  that  they  experience  an  attack  in 
rainy  or  cloudy  weather;  two,  from  being 
around  horses  or  dogs;  two,  from  eating 
sweet  or  seasoned  food;  two,  from  eating 
a heavy  meal ; one,  from  working  around 
oil  meal;  one,  from  eating  or  smelling  beans 
or  bananas;  and,  finally,  one  from  eating 
very  cold  or  very  hot  meals. 

The  physical  examination  revealed  chronic 
pulmonary  tuberculosis  in  sixteen  of  these 
cases,  ten  of  which  had  a positive  sputum. 
Nine  had,  as  complications,  chronic  bron- 
chitis and  emphysema;  three,  chronic  bron- 
chitis ; one.  endocarditis ; and  one,  tertiary 
syphilis.  Deviation  of  the  nasal  septum  to 
a more  or  less  marked  degree  was  found  in 
eleven  cases ; nasal  pol^p  with  infection  of 
the  ethmoidal  cells,  and  marked  deflection 
and  a spur  of  the  septum,  in  one  case;  and 
a perforated  nasal  septum,  in  one  ca<?e. 

The  routine  radiogram  showed  enlarge- 
ment of  the  hilum  shadows  and  thickening 
of  the  bronchial  trunks  in  all  the  twenty 
cases.  In  addition  to  that,  it  disclosed  in 
the  case  of  a miner  a marked  pneumoconio- 
sis; and  an  intrathrocic  tumor  in  another 
case. 

The  routine  blood  examination  revealed 
the  number  of  eosinophiles  as  varying  from 
one  to  four  per  cent. 

The  skin  test  for  the  various  allergens 
was  performed  with  commercial  group  al- 
lergens in  fifteen  of  these  cases.  In  some 
of  the  cases  this  test  was  repeated  in  our 
institution,  it  having  been  found  negative 
prior  to  their  admission.  Only  one  case, 
and  this  a tuberculous  patient,  gave  a defi- 
nitely positive  reaction ; two  gave  slightly 
positive  reactions  and  one  was  found  who 
had  reacted  against  tuberculin  and  flour 
previous  to  his  admission. 

Considering  the  negative  results  with  the 
allergen  tests,  it  was  thought  that  the 
asthmatic  attacks  might  be  caused  by  some 
pathological  change  in  the  med’.astinum. 
and  in  each  case  the  posterior  mediastinum 
was  studied  under  the  fluoroscope.  In  four- 
teen cases  the  posterior  mediastinum  was 
not  transparent.  The  radiogram  taken  in 
the  right  oblique  position  showed  a definite 
nodular  mass  in  nine  cases,  all  of  which  be- 
longed to  the  tuberculous  group;  the  hazi- 
ness was  uniform  and  its  nature  could  not 


be  definitely  determined  in  the  remaining 
five  cases,  three  of  which  belonged  to  the 
non-tuberculous  group. 

There  are  a number  of  interesting  cases 
in  this  series,  of  which  we  desire  to  report 
the  following  three : 

Case  No.  1.  C.  I.,  36  years  old,  white,  a clerk,  was 
admitted  April  1,  1925.  Anamnesis:  He  had  pneu- 
monia in  1920  and  has  suffered  from  asthma  since 
the  end  of  the  same  year.  He  has  had  tuber- 
culosis since  1921.  He  was  treated  in  different 
hospitals  and  tested  for  the  various  allergens  and 
was  found  to  react  to  flour  and  tuberculin.  Flour 
products  were  excluded  from  his  diet  for  three 
months,  but  he  noticed  no  Change  in  his  condition. 
Later  he  was  treated  with  tuberculin,  from  which  he 
had  severe  reactions,  so  that  the  injections  had  to 
be  discontinued.  Artificial  collapse  of  the  right 
lung  was  resorted  to,  but  his  condition  became  de- 
cidedly worse,  so  that  this  kind  of  treatment  also  had 
been  discontinued.  Polyps  were  removed  from  his 
nose  and  the  turbinates  were  cauterized  at  various 
intervals,  which  treatment  gave  him  temporary  re- 
lief. Adrenalin  always  relieved  him  promptly  from 
his  attacks. 

Physical  examination  on  admission  revealed:  (1) 
chronic,  moderately  advanced,  active  pulmonary  tu- 
berculosis: (2)  bronchial  asthma;  (3)  deviation  of 
the  nasal  septum,  nasal  polyp,  spur  of  the  septum 
and  ethmoiditis  on  the  right  side. 

The  sputum  was  positive  for  tubercle  bacilli. 

Clinical  course  in  the  hospital:  In  the  beginnnig. 
the  patient  had  asthmatic  attacks  of  moderate  de- 
gree lasting  for  about  one-half  to  four  hours.  On 
windlv  and  rainy  days  the  attacks  were  more  disa 
greeable.  Later  the  attacks  became  more  severe; 
and  even  when  the  paroxysms  of  the  attacks  were 
relieved  by  adrenalin,  he  remained  dyspn-ic  for 
hours  afterward.  An  x-ray  plate  taken  in  the  right 
oblique  position  on  May  19,  1925.  showed  a very 
dense  thickening  of  the  post  rior  mediastinal  glands 
which  had  the  appearance  of  having  undergone  some 
calcification. 

Believing  that  the  treatment  of  the  focal  infection 
maintained  by  the  ethmoiditis  and  the  removal  of 
the  nasal  obstruction  caused  by  the  polyps,  might 
give  relief,  the  ethmoids  were  curetted  on  June  22. 
and  the  polyps  removed  on  June  27,  1925.  Recover- 
ing from  the  operation,  the  natient  seemed  to  be  im- 
proved for  a few  weeks,  when  he  again  started  to 
have  his  attacks.  Five  c.  c.  of  a five  per  cent  cal- 
cium chloride  solution  were  given  intravenously  for 
a few  weeks  without  any  noticeable  effect.  From 
Septemer  9,  1925,  to  September  16.  1925,  the  patient 
had  fever,  the  daily  maximum  ranging  around  39  de- 
grees C.  During  this  febrile  period  his  tuberculous 
condition  was  markedly  progressive.  The  x-ray 
plate  taken  on  September  18  1925,  showed  increased 
infiltration  and  an  area  of  softening,  undergoing 
cavity  formation,  in  the  right  apex,  which  change 
could  not  be  seen  in  the  plate  taken  six  weeks  previ- 
ously. During  this  febrile  period  the  patient  had  no 
asthmatic  attacks,  and.  except  for  a slight  general 
malaise,  he  felt  more  comfortable  than  in  previous 
period.  Since  this  time,  the  patient  has  had  repeated 
febrile  periods  during  which  he  was  always  relieved 
from  the  asthmatic  attacks. 

Case  No.  2.  W.  L W.,  aged  40.  was  admitted 
November  12,  1924.  Diagnosis:  (1)  chronic,  ad- 
vanced, active  pulmonary  tuberculosis;  (2)  syphilis, 
tertiary;  (3)  chronic  bronchial  asthma;  (4)  sligh: 
deflection  of  the  nasal  septum. 

Tubercle  bacilli  were  found  in  the  sputum. 

The  Wassermann  test  showed  a four-plus  reaction 
with  three  antigens. 

Physical  examination  revealed,  besides  the  find- 
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ings  of  a tuberculous  process,  coarse  rales  of  wheez- 
ing type,  both  expiratory  and  inspiratory,  through- 
out both  lungs,  especially  marked  at  the  base. 

The  radiogram  in  the  anteroposterior  view  re- 
vealed the  hilum  shadows  to  be  markedly  increased 
on  both  sides,  containing,  especially  on  the  right 
side,  numerous  small  and  large  calcified  areas,  and 
the  bronchial  trunks,  especially  those  toward  the 
base,  to  be  considerably  thickened.  The  x-ray  find- 
ings, in  connection  with  the  positive  Wassermann 
reaction,  point  :d  toward  the  possibility  of  a luetic 
lung  lesion. 

The  findings  of  the  x-ray  plate  taken  in  the  right 
oblique  position  were  as  follows:  “The  posterior 
mediastinal  space  shows  a dense  area,  extending 
from  the  level  of  the  5th  to  the  9th  dorsal  vertebra. 
The  shadow  is  apparently  nodular  and  is  probably 
due  to  enlarged  posterior  mediastinal  glands.  There 
are  also  noted  numerous  small  discrete  areas  of 
density  lower  in  the  mediastinal  space,  which  are 
probably  due  to  small  calcified  nodes.” 

The  patient  was  more  or  less  short  of  breath  at 
all  times,  and  had  paroxysms  of  dyspnea  of  the  ex- 
piratory type,  mostly  at  nights.  His  condition  was 
markedly  influenced  by  changes  in  weather.  He 
was  given  very  intensive  antiluetic  treatment  with- 
out any  effect  on  his  asthma.  Iodides  were  tried 
in  insreasing  doses  from  one  gram  (fifteen  grains) 
daily  to  three  grams  (forty-five  grains)  daily  for 
three  months,  but  no  change  was  noticed  in  his  con- 
dition. Intravenous  calcium  chloride  administration 
for  three  months  did  not  influence  his  asthma  at- 
tacks; but  prompt  relief  was  obtained  by  the  ad- 
ministration of  atropine  sulphate  at  the  time  of  the 
paroxysms. 

Case  No.  3.  R.  W.  R..  aged  45  years,  white, 
miner,  was  admitted  to  the  hospital  Dec.  22,  1925. 

Physical  examination  revealed:  (1)  chronic,  far 
advanced,  active  pulmonary  tuberculosis;  (2) 
chronic  emphysema  with  asthma;  (3)  severe  pneu- 
monoconiosis. 

The  sputum  was  positive  for  tubercle  bacilli.  The 
x-ray  plate  taken  in  the  right  oblique  position  show- 
ed uniform  dense  haziness  in  the  posterior  medi- 
astinal spaces. 

From  February  1 to  February  3,  1926,  the  patient 
had  very  severe  asthmatic  attacks.  On  February  3, 
he  expectorated  two  large  broncholiths,  which  ex- 
pectoration was  followed  by  a slight  hemorrhage. 
Since  the  expectoration  of  these  broncholiths,  there 
have  been  no  asthmatic  attacks. 

COMMENT 

Reviewing  our  findings  in  this  series,  we 
may  attach  some  etiological  significance  to 
the  frequency  of  pneumonia  in  the  history 
of  these  cases.  Pneumonia,  by  causing  an 
enlargement  of  the  hilum  glands,  mav  leave 
some  permanent  damage  at  the  root  of  the 
lungs,  where  the  vagi  are  distributed  into 
the  lungs ; and  these  nerves,  as  will  be 
shown  later  on,  have  some  part  in  the  de- 
velopment of  asthmatic  symptoms. 

Two  out  of  the  six  cases,  who  give  a 
history  of  having  been  gassed,  were  sick 
continuously  after  the  gassing  had  oc- 
curred, and  were  discharged  from  the  army 
on  S.  C.  D.  because  of  bronchial  asthma.  We 
can  assume,  therefore,  in  their  cases,  that 
the  gassing  played  some  part  in  the  etiol- 
ogy of  their  disease.  One  of  these  cases 
showed  also  an  enlargement  of  the  tracheo- 
bronchial glands.  In  the  third  case,  the 


one  who  worked  with  gas  fumes  during  his 
training  and  who  had  to  discontinue  train- 
ing on  account'  of  the  development  of  bron- 
chial asthma,  an  inrtathoracic  tumor  was 
afterward  detected.  This  case  shows  clear- 
ly that  gas  fumes  may  elicit  attacks  in  in- 
dividuals who  are  predisposed  to  asthma. 

In  eight  of  these  cases,  notwithstanding 
the  negative  allergen  tests,  it  is  evident 
from  their  history  (the  coincidence  of  hay 
fever  and  the  aggravation  of  their  condition 
under  the  influence  of  the  various  asthma- 
togenic  substances)  that  these  individuals 
suffer  from  some  form  of  protein  hyper- 
sensitiveness. 

The  percentage  of  cases  in  this  series 
showing  some  pathological  change  in  the 
nose  (thirteen  cases)  is  rather  large.  From 
reading  the  various  studies  dealing  with 
the  relation  of  nasal  diseases  to  bronchial 
asthma,  it  is  difficult  to  arrive  at  a clear 
conception  concerning  the  role  nasal  dis- 
eases play  in  the  etiology  of  bronchial 
asthma.  Instead  of  discussing  this  phase 
of  the  problem,  we  wish  only  to  state  that 
in  the  case  in  which  the  patient  was  re- 
lieved from  his  nasal  obstruction  and  nasal 
focal  infection,  there  was  no  material 
change  in  his  asthmatic  condition. 

It  is  difficult  to  evaluate  the  etiologic 
significance  of  emphysema  and  of  bron- 
chitis. It  is  well  known  that  bronchial 
asthma  is  often  followed  by  emphysema 
and  bronchitis  as  secondary  conditions.  On 
the  other  hand,  bronchitis  and  emphysefna 
may  produce  asthmatic  attacks  in  certain 
individuals.  In  some  instances,  however, 
as  in  one  of  our  cases,  it  will  be  found  that 
in  clearing  up  the  symptoms  of  bronchitis, 
the  asthmatic  condition  will  also  improve. 
In  these  cases  we  may  assume  that  the 
bronchitis  was  the  primary  factor  in  the 
development  of  the  asthmatic  symptoms. 

The  enlargement  of  the  hilum  shadows 
and  the  thickening  of  the  bronchial  trunks 
is  a common  roentgenological  finding  in 
cases  of  bronchial  asthma.  However,  that 
these  changes  are  not  the  primary  factor 
in  the  development  of  bronchial  asthma  is 
evident  from  the  fact  that,  while  they  are 
nearly  always  present  in  pulmonary  tuber- 
culosis, yet  the  occurrence  of  bronchial 
asthma  in  connection  with  tuberculosis  is 
relatively  rare. 

The  same  cannot  be  said  of  the  enlarge- 
ment of  the  posterior  mediastinal  glands, 
the  tracheobronchial  adenopathy,  which  we 
found  in  such  a large  percentage,  nine  out 
of  twenty  cases,  in  our  series.  Desiring  to 
compare  the  frequency  with  which  tracheo- 
bronchial adenopathy  occurs  in  non-asth- 
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matic  individuals,  we  studied  inder  the 
fluoroscope  a series  of  twenty  non-asth- 
matic cases,  five  non-tuberculous  and  fif- 
teen tuberculous  individuals,  in  various 
stages  of  the  disease.  In  this  series  we 
found  the  enlargement  of  the  posterior 
mediastinal  glands  in  only  two  tuberculous 
individuals,  ten  per  cent  against  the  forty- 
five  per  cent  found  in  our  asthmatic  series, 
and  in  only  one  was  the  posterior  mediasti- 
num uniformly  hazy. 

The  large  percentage  of  tracheobronchial 
adenopathy  in  our  asthmatic  cases  would 
point  toward  the  possibility  that  tracheo- 
bronchial adenopathy  plays  a greater  part 
in  the  etiology  of  bronchial  asthma  than 
usually  recognized.  This  assumption  gains 
in  weight  when  we  consider  the  fact  that 
the  first  symptom  of  a mediastinal  tumor 
is  very  often  an  asthmatiform  attack.  This 
assumption  is  further  in  corroboration  with 
the  theory  of  those  who  maintain  the  view 
that  th.e  asthmatic  attacks  are  produced  by 
a spasm  of  the  bronchial  muscles  due  to  an 
irritation  of  the  vagus.  We  may  assume 
that  the  enlargement  of  the  tracheobron- 
chial glands  increases  the  irritabalitv  of 
the  vagus  and  so  has  some  part  in  the 
etiology  of  bronchial  asthma. 

However,  that  the  observed  tracheobron- 
chial adenopathy  is  not  sufficient  in  itself 
to  produce  asthmatic  symptoms,  is  evident 
from  the  fact  that  we  found  it  also  in  two 
of  our  non-asthmatic  cases. 

In  the  tuberculous,  asthmatiform  attacks 
may  be  produced  by  marked  fibrosis.  As 
we  assume  that  in  case  No.  2 the  asthmatic 
attacks  were  partially  due  to  the  marked 
fibrosis. 

It  is  worth  while  to  dwell  on  the  peculiar 
observation  made  on  case  No.  1,  in  which 
instance  the  asthmatic  attack  ceased  in  the 
febrile  period.  Some  explanation  for  this 
phenomenon  can  be  found  in  the  observa- 
tion of  Longscope,  who  found  “that  in  ani- 
mals sensitized  to  two  proteins,  anaphylac- 
tic shock  to  the  one  reduces  temporarily 
the  sensitiveness  to  the  second.”  Tn  our 
case,  when  the  patient  was  most  sensitive 
to  the  tuberculotoxin  as  evidenced  in  the 
high  fever,  he  lost  his  sensitiveness  toward 
the  protein  causing  his  asthmatic  attacks. 
The  same  phenomenon  was  observed  in  an- 
other case,  who  is  relieved  from  his  asth- 
matic attacks  at  the  time  his  temperature 
rises  above  37°  C. 

Case  No.  3 illustrates  the  fact  that  the 
diagnosis  of  bronchial  asthma  is  very  often 
based  purely  on  symptomatology  and  not 
on  etiological  considerations. 

We  may  exclude  from  this  series  the  case 


in  which  the  diagnosis  of  bi'onchial  asthma 
was  made  in  connection  with  chronic  endo- 
carditis. The  detection  of  a cardiac  lesion 
is.  in  itself,  sufficient  to  account  for  the 
attacks  of  paroxysmal  dyspnea,  and,  in  ab- 
sence of  protein  hypersensitiveness,  we 
have  no  means  of  determining  that  in  .these 
cases  the  asthmatiform  attacks  are  not  due 
to  heart  failure. 

Considering  the  points  brought  out  in 
this  study,  and  reviewing  the  literature  on 
the  subject,  it  is  obvious  that  the  occur- 
rence of  bronchial  asthma  cannot  be  traced 
back  solely  to  one  factor.  Individuals  with 
protein  hypersensitiveness  (cases  of  hay 
fever,  urticaria,  angioneurotic  edema)  do 
not  always  present  asthmatic  symptoms. 
As  we  do  not  find  that  pathological  changes 
in  the  posterior  mediastinum  would  always 
produce  these  symptoms.  Whether,  besides 
the  known  etiological  factors,  we  have  to 
consider  only  the  constitution  of  the  indi- 
vidual, or  whether  we  have  to  seek  for  fur- 
ther extrinsic  factors  in  the  etiology  of 
bronchial  asthma,  must  be  left  to  further 
investigations  on  the  subject. 

SUMMARY 

(1)  Bronchial  asthma  is  a symptom 
complex  and  not  an  etiological  disease  en- 
tity. 

(2)  In  a series  of  twenty  cases  of  bron- 
chial asthma  in  nine  cases  a definite  trache- 
obronchial adenopathy,  and  in  five  ca«es  an 
abnormal  posterior  mediastinum,  was  re- 
vealed by  the  x-ray  study,  and  it  is  as- 
sumed that  this  pathological  change  plays 
some  part  in  the  etiology  of  bronchial  asth- 
ma connected  with  pulmonary  tuberculosis. 

(3)  The  roentgenological  examination 
of  the  chest,  especially  that  of  the  posterior 
mediastinum,  therefore,  cannot  be  neglect- 
ed in  the  study  of  the  etiology  of  bron- 
chial asthma. 
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ETIOLOGY 

Infection  of  the  biliary  tract  is  the  most 
common  cause  of  pancreatic  disease.  Deaver 
reported  79  cases  of  chronic  pancreatitis  at 
the  Lackenow  Hospital  and  72,  or  91  per 
cent  of  them,  showed  evidence  of  biliary 
infection;  42,  or  53  per  cent  of  this  series, 
had  calculi ; while  30,  or  38  per  cent,  had 
no  calculi. 

W.  J.  Mayo  reported  that  90  per  cent  of 
their  cases  having  acute  and  chronic  pan- 
creatitis had  been  operated  for  infected 
gall-bladder,  usually  with  stones. 

There  is  little  doubt,  according  to  Opie, 
but  that  chronic  pancreatitis  may  follow 
cholelithiasis,  even  though  no  occlusion  of 
the  pancreatic  duct  has  been  caused  by  cal- 
culi, and  may  result  from  inflammation  of 
the  duct  of  the  pancreas  accompanying 
similar  inflammatory  changes  in  the  biliary 
system.  Regurgitation  of  the  contents  of 
the  duodenum  coincident  with  a relaxed 
sphincter  of  Oddi,  or  regurgitation  of  in- 
fected or  non-infected  bile — caused  by  the 
lodging  of  stone  or  other  mechanical  ob- 
struction at  the  exit  of  the  common  bile 
duct — may  result  in  ascending  infection  of 
the  pancreatic  duct  and  infiltration  of  the 
pancreas  with  bile,  and,  in  time,  chronic 
inflammation. 

Mann  and  Giordano  state  that  chronic 
contraction  of  the  sphincter  of  Oddi  may 
cause  chronic  pancreatitis  in  rare  cases. 
Hoppe-Seeler  and  Fleiner  have  reported 
cases  of  chronic  pancreatitis  which  they 
believe  to  have  been  caused  by  arterio- 
sclerosis. They  state  that  the  pancreatic 
lesion  is  analagous  to  the  contracted  kidney 
of  arterial  disease. 

Infection  from  the  blood  and  lymph  sup- 
ply seems  abundantly  proven.  According  to 
Opie,  such  infections  may  have  their  origin 
in  an  attack  of  influenza,  typhoid  fever,  ap- 
pendicitis or  syphilis. 

' DIAGNOSIS 

Chronic  pancreatitis  may,  or  may  not,  be 
initiated  by  acute  symptoms,  such  as  oc- 
curred in  Case  4.  The  most  important 
are  those  of  disturbed  function.  The  chronic 
interstitial  form  results  in  diabetes.  The 


chronic  interlobular  form  causes  disturbed 
pancreatic  digestion. 

The  custom  of  having  patients  bring 
early  morning  specimen  of  urine  for  ex- 
amination, often  leads  to  error  in  diagnosis. 
Urine  sugar  reaches  its  highest  point  some 
two  hours  after  the  heaviest  meal  of  the 
day.  An  early  morning  specimen  is  desir- 
able, but  a specimen  passed  two  hours  af- 
ter the  heaviest  meal  of  the  day  should  be 
examined  for  sugar.  Merely  finding  sugar 
in  the  urine  is  not  sufficient.  The  blood 
sugar  level  should  also  be  obtained.  It  is 
often  sufficient  to  obtain  a specimen  of 
blood  before  the  patient  has  had  breakfast 
in  the  morning.  At  this  time  the  presence 
of  blood  sugar  above  170  mg.  per  100  c.  c. 
is  distinctly  abnormal. 

Many  times  a small  quantity  of  sugar  is 
present  in  the  urine  with  a normal  blood  su- 
gar, which  indicates  the  relatively  harmless 
functional  disturbance  called  renal  glyco- 
suria. A fasting  blood  sugar  within  the  nor- 
mal limits  is  not  positive  proof  that  at  times 
the  blood  sugar  may  not  rise  above  normal. 
Cases  having  sugar  in  the  urine  and  a nor- 
mal blood  sugar  should  be  given  a glucose 
tolerance  test.  The  diabetic  pancreas  does 
not  secrete  enough  insulin  to  keep  the  blood 
sugar  from  rising  to  an  abnormally  high 
level. 

MICROSCOPIC  EXAMINATION  OF  STOOLS 

The  passage  of  several  large  stools  a day, 
without  signs  of  intestinal  disease  such  as 
blood  and  mucus,  points  strongly  to  pan- 
creatic disease.  The  stools  are  usually  not 
watery.  In  tropical  sprue  and  tuberculosis 
of  the  mesenteric  lymph  nodes,  the  large  fat- 
containing  stools  resemble  those  of  pan- 
creatitis. In  obstruction  of  the  common  bile 
duct,  if  there  is  much  fat  in  the  diet,  the 
stools  may  resemble  those  of  chronic  pan- 
creatic disease.  The  light  color  of  the  feces 
is  significant.  If  the  amount  of  fat  is  large, 
the  stool  is  almost  white.  The  stools  of 
jaundice  are  also  fatty.  Here  it  is  possible 
to  establish  the  presence  or  absence  of  bile 
by  appropriate  tests.  Pfeilson  observed 
abundant  microscopic  fat  in  five  out  of  six 
cases  of  pancreatic  disease  in  which  the  pan- 
creatic duct  was  obstructed.  He  points  out 
that  the  stools  should  be  examined  frequent- 
ly while  the  patient  is  on  a diet  rich  in  fats, 
preferably  in  the  form  of  butter,  cream,  or 
olive  oil. 

The  finding  of  great  numbers  of  fat 
globules  in  the  stool  when  the  patient  is  on 
a standard  Schmidt  diet,  is  always  sug- 
gestive of  pancreatic  disease.  In  the  fatty 
stools  of  obstructive  jaundice,  bile  is  absent 
and  the  fat  is  present,  chiefly  in  the  form  of 
fine,  sharp  crystals  of  fatty  acid.  Undigest- 
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ed  meat  fibers  are  not,  as  a rule,  so  nu- 
merous in  chronic  diarrhea  as  in  chronic 
pancreat'tis.  In  ordinary  diarrhea  the  stools 
are  watery.  In  pancreatitis  the  stools  are 
bulky  and  pultaceous.  In  ordinary  diarrhea 
the  passage  of  food  through  the  alimentary 
tract  is  short,  while  the  time  is  usually  nor- 
mal in  pancreatic  disease. 

TEST  OF  PANCREATIC  FUNCTION 

The  examination  of  stools  following  the 
Schmidt  test  diet  is  helpful  in  determining 
the  efficiency  of  the  pancreas.  Other  tests, 
such  as  Einhorn’s  test  for  estimating  the 
amount  of  the  three  pancreatic  ferments, 
Bassler’s  test  for  estimating  quantitatively 
the  amount  of  amylase,  and  the  determina- 
tion of  the  amount  of  diastase  in  the  urine 
by  the  method  of  Wohlgemuth,  all  aid  in  the 
diagnosis. 

DIFFERENTIAL  DIAGNOSIS 

Carcinoma.  Carcinoma  of  the  pancreas 
was  first  made  a distinct  clinical  entity  by 
Chauffard  and  Furge.  They  noted:  (1)  di- 
gestive disturbance;  (2)  deepening  jaundice ; 
(3)  loss  of  weight  and  strength;  (4)  the 
pi'esence  of  a distinctly  distended  gall  blad- 
der; (5)  pain  in  the  epigastrium.  It  has 
been  observed  that  this  disease  usually  oc- 
curs in  persons  of  middle  age.  Jaundice 
associated  with  a large  palpable  gall-bladder 
indicates  malignancy.  Jaundice  not  associ- 
ated with  a palpable  gall-bladder  usually  in- 
dicates cholelithiasis.  Chauffard  especially 
emphasizes  that  the  pain  which  occurs  when 
the  carcinoma  is  in  the  body  of  the  pancreas 
has  characteristic  features  which  the  pain 
of  other  abdominal  lesions  does  not  possess. 
The  pain  he  describes  as  starting  under  the 
left  costal  margii  working  toward  the  epi- 
gastrium, deeply  situated,  sometimes  more 
severe  in  paroxysms,  and  producing  a cor- 
set constriction  sensation  most  nearly  re- 
sembling tabetic  crises.  In  the  routine  ex- 
amination of  the  pancreas,  Jesser  found  su- 
gar in  the  urine  in  only  four  out  of  ninety 
cases. 

Syphilis  of  the  Pancreas.  Lindborn  re- 
ports seventeen  cases  of  syphilis  of  the  pan- 
creas in  adults.  Ages  varied  from  twenty- 
eight  to  sixty-three  years.  He  distinguish- 
es three  forms:  chronic  indurative,  gum- 
matous, and  a sclero  gummatous  form.  He 
rarely  observed  syphilis  alone,  and  most  fre- 
quently it  was  coincident  with  hepatic 
syphilis.  The  symptoms  were  pain — mild,  or 
intense  like  hepatic  colic,  and  independent  of 
meals, — dyspepsia,  nausea,  vomiting,  loss  of 
appetite,  and  eructations.  Icterus  was  usual- 
ly present.  Cases  subjected  to  anti-syphilitic 
treatment  responded  promptly. 

Duodenal  Ulcer.  Kemp  describes  a case 
which  simulated  pyloric  ulcer  with  pyloric 


stenosis.  Operation  disclosed  a dilated  stom- 
ach with  partial  stenosis  of  the  duodenum 
from  pressure  of  ah  enlarged  head  of  the 
pancreas.  The  entire  pancreas  showed  evi- 
dence of  chronic  pancreatitis.  There  were 
no  gall  stones  in  the  common  duct  or  in  the 
gall-bladder.  The  gall-bladder  was  drained 
and  the  patient  recovered. 

Inflammatory  Tumor  of  the  Pancreas. 
There  are  several  cases  on  record  like  the 
two  reported  by  Klinkert  in  which  the  in- 
tense jaundice  and  puritis  were  apparently 
explained  by  a hard  tumor  felt  in  the  pan- 
creas. The  surgeons,  operating  after  inspec- 
tion and  palpation,  diagnosed  cancer  of  the 
head  of  the  pancreas.  Klinkert,  on  the  basis 
of  the  preceding  cholecystitis  and  urobili- 
nuria,  urged  an  anastomosis  between  the 
gall-bladder  and  stomach.  Both  of  these 
cases  recovered  after  the  anastomosis  and 
it  is  justifiable  to  assume  that  the  tumor 
of  the  pancreas  in  each  case  was  a secondary 
inflammatory  process  and  disappeared  when 
clinically  normal  conditions  were  restored 
in  the  biliary  apparatus. 

CASE  REPORTS 

I wish  to  submit  to  you,  in  brief,  four 
cases,  each  representing  a different  type  of 
pancreatitis. 

Case  1.  Pancreatitis  Following  Chronic  Gall- 
Bladder  Disease.  Recovery. 

Mrs.  J.  W. ; aged  57;  housewife.  Chief  complaint: 
Severe  abdominal  pain,  nausea  and  vomiting.  Past 
history:  At  age  of  43  years  she  had  an  abscessed  ap- 
pendix which  ruptured  through  the  vagina.  Ten 
years  later  she  was  told  that  her  chronic  indigestion 
of  many  years’  standing  could  probably  be  relieved 
by  the  removal  of  the  appendix.  But  its  removal 
did  not  relieve  her.  General  examination  of  this 
patient  was  negative  except  for  marked  muscular 
rigidity  and  tenderness  over  the  upper  right  quad- 
rant of  the  abdomen.  Leucocvtyte  count  15,000; 
polyneuclears,  80  per  cent.  A working  diagnosis  of 
chronic  cholecystitis  with  gall  stones,  was  made  by 
her  attending  physician,  on  February  7th.  The 
symptoms  of  nausea,  vomiting  and  pain  in  the 
gall-bladder  region  continued  until  February  li  th. 
On  that  day  it  was  noted  in  the  prog-ress  report  that 
she  had  severe  paui  beginning  in  the  left  flank  and 
radiating  around  under  the  left  costal  arch.  The 
pain  was  described  as  being  deep  and  lancinating  in 
character.  At  this  time  the  leucocyte  count  rose  to 
19,000.  Local  tenderness  and  muscle  spasm  became 
more  marked  under  the  left  costal  arch.  A diag- 
nosis of  probable  acute  pancreatitis  was  made.  An 
operation  was  urged  but  refused  by  patient  and  her 
husband.  It  was  desired  that  she  be  treated  expect- 
antly until  she  was  able  to  return  to  her  home  in 
Philadelphia.  Daily  intermittent  biliary  drainage 
was  given  by  means  of  the  duodenal  tube.  A week 
later  the  patient  had  greatly  improved.  Tenderness 
over  the  gall-bladder  had  practically  disappeared. 
The  leucocyte  count  and  temperature  had  reached 
normal.  She  returned  home  and  her  Philadelphia 
surgeon  reported  as  follows:  Biliary  drainage  by 

the  duodenal  tube  method  was  continued  for  three 
weeks.  She  was  operated  about  six  weeks  after  the 
onset  of  her  illness.  The  gall-bladder  was  found  to 
be  normal  in  size  and  appearance.  The  common 
duct  was  not  obstructed  (no  jaundice).  Pancreatic 
duct  tremendously  enlarged,  and  completely  blocked. 
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Great  amount  of  fat  necrosis  everywhere.  Gall- 
bladder opened  and  four  stones  removed.  The  gall- 
bladder was  not  removed.  Large  stone  was  removed 
from  pancreatic  duct.  Surgical  drainage  was  main- 
tained for  six  weeks.  Patient  left  hospital  at  end 
of  eight  weeks. 

In  this  case  the  inflammation  of  the  pan- 
creas did  not  produce  sufficient  destruction 
of  the  gland  tissue  to  cause  permanent  func- 
tional disturbance.  Patient  reported  recent- 
ly that  her  health  had  been  perfect  since  the 
operation.  It  is  probable,  of  course,  that  a 
low  grade  chronic  pancreatitis  existed  for  a 
considerable  period  before  her  acute  attack. 

Case  No.  2.  Pancreatitis  Following  Gall-Bladder 
Disease.  Partial  Recovery.  Mrs.  T.  M.  R.,  age,  52 
years;  married.  Family  history  irrelevant.  Husband 
and  two  children  in  good  health.  Past  history  negative 
History  of  present  complaint:  In  1917  patient  began 
to  feel  badly,  tired  easily,  had  a slight  rise  of  tempera- 
ture and,  occasionally,  slight  jaundice.  Her  blood 
pressure  rose  to  220  systolic,  and  she  had  several 
nasal  hemorrhages.  There  was  much  bloating  and 
distress  after  meals  and,  at  times,  loose  bowels. 
These  symptoms  continued  with  more  or  less  reg- 
ularity until  1921.  At  this  time  her  weight  was  185 
pounds,  her  systolic  blood  pressure  180,  and  she  had 
developed  a systolic  murmur  at  the  apex  of  the 
heart.  She  complained  constantly  of  distress  in  the 
upper  abdomen.  There  was  icterus  of  the  conjunc- 
tiva but  the  skin  was  not  jaundiced.  A diagnosis  of 
chronic  cholecystitis  was  made  and  operation  for 
removal  of  the  gall  bladder  was  advised.  After  re- 
moval, the  gall-bladder  showed  evidence  of  chronic 
inflammation  and  thickening  but  not  stones.  During 
convalescence  her  blood  pressure  dropped  to  140 
systolic  but  the  digestive  disturbance  continued.  The 
distress  in  the  upper  abdomen  became  more  marked 
and  there  were  copious  light  colored  stools  contain- 
ing a large  amount  of  fat.  Examination  of  the 
stomach  contents  at  this  time,  after  a test  meal, 
showed  the  acid  and  ferments  to  be  present  in  about 
normal  amounts.  Varicus  treatments  were  tried 
with  but  little  success  The  patient  continued  hav- 
ing distress  and  losing  weight.  Finally,  on  large 
doses  of  pancreatin  and  calcium  carbonate  with  re- 
stricted diet,  the  diarrhea  was  controlled.  At  the 
present  time,  (five  years  later)  her  health  is  fairly 
good,  although  her  diet  is  limited.  The  heart  mur- 
mur has  disappeared  and  the  blood  pressure  is  130 
systolic.  Here  the  damage  to  the  pancreas  was 
evidently  excessive  and  will  be  more  or  less  per- 
manent. 

Case  No.  3.  Pancreatitis  Following  Mumps.  J.  R. 
D.;  single.  Family  history  negative.  Personal  his- 
tory negative.  Complained  of  severe  pain  in  the 
left  upper  abdomen,  with  fever  and  chills.  The 
evening  before  entering  the  hospital  he  had 
retired,  after  a light  supper,  with  a feelin/g  of 
uneasiness  in  the  upper  left  abdomen.  He  had  some 
distress,  off  and  on,  all  night.  About  4 a.  m.  he 
was  awakened  with  severe  pain  in  the  epigastrium, 
accompanied  by  a chill,  and  continued  suffering 
great  pain  for  some  three  hours.  He  Was  not  nau- 
seated, did  not  vomit,  and  when  examined,  about  10 
a.  m..  he  was  still  suffering  with  pain  under  the  left 
costal  arch.  There  was  considerable  tenderness  ex- 
tending across  the  left  upper  abdomen.  Leoucocytes, 
12,000;  polyneuclears,  80  per  cent.  The  pain  and 
fever  gradually  subsided  and  after  two  or  three  days 
it  was  noted  that  he  had  marked  glycosuria.  On 
the  fourth  day  of  his  stay  in  the  hospital  he  com- 
plained of  a swollen  testicle.  Until  then  there  had 
been  no  suspicion  of  mumps.  He  had  not  thought  of 
it  himself.  On  close  questioning  he  was  reminded, 
however,  that  about  ten  days  previous  he  had  had 


temporary  soreness  on  one  side  of  the  face  and  slight 
stiffness  of  the  jaws,  but  he  was  very  busy  and  did 
not  stop  work.  During  the  time  of  the  most  acute 
pain  in  the  upper  abdomen,  patient  had  a tempera- 
ture of  103  to  104.2,  but  during  the  three  days  just 
prior  to  the  onset  of  the  orchitis,  the  temperature 
had  not  gone  above  99.  The  onset  of  the  orchitis  was 
not  accompanied  by  elevated  temperature. 

Farnam  recently  reviewed  the  literature 
of  pancreatitis  following  mumps.  The  occur- 
rence of  simultaneous  disease  in  the  paro- 
tids and  pancreas  has  been  commented  on 
by  many  of  the  older  writers.  Some  cases 
of  parotitis  accompanied  by  orchitis,  have 
been  reported.  Smachpfeffer  reported  one 
case  in  1817 ; Thomas  Sewall  one  in  1814. 
In  1836  one  case  was  reported  by  Andrei 
and  one  by  Roborta.  Fabre,  in  1887,  re- 
ported four  cases  in  which  he  believed  the 
pancreas  to  have  been  involved.  Altogeth- 
er 119  cases  have  been  described  in  medi- 
cal literature,  in  which  the  authors  claim 
to  have  observed  pancreatitis  following 
mumps.  Urine  examinations  were  reported 
in  only  a few  cases.  Sugar  was  found  in 
only  two  cases  of  the  twenty-three  in  which 
the  urine  was  examined  for  it.  It  is  stat- 
ed that  only  rarely  does  the  pancreatitis 
become  fulminating  and  require  operative 
treatment. 

Case  No.  4.  Diabetes  Following  Measles.  A.  S. 
boy,  ten  years  of  age.  Family  history  nega- 
tive. Past  history  very  good  until  August, 
1923,  when  he  had  a severe  attack  of  measles 
which  kept  him  in  bed  for  two  weeks.  He  remained 
under  weight,  tired  easily,  had  polyuria  and  exces- 
sive appetite.  His  weakness  became  so  marked  that 
a physician  was  called  about  two  months  after  the 
onset  of  the  measles  and  he  was  found  to  have  a 
large  amount  of  sugar  in  the  urine,  together  with 
diacetic  acid  and  acetone.  When  he  entered  the  hos- 
pital he  was  confined  to  bed,  and  his  weight  had 
been  reduced  from  75  to  50  pounds.  There  was  2% 
per  cent  sugar  in  the  urine  and  250  mg.  blood  sugar 
per  100  c.  c.  On  insulin  and  diet  he  became  sugar 
free  and  gained  in  weight  and  strength.  At  the 
end  of  about  three  weeks  he  returned  home  on  a diet 
containing  50  grams  protein,  70  grams  carbohy- 
drate and  111  grams  of  fat,  which  he  took  care  of 
on  a small  amount  of  insulin  with  sugar-free  urine 
and  blood-suigar  within  normal  limits.  At  the 
present  time,  (three  and  a half  years  later),  the  boy 
is  doing  well  on  a restricted  diet  with  some  insulin, 
and  his  parents  report  that  his  urine  is  usually 
sugar  free. 

Diabetes  beginning  in  a healthy  boy  at 
the  age  of  10  years,  without  some  cause  of 
disease  of  the  pancreas,  is  improbable.  We 
think  that  the  attack  of  measles  in  this 
case  was  the  important  factor  in  the  etiol- 
ogy of  the  pancreatitis  and  diabetes. 

SUMMARY 

The  majority  of  cases  of  chronic  disease 
of  the  pancreas  are  caused  by  infection  or 
stone  in  the  biliary  tract.  The  infection 
travels  by  way  of  the  lymphatics,  or  with 
infected  bile.  The  acute  infectious  diseases 
may  cause  pancreatitis.  A case  of  mumps 
has  been  added  to  the  growing  list  of  sim- 
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ilar  cases.  The  report  of  a case  of  measles 
followed  by  diabetes  indicates  that  measles 
may  also  be  a potent  factor  in  the  etiology. 
The  writer  would  urge  that  during  the 
course  of  infectious  diseases  the  possibility 
of  secondary  infection  of  the  pancreas 
should  be  borne  in  mind. 

The  results  of  treatment  depend  on  how 
much  damage  has  already  been  done  to  the 
pancreatic  tissue  at  the  time  of  beginning 
the  treatment.  It  should  be  prophylactic  or 
early.  Methods  of  treatment  are  suggested. 
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HEMATOMAS  IN  FRACTURES 

A Clinical  Case 

W.  L.  BROWN,  M.  D.,  and  C.  P.  BROWN,  M.  D„ 
El  Paso,  Texas. 

Mr.  M.  C.,  aged  24,  had  a fracture  both 
bones  of  left  forearm  about  the  junction  of 
the  middle  and  upper  third.  A very  large 
hematoma  formed  immediately.  An  anes- 
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Fig.  1: — Shows  fracture  of  both  bones  of  fore- 
arm; not  opposite  each  other. 


thetic  was  given  and  efforts  were  made  to 
reduce  the  fracture,  which  were  not  suc- 
cessful. Fig.  1. 

As  there  was  much  swelling  of  the  fore 
arm  and  hand,  in  addition  to  the  large 
hematoma,  any  further  effort  at  reduction 
was  postponed  for  two  weeks.  At  that 
time  the  hematoma  had,  to  a great  extent, 
been  absorbed. 
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Fig.  2: — Shows  perfect  reduction;  no  buried  re- 
tention material.  Comminution  of  radius  and  bridg- 
ing from  the  radius. 

Under  anesthesia  and  the  fluoroscope, 
considerable  effort  was  again  made  at  re- 
duction. This  could  not  be  accomplished. 
Incisions  were  then  made  over  each,  bone, 
and  perfect  open  reduction  made.  It  was 
not  found  necessary  to  bury  any  retaining 
material.  The  two  fractures  were  not  ex- 
actly opposite. 

The  recovery  from  the  operation  was  per- 
fect but  the  x-ray,  taken  one  month  after- 
wards, Fig.-2,  showed  th'at  bridging  was  tak- 
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Fig.  3: — Bridging  chiseled  away.  Reformation  of 
spur  from  ulna,  and  band  of  new  bone  attached  at 
each  end  to  ulna,  probably  osteo-periosteal  in  origin. 
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ing  place,  principally  from  the  radius.  This 
might  have  been  expected  as  the  radial 
fracture  was  comminuted. 

The  reduction  is  still  perfect,  and  another 
picture  taken  three  months  following  the 
open  reduction,  shows  the  bridge  to  be  quite 
firm  across  from  the  radial  fracture  to  the 
side  of  the  ulna.  It  is  again  to  be  noted 
that  the  bridge  is  formed  wholly  from  the 
comminuted  radius,  and  attaches  to  the 
ulna  entirely  above  its  fracture.  This 
bridging,  of  course,  destroyed  suppination 
and  pronation. 

A little  over  three  months  after  the  open 
reduction  the  bridge  was  chiseled  away,  and 
at  this  time  the  patient  has  almost  com- 
plete suppination  and  pronation. 

A peculiar  phenomenon  on  the  ulna  just 
below  the  fracture  will  be  noticed  in  the  last 
picture  Fig.  3.  It  is  a definite  band  of  bone 
completely  separated  from  the  ulna  but  at- 
tached to  it  at  both  ends.  This  must  have 
been  periosteum  torn  loose  at  the  time  of 
fracture,  and  carrying  on  its  under  surface 
many  osteoblasts.  Also  in  the  last  picture 
there  will  be  noticed  a definite  spur  grown 
out  in  the  region  of  the  original  bridge. 
This  springs  from  the  ulna. 

The  relation  of  the  hematoma  to  the 
bridging  involves  an  important  clinical  prin- 
ciple; that  is,  the  danger  of  such  condition 
occurring  in  the  presence  of  a large  hema- 
toma where  there  has  been  considerable 
manipulation  of  the  fracture.  It  involves 
the  question  as  to  whether  it  wouldn’t  be 
better  to  do  immediate  open  operation  and 
evacuate  the  clot — the  pabulum  through 
which  the  osteoblasts  are  distributed  and 
grown — whether  or  not  the  fracture  can  be 
immediately  reduced  and  maintained. 

Sir  Wiliiam  Macewen’  showed  experi- 
mentally that  osteoblasts  would  grow  in  a 
glass  tube  filled  with  a clot.  He  proved 
that  the  blood  and  serum  offered  a frame- 
work readily  penetrated  by  the  osteoblasts, 
and  also  furnished  abundant  nutriment  for 
their  growth.  He  further  observes:  “In  the 
course  of  these  experiments,  it  has  been 
many  times  noted  that  where  a fresh  de- 
velopment of  ossific  matter  has  been  poured 
out,  the  adjacent  muscles,  especially  when 
ruptured  or  lacerated  and  filled  with  blood 
and  plastic  effusion,  are  apt  to  be  infil- 
trated by  the  overflowing  osteoblasts,  and 
the  muscular  fasciculi  become  embraced  in 
the  rigid  grip  of  the  new  formation  of  bone. 
This  is  seen  clinically  after  fractures  and 
other  lesions  where  fresh  depositions  of 
bone  take  place  peripherally.” 

He  states  that  muscles  in  a healthy,  nor- 
mal condition  are  not  inclined  to  be  at- 


tacked and  infiltrated  by  osteoblasts,  but 
after  injury  with  contusion  and  much  infil- 
tration of  blood  and  serum,  they  offer  every 
facility  for  osteoblastic  infiltration  and 
growth.  Sir  William  Macewen’s  experi- 
mental evidence,  and  evidence  gained  in  the 
clinical  case  herein  reported,  proves  beyond 
doubt  the  possibility  of  regeneration  of 
bone  from  osteoblasts  in  blood  clots. 

Under  these  circumstances,  in  fractures 
of  the  forearm  where  closed  reduction  can- 
not be  secured  and  maintained  in  the  pres- 
ence of  a large  hematoma,  it  probably 
would  be  better  to  do  an  immediate  opera- 
tion, evacuate  the  hematoma  and  make 
complete  reduction  of  the  fracture. 
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THE  COUNTY  MEDICAL  SOCIETY 

,1.  M.  GREER,  M.  D„ 

Phoenix,  Ariz. 

Address  of  the  President,  at  the  meeting  of  the 
Maricopa  County  Medical  Society,  Phoenix,  Ariz., 
January  17,  1927. 

If  one  were  to  write  an  article  upon  the 
County  Medical  Society,  he  might  start  by 
asking  the  question,  “What  is  the  matter 
with  the  county  society?”  This  would  im- 
mediately imply  that  there  is  such  a thing 
as  a County  Medical  Society  and  that  it 
had  certain  functions  and  that  certain 
things  were  expected  of  it.  This  question 
would  further  imply  that  this  county  soci- 
ety is  an  important  organization,  so  im- 
portant that  it  has  reached  the  stage  of 
getting  itself  talked  about  and  that  this 
gossip  had  reached  the  high  point  that 
someone  had  dared  to  ask  the  question, 
“What  is  the  matter  with  the  county  so- 
ciety?” 

This  high  point  has  been  reached  and  in 
the  Bulletin  of  the  American  Medical  As- 
sociation for  October,  1924,  there  appeared 
a little  article  in  which  just  this  question 
was  asked.  There  were  many  replies  to 
this  article  from  various  parts  of  these 
United  States.  Some  said  that  there  was 
nothing  the  matter  with  their  county  soci- 
eties and  went  on  to  brag  about  the  effi- 
ciency and  excellent  work  of  their  particu- 
lar organizations.  Others  admitted  that 
their  societies  were  not  very  good  and 
blamed  their  officers,  cliques  in  the  society, 
and  various  other  things  for  it.  Some  com- 
plained that  their  programs  were  too  sci- 
entific, others  that  they  were  not  scientific 
enough.  All  of  this  going  to  prove  that 
the  time-old  problem  of  pleasing  everyone 
is  still  impossible  of  solution. 

As  an  example  of  some  of  the  replies  to 
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this  question  I should  like  to  quote  just 
two  letters  that  were  received.  One  is  from 
a western  state,  and  reads  as  follows: 

“First,  there  is  too  much  business  transacted 
that  is  not  scientific  before  the  reading  of  papers, 
so  that  the  members  become  wearied,  and  the 
real  scientific  part  of  the  program  is  reached  when 
one  is  not  freish  enough  properly  to  appreciate  it. 

“Second,  cliques  appear  which  rule  from  the 
standpoint  of  revenge  rather  than  for  the  further- 
ance of  the  interests  of  the  entire  body. 

“Third,  cliques  permit  the  program  to  be  given 
over  to  members  who  either  never  appear  or  never 
prepare  papers  that  show  any  effort  of  thought. 

“Further,  the  American  Hospital  Association  re- 
quires staff  meetings  to  be  held  at  least  once  each 
month.-  I am  on  the  staffs  of  three  hospitals,  as 
are  others  here.  After  three  staff  meetings  each 
month,  we  are  not  greatly  disposed  to  go  to  the 
county  society  meeting  unless  the  program  is  at- 
tractive.” 

Here  is  what  a doctor  from  Illinois  has 
to  say  on  the  subject: 

“I  have  been  a member  of  the  county  medical 
society  for  more  than  twenty  years.  In  the  ‘old 
days’  a ‘good’  county  medical  society  usually  met 
at  least  once  a month  and  the  members  were  ex- 
pected to  furnish  the  program.  Now-a-days  it 
seems  to  be  the  general  rule  to  have  the  program 
furnished  by  ‘outlanders,’  of  greater  or  less  repn- 
attion,  from  distant  cities.  The  meeting  dates  are 
farther  and  farther  apart,  until  in  many  instances 
once  a year  is  th  -<  extent  to  which  they  get  to- 
gether and,  even  then,  they  often  combine  two  or 
three  counties  in  order  to  obtain,  as  they  imagine 
this  necessary,  sufficient  attendance  to  be  of  any 
value.  The  result  is  that  many  medical  societies, 
as  cohesve  and  efficient  forces  for  advancing  the 
interests  of  the  medical  profession,  are  practically 
nil.  The  county  medical  society  certainly  has  a 
tremendous  field  of  usefulness  outside  of  the  sci- 
entific side  of  medicine.  The  situation  is  not  a 
simple  or  easy  one  to  solve.  The  medical  man  is 
a very  different  proposition  to  handle.  He  is  a nat- 
ural born  individualist  and  he  soon  finds  out  that, 
if  worst  comes  to  worst,  he  can  still  make  a living 
and  tell  the  rest  of  the  world  to  go  to  h — . How- 
ever, there  is  one  point  to  which  most  of  tnem 
pay  consul  arable  attention  and  that  is  maintaining 
their  membership  in  the  county,  state,  and  national 
societies.  They  do  not  like  to  be  ‘outside  the 
pale.’  There  is  one  remedy,  it  would  seem,  that 
might  be  of  value  and  th  at  is  to  compel  the  mem- 
bership to  function  or  lose  their  standing.  Each 
member  might  be  compelled  to  furnish  at  least 
one  scientific  paper  a year  or  lose  his  member- 
ship. The  society,  itself,  might  be  compelled  to 
meet  a certain  number  of  times  each  year  or  lose 
its  membership  in  the  state  society. 

“I  am  wondering  if  the  present  attitude  of  the 
profession  is  facing  its  problems  in  the  frank  and 
fearless  attitude  that  it  should.  The  fanners  think 
a real  dirt  farmer  is  the  only  one  that  can  solve 
their  problems.  To  a certain  extent  the  doctors, 
who  are  up  against  it,  financially  speaking,  and 
who  are  finding  it  difficult  to  make  a decent  liv- 
ing, are  the  ones  who  feel  most  keenly  the  pres- 
ent-day problems  of  the  medical  profession.  Medi- 
cine is  not  only  a scientific  calling  but  it  is  a 
business  and  a means  of  livelihood  as  well.  Any 
satisfactory  solution  of  medical  problems  must 
involve  an  equal  and  careful  consideration  of  both 
the  scientific  and  business  ne  ds  of  the  profession.” 
These  two  letters  are  quoted  to  illustrate 
the  fact  that  other  county  societies  as  well 
as  ours  have  their  difficulties  and  their 
problems. 


In  many  places  throughout  the  United 
Slates  much  interest  is  taken  in  the  county 
society. 

For  example,  the  St.  Louis  County  Medi- 
cal Society  has  owned  its  own  building  for 
over  ten  years.  On  July  16,  1925,  the  cor- 
ner stone  for  the  new  building  was  laid  and 
it  has  since  been  completed.  This  building 
is  adequately  furnished  and  also  houses  the 
very  complete  library  of  this  society.  All 
this  represents  a great  effort,  over  a long 
period  of  time,  of  many  members  of  this 
organization.  It  represents,  one  might  say, 
a great  big  stone  in  their  progress  and  cer- 
tainly is  worth  while. 

Another  outstanding  example  of  a well 
organized  medical  society  is  The  Medical 
Society  for  the  County  of  Kings,  Brooklyn. 
This  society  was  established  in  1822.  The 
present  constitution  and  by-laws  set  forth 
its  objects  as  follows:  “The  advancement 
and  spread  of  medical  knowledge;  the  sup- 
port of  a medical  library ; the  promotion  of 
scientific  education ; the  publication  of  pro- 
ceedings and  medical  papers;  and  the  ful- 
fillment of  the  duties  of  a county  society.” 

The  development  of  one  hundred  years 
finds  the  society  maintaining  the  fourth 
largest  medical  library  in  the  United  States, 
housed  in  a modern  fire-proof  building  con- 
taining, in  addition  to  the  library,  space  of 
stack-room  for  books,  a reading  room,  offices 
and  an  auditorium  seating  350  people,  as 
well  as  two  meeting  rooms,  one  accommodat- 
ing about  seventy,  and  the  other  thirty  peo- 
ple. In  addition  to  the  regular  stated  month- 
ly meetings  of  the  society,  the  auditorium  is 
used  for  many  other  meetings,  lectures,  etc. 
In  1924  this  society,  through  appropriate 
committees,  prepared  standing  orders  for 
the  Visiting  Nurses  Association.  In  ’23, 
’24,  ’25,  it  became  interested  in  the  periodic 
medical  examinations  of  apparently  healthy 
persons.  In  1925  it  ag'ain  considered  the 
nursing  problem  in  its  many  ramifications. 
It  considered  hospital  and  health  circles.  It 
is  constantly  active  in  the  hospital  and  dis- 
pensary situation. 

The  participation  in  community  affairs 
of  this  society  is  a noteworthy  example. 
The  legislative  committee  holds  an  annual 
dinner  at  which  it  entertains  all  the  legis- 
lative representatives  of  the  county.  The 
clinical  committee  conducts  the  Friday  af- 
ternoon practical  lectures  to  which  the  en- 
tire medical  profession  is  invited.  The 
joint  committee  of  the  society  and  the 
Long  Island  Hospital  Medical  College  con- 
ducts more  than  one  hundred  courses  each 
year  in  the  graduate  teaching  program.  The 
public  health  committee  provides  a channel 
of  communication  with  the  official  and  un- 
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official  health  agencies  and  is  conducting 
studies  of  dispensaries,  the  control  of 
syphilis  in  private  practice,  the  cost  of  med- 
ical care,  health  examination  procedure  and 
the  like.  The  milk  commission  is  the 
fourth  oldest  in  the  United  States  and  certi- 
fies over  five  million  quarts  a year.  The 
committee  on  illegal  practice  has  been  re- 
sponsible, in  cooperation  with  the  govern- 
mental agents,  in  the  accomplishment  of  a 
considerable  improvement  in  its  field.  The 
joint  committee  of  the  medical  society  and 
the  Brooklyn  Chamber  of  Commerce  has 
studied  the  health  resources  of  the  borough 
and  is  considering  the  advisability  of  the 
establishment  of  a health  council  for  Brook- 
lyn. 

These  and  many  other  activities  mean 
work  for  the  membership  and  the  expendi- 
ture of  time  and  money. 

Much  of  the  work  accomplished  is  the 
result  of  community  support.  The  society 
maintains  its  home,  supports  a medical  li- 
brary for  the  public  benefit'  and  by  its  very 
existence  makes  possible  general  commun- 
ity participation  in  medical  matters.  It  is 
attracting  the  required  support  from  the 
community  to  provide  the  many  supple- 
mentary activities  entering  into  the  com- 
pletely rounded  service  that  a county  soci- 
ety can  render. 

The  above  are  but  two  examples  and 
there  are  many  others.  Now,  of  course,  we 
all  know  that  at  the  present  time,  at  least, 
the  Maricopa  County  Medical  Society  cannot 
own  its  own  home,  nor  can  it  build  and 
equip  an  elaborate  library,  but  there  are 
many,  many  things  that  even  our  little  soci- 
ety out  here  in  this  isolated  district  can  do. 

The  purposes  of  the  Maricopa  County 
Medical  Society  as  laid  down  in  the  Consti- 
tution (the  latest  copy  I could  find  is  dated 
1911)  is  as  follows: 

ARTICLE  II. — Purposes  of  the  Society 

The  purposes  of  this  Society  shall  be  to  bring 
into  one  organization  the  physicians  of  Maricopa 
County,  so  that  by  frequent  meetings  and  full  and 
frank  interchange  of  views  they  may  secure  such 
intelligent  unity  and  harmony  in  every  phase  of 
their  labor  as  will  elevate  and  make  effective  the 
opinions  of  the  profession  in  all  scientific,  legisla- 
tive, public  health,  material  and  sqcial  affairs,  to 
the  end  that  the  profession  may  receive  that  re- 
spect and  support  within  its  own  ranks  and  from 
the  community  to  which  its  honorable  history  and 
great  achievements  entitle  it;  and  with  other  coun- 
ty societies  to  form  the  Arizona  Medical  Associa- 
tion, and  through  it,  with  other  state  associations, 
to  form  and  maintain  the  American  Medical  As- 
sociation. 

County  med’cal  societies  are  organized  to 
further  the  progress  of  medicine  both  local- 
ly and  nationally.  Their  object  is  the  study 
and  discussion  of  medical  and  surgical  con- 
ditions affecting  the  human  body.  Their 


meetings  are  schools  of  instruction,  and,  if 
conducted  in  such  a manner  that  each  one 
in  the  conference  is  asked  to  contribute  of 
his  knowledge  or  experience,  the  time  is 
well  spent 

To  prepare  a good  program  for  the  year 
requires  an  expenditure  of  thought,  time, 
and  energy  and  persuasion  on  the  part  of 
the  officers  that  is  seldom  appreciated  by 
those  who  have  not  had  the  experience.  To 
do  this  without  hope  of  earthly  reward,  and 
with  the  certain  knowledge  that,  no  matter 
how  excellent  the  programs,  the  only  com- 
ments will  be  in  the  form  of  criticism  by 
those  impossible  to  please,  is  as  much  as 
any  set  of  officers  can  be  expected  to  do. 

In  some  of  the  larger  societies  there  is  a 
movement  on  foot  to  form  auxiliary  bodies 
with  a membership  of  practically  the  same 
individuals  as  those  comprising  the  county 
society  and  their  object  is  to  create  friend- 
ship, discuss  economic  and  community  prob- 
lems, and  to  teach  the  doctor  that  he  is  not 
a thing  apart  but  a man  among  his  fellows, 
who,  because  of  the  intensive  and  logical 
training  he  has  had,  is  more  capable  than 
many  of  his  fellow  citizens  to  deal  with  gov- 
ernmental and  social  problems  of  the  com- 
munity and  state.  Although  this  work  is 
entirely  aside  from  the  scientific  delibera- 
tions of  the  county  society,  yet  we  feel  that 
it  is  very  important  and,  for  the  present  at 
least,  should  be  a part  of  the  duties  and  ob- 
jects of  the  Maricopa  County  Medical  So- 
ciety. 

As  an  illustration  of  the  present  day  trend 
in  county  medical  society  activities,  the 
minimum  program  adopted  by  the  Michi- 
gan State  Medical  Association  for  their 
county  medical  societies  is  given  below: 

Section  1. — Scientific — 

(a)  Ten  meetings  are  to  be  held  during  the 
year.  Local  speakers  are  to  appear  before  three 
meetings  with  definite  planned  discussions. 

(b)  A program  of  physical  examinations  shall 
be  instituted  in  which  all  physician  members  shall 
agr  e to  have  a complete  physical  examination 
themselves  and  each  shall  agree  to  secure  at  least 
five  patients  who  will  agr;e  to  have  complete 
physical  examinations. 

Section  2. — Social  and  Informal  Activities — 

Each  Society  is  to  have  at  least  three  dinner 
meetings.  The  speakers  for  these  meetings  shall 
be  public  speakers,  educators,  financiers,  but  not 
medical  men.  At  least  one  picnic  shall  be  held. 
At  least  one  social  evening,  in  co-operation  with 
members  of  clos  ly  related  organizations  shall  be 
arranged. 

Section  3. — Scientific  Teams — 

Each  Society  shall  have  a group  of  two  or  three 
members  who  will  prepare  a program  and  give  it 
on  request  before  at  least  three  other  Societies. 

Section  4. — Public  Health  Information  and  Educa- 
tion— 

Each  Society  shall  plan  to  have  at  least  one 
Public  Health  lecture  group  which  shall  give  at 
least  five  lectures  in  cities  and  communiti  s out 
side  of  their  resident  communities  or  cities.  Ad- 
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joining  counties  are  to  be  included.  Each  Society 
sh3ll  co-operate  and  assist  oth  r organizations  so 
t’  at  the  following  public  lectures  may  be  held. 
(Co-operation  shall  he  established  with  the  Exten- 
sion Department  of  the  University  of  Michigan, 
and  'he  Jo'nt  Commitit-e  on  Pub'lic  Health.) 

1 lecture  for  each  High  School. 

1 lecture  for  each  Parent-Teacher  Association. 

1 lecture  for  each  Luncheon  Club. 

1 lecture  for  each  Woman's  Club. 

1 lecture  for  each  Association  of  Commerce. 
Section  5. — Publicity — 

Each  meeting,  scientific  or  public,  shall  be  re- 
ported to  the  local  newspapers  in  such  form  that 
at  least  one  important  point  of  value  can  be  read 
by  the  reader. 

The  Secretary  shall  report  each  month  to  'the 
State  Medical  Society  the  complete  record  of  all 
activities  and  accomplishments. 

After  the  above  brief  discussion  we  might 
outl'ne  the  policies  of  this  administration  of 
the  Maricopa  County  Medical  Society  as 
follows : 

1.  This  Society  shall  be  conducted  for 
the  MEMBERS,  in  such  a manner  as  t.hev 
may  wish  it  conducted  in  order  to  enable 
them  to  receive  the  greatest  benefit  there- 
from. 

2.  Every  member  will  be  invited,  en- 
couraged and  expected  to  take  an  active 
part  in  the  programs.  “Being  too  busy”  or 
the  plea  of  timidity,  or  “I  have  nothing  to 
give,”  will  not  be  accepted  as  an  excuse.  It 
may  be  true  that  some  have  more  than 
others  to  impart  to  their  colleagues,  but 
every  one  has  something. 

3.  Every  encouragement  will  be  extend- 
to  everv  member  to  express  himself  freelv 
before  the  society  on  any  subject  of  mutual 
interest,  or  on  any  subject  that  may  be  of 
benefit  to  the  profession,  or  to  the  commun- 
ity in  relation  to  the  profession. 

4.  It  shall  be  the  policy  to  have  the  pro- 
grams consist  of  contributions  from  the 
membership.  At  intervals  when  it  is  pos- 
sible to  obtain  a contribution  from  the  out- 
side, that  seems  worth  while,  an  effort  shall 
be  made  to  secure  it. 

5.  An  effort  may  be  made  to  have  a few 
joint  meetings  with  neighboring  county  so- 
cieties, providing  they  can  be  conducted 
with  a reasonable  hope  of  securing  a fair 
attendance  from  the  membership  of  both 
organizations. 

6.  It  shall  be  the  policy  to  have  short 
snappy  papers,  and  discussions  upon  sub- 
jects which  are  both  scientific  and  other- 
wise and  which  are  of  interest  to  the  ma- 
jority of  the  members.  These  papers  should 
be  worked  over  until  they  contain  essen- 
tials only  and  yet  not  so  short  as  to  lose 
their  individuality  and  interest.  They 
should  be  presented  with  as  much  enthusi- 
asm and  individual  self  expression  as  pos- 
sible and  in  a voice  that  the  last  man  on 
the  last  chair  may  hear  and  understand. 


The  symposium  type  of  program  seems 
worthy  of  encouragement,  as  well  as  the 
presentation  of  interesting  cases  that  may 
be  outside  the  hospital. 

7.  Due  courtesy  and  entertainment 
should  be  extended  to  visitors  who  happen 
to  pass  through  our  county,  and  who  are 
members  of  county  societies  elsewhere. 
These  visiting  members  of  the  profession 
should  be  invited  to  attend  our  regular 
meetings. 


THE  RELATION  OF  THE  COUNTY  MED- 
ICAL SOCIETY  TO  THE  ST  \TE  AND 
NATIONAL  ORGANIZATIONS. 

D.  F.  HARBRIDGE,  M.  D. 

Secretary,  Arizona  State  Medical  Association 
Phoenix,  Arizona 

Read  before  th  Maricopa  County  Medical  Society, 
January  17,  1927. 

The  national  body  is  a federation  of  the 
societies  of  all  the  states  and  dependencies 
of  the  United  States ; each  of  these  com- 
monwealth associations  being  represented 
by  delegates.  Each  state  organization  is 
composed  of  the  individual  county  societies: 
therefore,  the  county  societies  are  the  units 
which  go  to  make  up  the  fundamental  and 
numerical  strength  of  the  national  body. 
The  national  body,  consequently,  is  only 
just  so  strong  and  useful  in  spreading  its 
influence  as  each  unit  helps  to  make  it. 

I wish  to  emphasize  the  point  that  the 
great  American  Medical  Association,  by  vir- 
tue of  this  form  of  constitution,  can  act 
only  in  an  advisory  capacity.  The  organ- 
ization is  along  the  lines  of  the  United 
States  Government.  The  leaders  cannot 
and  do  not  go  into  a community  and  dic- 
tate the  policy  that  shall  be  followed.  To 
illustrate : They  have  in  their  possession  a 
world  of  information  regarding  hospitals, 
the  nurse  question,  institutions  for  medical 
instruction,  state  medical  examining  boards, 
etc.  They  cannot  and  do  not  go  into  a 
community  and  dictate  how  these  several 
things  shall  be  conducted.  They  expect — 
and  it  was  carefully  planned  in  the  early 
organization  of  American  medicine — that 
each  local  community  shall  take  care  of  its 
own  local  problems,  and  that  the  associa- 
tion stands  ready  to  offer  all  needful  as- 
sistance to  a proper  execution  of  such  a 
program.  Fundamentally,  medical  organi- 
zation is  not  fostered  for  commercial  rea- 
sons or  for  the  purpose  of  fighting  cults, 
fadists,  etc.,  but  essentially  for  the  purpose 
of  establishing  high  ideals  among  its  own 
members ; for  scientific  advancement ; to 
eliminate  the  unprincipled  physician ; in  a 
word,  to  make  a doctor  a good  doctor,  and 
a good  doctor  a better  doctor. 
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In  what  way  has  the  American  Medical 
Association  undrrtaken  to  assist  its  mem- 
bers in  carrying  out  this  propitious  pro- 
gram ? 

Prior  to  1847,  there  were  quite  a number 
of  medical  organizations  throughout  the 
country,  but  no  national  organization  cen- 
tralizing medical  thought  and  activity. 
About  this  time,  a group  of  sincere  New 
York  medical  men,  fathered  by  Dr.  Nathan 
Smith  Davis  (the  grand  old  man  in  medi- 
cine in  Chicago),  formed  the  nucleus  of 
what  is  now  the  present  American  Medical 
Association.  In  1900,  there  were  about 
8,000  members.  Since  that  time,  under  the 
masterful  leadership  of  Dr.  George  Sim- 
mons, the  membership  rapidly  increased 
until  today  it  numbers  upwards  of  90,000. 
It  is  a huge  organization  with  headquar- 
ters in  Chicago,  occupying  a building  200 
by  400  feet,  seven  stories  and  basement. 
In  this  building  are  housed  the  officers,  de- 
partment executive  secretaries,  some  400 
employes,  chemical  laboratories,  printing 
apparatus,  complete  card  indexes  of  a vast 
amount  of  information  and  a library  circu- 
lating current  med’cal  journals  of  the 
world. 

From  this  equipment  is  issued,  weekly, 
upwards  of  95,000  conies  of  the  greatest 
medical  publications  in  the  world  today, 
The  Journal  of  the  Americal  Medical  As- 
sociation, covering  all  branches  of  medicine, 
together  - with  many  departments ; seven 
special  medical  journals;  Hvgeia,  a maga- 
zine for  lay  reading;  a Medical  Directory, 
containing  about  160,000  names  and  ad- 
dresses and  needful  information  of  physi- 
cians in  the  United  States  and  possessions 
and  Canada,  and  a Cumulative  Reference 
Index  to  all  published  medical  contributions 
in  the  world.  This  latter  is  a monumental 
piece  of  work  when  I remind  you  that  in 
the  world  there  are  between  1,500  and  2,000 
medical  publications. 

The  activities  of  the  American  Medical 
Association  ara  many.  Through  its  bureau 
of  investigation  there  has  been  accumulat- 
ed a card  index  of  over  125.000  investiga- 
tions of  new  and  non-official  remedies,  pat- 
ent-medicine makers,  quacks  and  mail-order 
fakes.  So  alarmed  did  these  purveyors  of 
pernicious  mixtures  become,  due  to  the  pub- 
licity of  this  information,  that  suits  for  li- 
bel were  filed  to  the  amount  of  thirteen 
million  dollars.  At  the  present  moment 
two  suits,  each  for  $100,000.  await  action 
of  the  court,  one  concerning  a cancer  fake 
and  the  other  a cure  for  deafness.  This 
information  is  open  to  you.  Before  using 
an  uncertain  remedy,  use  this  source  of 
information. 


As  a result  of  another  line  of  activity, 
came  the  cleaning  up  of  the  advertising 
pages  of  medical  journals,  leading  news- 
papers and  magazines  of  the  country.  This 
has  been  done  so  well  that  the  standing  of 
a medical  journal,  newspaper  or  magazine 
is  judged  by  He  quality  of  its  medical  ad- 
vert'sers.  Those  carrying  quack  medicines 
and  med;cal  fake  advertising  are  immedi- 
ately classed  by  the  thinking  public  as  un- 
worthy of  consideration. 

The  standardization  of  medical  schools 
is  another  accomplishment  of  this  great 
medical  organization.  Prior  to  1905,  there 
were  some  two  hundred  medical  schools, 
almost  as  many  as  there  were  in  all  the 
rest  of  the  world.  Manv  of  these  schools 
were  of  the  rankest  inferiority.  By  the 
simple  means  of  grading  each  school  as  A, 
B,  or  C,  and  publishing  their  standing, 
within  a very  few  years  the  number  was 
reduced  to  about  80,  and  the  quality  mark- 
edly improved.  The  pendulum  has  swung 
rather  too  far  and  a consideration  of  more 
economical  means  of  time  and  money  is 
about  to  be  launched. 

Trulv  sincere  of  purpose  and  capable, 
Dr.  Olin  West,  secretary.  Dr.  Woodward 
of  the  Bureau  of  Le,ral  Medicine,  Dr.  John 
Dodd,  and  Dr.  Fishbein,  editor,  certainly 
are  a class  of  men  difficult  to  equal.  I feel 
satisfied  from  personal  contact  with  these 
gentlemen  that  th’S  is  correct.  Dr.  West 
is  a clean,  keen,  alert  man,  well  fitted  for 
the  position  of  secretary.  Last  August  I 
spent  five  hours  with  him  talking  over  all 
manner  of  problems  connected  with  organ- 
ized medicine.  I only  wish  time  would 
permit  me  to  famib'arize  you  with  the  de- 
tails of  this  conference. 

Let  me  cite  two  instances  illustrating 
the  outstanding  importance  of  this  organ- 
ization which  we  have  helped  to  build 
through  our  local,  county  society. 

So  impressed  has  the  American  Bar  As- 
sociation been  bv  the  form  of  organiza- 
tion of  the  American  Medical  Association, 
that  they  have  instructed  their  president 
to  make  an  intensive  study  of  all  details 
of  the  organization  with  a view  of  adopt- 
ing it  to  their  needs.  This  followed  a con- 
sideration of  the  methods  of  organization 
of  all  national  professional  bodies  in  this 
country,  such  as  theatrical,  religious,  other 
medical  bodies  and  their  own  present  or- 
ganization. Their  decision  to  do  this  was 
based  on  the  fact  that  the  organization 
of  the  American  Medical  Association  is  com- 
prehensive in  scope,  designed  to  help  by 
suggestion,  but  non-interference,  in  unit 
communities,  liberal  enough  to  attract  and 
hold  the  major  mass  of  professional  men, 
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holding  before  them  an  ambition  to  attain 
a higher  plane  of  efficiency  and  fraternal 
contact. 

The  second  illustration.  Cyrus  Curtis, 
the  great  publisher  whom  we  had  as  a 
guest  in  our  valley  last  winter,  not  only 
told  me  personally,  but  I Was  also  informed 
in  Chicago,  that  all  his  publications  used 
the  American  Medical  Association  for  such 
information  as  needed. 

Needless  to  say,  this  organization,  mag- 
nificent as  it  is,  a monument  to  medical 
science,  is  not  perfect.  There  is  no  such 
thing  as  a perfect  organization  of  human 
minds.  Much  criticism  can  be  made,  and, 
as  a matter  of  fact,  it  is  courted,  but  let 
it  be  a constructive  criticism.  This  can 
be  fittingly  carried  out  by  the  loyalty  and 
serious  efforts  on  the  part  of  each  mem- 
ber composing  the  unit,  the  County  Medi- 
cal Society,  and  through  the  aggregation 
of  these  units,  the  State  Association.  Per- 
sonal exploitation  has  no  place  in  scientific 
medicine.  Unification  of  action  as  a result 
of  unit  gi’oup  scientific  meditation  is  the 
solidifying  element  so  necessary  for  the 
proper  continuance  and  development  and 
advancement  of  this  great  pioneer  parent 
organization. 


REVIEW  OF  MEDICAL  ETHICS 

H.  B.  GUDGEL.  M.  D., 

Phoenix,  Ariz. 

Read  before  the  Maricopa  County  Medical  So- 
ciety, Phoenix,  Ariz.,  January  3rd,  1927. 

This  paper  has  to  do  solely  with  medical 
ethics,  a subject  which  I will  try  to  pre- 
sent, using  as  a basis  the  principle  of  med- 
ical ethics  set  forth  by  the  American  Medi- 
cal Association. 

Character,  intelligence,  and  moral  recti- 
tude are  inborn  traits  which  no  set  of  rules, 
oratory,  or  papers  can  change.  Yet  rules 
are  very  necessary  for  every  walk  of  life 
as  they  have  a tendency,  as  it  were,  to  keep 
the  beacon  light  burning  in  the  proper  path, 
so  that  when  someone  accidently  or  inten- 
tionally oversteps  the  traces,  and  dashes 
out  a by-path,  the  light  is  a guide  to  the 
right  way. 

God  made  man,  and  He  arranged  that 
thereafter  every  so  often  another  doctor 
should  bloom  forth — not  so  often  in  these 
days  when  the  educational  requirements 
have  been  so  elevated  that  many  of  us 
would  feel  the  process  a little  too  long,  a 
little  too  severe,  to  undertake.  We  have 
hopes,  and  no  doubt  there  will  be  better 
doctors  in  the  years  to  come ; but  let  me 
say,  if  you  please,  there  were  countless  ex- 
cellent physicians — old  family  doctors — 
born  in  these  states  after  a two-year  school, 


mixed  with  a preceding  summer  and  a sum- 
mer between  school  years,  with  the  good 
old-fashioned  doctor  as  preceptor. 

These  were  good  men;  thinking,  consci- 
entious men;  men  with  good  judgment, 
keen  observation  and  keen  wits.  These  men 
worked  under  the  old  Hippocratic  code — 
that  code  which  stated  that  phvsicians  must 
be  men,  morally  and  mentally;  the  code 
which  placed  the  practice  of  medicine  as  a 
service  to  humanity ; a code  that  places  the 
practice  of  medicine  and  surgery  as  a pro- 
fession; and  which  obligates  the  doctor  to 
conduct  himself  in  accordance  with  its 
ideals. 

There  is  probably  nothing  more  import- 
ant to  a physician  than  patience  and  se- 
crecy— patience,  that  he  may  not  be  care- 
less and  fail  in  nainstaking  study  of  the 
condition  in  hand ; and  secrecy,  that  all 
knowledge,  either  domestic  or  physical, 
coming  to  him  from  his  patient,  and  in- 
trusted to  him.  should  be  held  inviolate. 
There  are  many  close  questions  as  to  dis- 
ease, when  the  physician  might  protect  a 
healthy,  innocent  individual ; yet  it  is  ad- 
visable to  know  the  law  concerning  privi- 
leged communication  before  giving  such  in- 
formation. 

It  is  unnecessary  to  exaggerate  or  mini- 
mize an  ailment.  The  patient  has  not  called 
to  be  frightened  nor  embarrassed.  Just 
be  human  and  conscientious,  whatever  the 
ailment,  curable  or  incurable. 

Hippocrates  said : “The  physician  should 
be  modest,  sober,  patient,  prompt  to  his 
whole  duty  without  anxiety,  pious  without 
going  so  far  as  superstition,  conducting 
himself  with  propriety  in  his  profession  and 
in  all  actions  of  his  life.” 

This  would  naturally  bar  any  and  all 
schemes  of  advertising.  It  would  also  con- 
clude that  solicitation  of  patients  is  unpro- 
fessional. whether  it  be  verbal  or  written. 
In  fact,  it  is  of  no  true  value  for  a physi- 
cian’s name  to  be  in  daily  papers  in  connec- 
tion with  medical  conditions.  By  this  is 
meant  something  different  from  the  name 
on  cards.  The  simple  card  bears  no  spe- 
cial objection,  unless  by  chance,  or  acci- 
dent, it  happens  to  be  found  in  the  room  of 
a patient  whose  physician  would  probably 
not  welcome  or  appreciate  its  presence. 

All  doctors  are  friends — but  the  tendency 
is  not  to  be  complimentary  when  trespass- 
ing on  another’s  preserves. 

The  lauding  of  special  cures,  whether  me- 
chanical or  medicinal,  is  very  unprofession- 
al and  unnecessary.  If  any  physician  has 
something  of  true  value,  including  knowl- 
edge, he  will  not  have  to  announce  the  fact. 
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The  radiation  of  success  will  be  all  that  is 
necessary.  By  this  it  is  not  meant  to  hide 
the  light  under  a bushel — such  a light 
won’t  stay  hid.  It  is  just  as  unprofessional 
to  receive  remuneration  for  services  not 
rendered,  splitting  of  fees,  or  to  receive 
rebates  on  prescriptions  or  a share  in  the 
profits  in  the  shroud  of  the  last  sleep. 

Frequent  consultation  in  doubtful  or  dif- 
ficult conditions  and  serious  illness,  in  no 
way  interferes,  and  is  a thing  to  be  recom- 
mended. In  every  consultation  the  benefit 
to  be  derived  by  the  patient  is  of  first  im- 
portance. Every  one  should  be,  rather, 
must  be,  frank  and  candid  with  patient  and 
family.  There  is  never  the  least  occasion 
for  insincerity,  rivalry,  or  envy,  and  they 
must  never  occur  between  consultants. 

It  is  a breach  of  social  etiquette  to  fail 
to  be  on  time  at  consultation.  However,  if 
the  physician  should  be  unavoidably  de- 
layed after  the  consultant  has  arrived,  the 
consultant,  by  permission  from  the  patient, 
may  make  examination  and  set  forth  his 
opinion  in  writing,  sealed,  for  the  perusal 
of  the  attending  physician. 

All  consultations  are  better  in  private  and 
no  discussion  of  a case  should  ever  bp  held 
unless  all  physicians  are  present.  However, 
in  an  emergency,  a consulting  physician 
may  give  assistance  in  the  absence  of  the 
regular  physician,  to  whom  he  will  turn 
the  patient  with  a verbal  or  written  report 
of  his  findings.  This  should  be  true  in  ordi- 
nary cases,  and  when  a family  have  a regu- 
lar  physician  and  another  is  called  in 
emergency,  he  should  refuse  to  continue  the 
case  when  the  regular  physician  is  obtain- 
able. 

When  a physician  is  called  as  a con- 
sultant, he  should  not  become  attendant  in 
that  case  except  with  the  consent  of  the 
physician  in  charge  at  the  time  of  consulta- 
tion, and  there  is  grave  doubt  whether  he 
should  ever  take  charge,  unless  the  case  is 
turned  over  for  treatment  other  than  the 
physician  feels  competent  to  give.  Nor  is 
it  professional  to  discuss  the  case  or  to 
make  suggestions  by  hint  or  gesture,  or  to 
suggest  treatment,  otherwise  than  dis- 
cussed at  the  time  of  consultation.  There- 
fore, it  is  absolutely  imperative  that  a con- 
sultant, or  physician  in  ordinary  intercourse 
with  a patient  in  the  hands  and  under  care 
of  another  physician,  should  practice  the 
strictest  caution  and  absolute  reserve,  so 
that  the  patient  or  family  will  not  be  at  all 
disturbed  in  the  trust  reposed  in  the  attend- 
ing physican.  The  same  is  true  in  a social 
call  of  a physician  on  another’s  patient.  In 
no  instance  need  it  be  necessary  to  inquire 
as  to  the  cause  of  illness,  nor  about  the 


treatment.  In  no  instance  should  a physi- 
cian take,  or  prescribe  for,  a case  that  is 
under  the  care  of  another  physician  unless 
the  other  physician  is  dismissed.  When 
such  a change  is  made,  it  does  not  behoove 
the  new  attendant  to  criticize,  make  com- 
ments or  insinuations  regarding  the  old  at- 
tendant. There  is  no  place  in  medicine  for 
egotism,  criticism,  insinuations  or  boasting 
before  the  public,  and  every  unkind  word 
usually  reacts  on  the  critic,  as  rightly  it 
should. 

In  an  emergency  when  the  family  attend- 
ant is  not  at  hand  and  another  physician 
is  called,  the  emergency  physician  should 
attend  for  the  immediate  need,  and  with- 
draw from  the  case  on  arrival  of  the  fam- 
ily physician,  after  he  has  reported  his  find- 
ings and  the  treatment  given.  Where  sev- 
eral physicians  are  called  in  an  emergency, 
the  first  physician  at  the  bedside  will  at- 
tend ; as  soon  as  the  emergency  is  over,  it 
is  wisdom  to  ask  the  patient’s  preference  of 
physicians.  If  another  is  preferred,  with- 
draw from  the  case  in  favor  of  the  chosen 
attendant. 

If  a colleague  is  requested  by  a physician 
to  attend  a patient  during  his  absence  or 
in  an  emergency,  the  colleague  should  com- 
ply with  his  best  ability,  or  as  he  would 
wish  a physician  to  do  for  him ; always 
without  comment  that  might  retroact 
against  the  first  physician.  As  soon  as  the 
first  returns,  all  history  should  be  turned 
over,  and  the  second  physician  withdraw 
from  the  case. 

Physicians  are  good,  wholesome  men. 
There  have  been  many  epithets  applied  to 
contemporaries  in  the  practice  of  medicine, 
but  at  the  same  time,  there  have  been  more 
that  have  shared  in  the  love  and  admira- 
tion of  the  profession. 

To  share  this  good  will,  it  is  necessary 
to  attend  and  give  of  your  study  and  ex- 
perience to  the  meetings  of  physicians,  the 
county,  the  state,  and  national.  Too  many 
meetings  are  probably  not  stimulating;  be 
that  as  it  may,  prepare  something,  and 
thereby  stimulate  the  county  society,  which 
reacts  to  state  and  national.  No  physician 
can  afford  to  permit  himself  not  to  be  num- 
bered with  a good  county  society,  not  for 
private  reasons,  but  for  upholding  the  pro- 
fession. 


ORAL  DIAGNOSIS  AND  HOW  OBTAINED 

L-  A.  NEIL,  D.  D.  S., 

El  Paso,  Texas 

Read  before  the  El  Paso  County  Medical  Society, 
El  Paso,  Texas,  Oct.  4,  1926. 

Almost  daily  I am  impressed  with  the 
fact  that  the  medical  and  dental  profes- 
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sions,  as  a whole,  are  falling  short  of  their 
responsibilities  to  their  patients,  thereby 
failing  to  render  the  health  services  iustly 
expected  of  them. 

Nothing  has  ever  done  more  to  dignify 
the  position  of  the  dentist  and  bring  togeth- 
er the  physician  and  dentist  for  a better 
human  health  service  than  has  the  theory 
of  focal  infection. 

Mayo  says  that  about  80  per  cent  of  all 
systemic  infection  originates  in  the  mouth, 
the  teeth  and  surrounding  tissues  being  re- 
sponsible for  75  per  cent  and  the  tonsils  5 
per  cent.  Likewise  the  research  work  of 
such  men  as  Rosenow.  Billings,  Price, 
Haden  and  many  others  have  brought  the 
medical  and  dental  professions  to  a realiza- 
tion of  the  serious  and  prevalent  connec- 
tion between  oral  infection  and  systemic 
diseases  and  the  importance  of  finding  suc- 
cessful means  of  combating  same.  There- 
fore, today  the  well-informed  pbvsician 
realizes  his  dependence  upon  a reliable 
dental  report  before  he  can  complete  his 
diagnosis. 

I am  thoroughly  convinced  that  a great 
many  more  physicians  feel  the  necessity  of 
an  early  and  reliable  mouth  diagnosis  than 
know  just  how  to  go  about  obtaining  it. 
This  statement  I make  because  I am  famil- 
iar with  some  of  the  questions  and  sugges- 
tions made  to  the  patient  when  the  physi- 
cian is  suspicious  of  mouth  infection.  About 
the  first  question  is:  “How  are  your  teeth?” 
If  the  patient  has  recently  had  a filling  or 
two,  and  his  teeth  “cleaned  at,”  he  will  re- 
ply: “All  right,  I have  just  had  them  fixed.” 
If  the  patient’s  reply  should  be:“I  don’t 
know,”  the  physician  will  then  say:  “You 
had  better  go  to  your  dentist  and  have 
them  looked  over.”  In  either  instance  this 
patient  may  have  fallen  into  the  hands  of 
an  advertiser,  or  of  some  good  ethical  den- 
tist who  knows  and  cares  little  about  focal 
infection,  or  one  who  has  a busy  practice 
and  little  time  and  equipment  for  modern 
and  scientific  diagnosis.  So  far,  neither 
the  physician  nor  patient  has  accomplished 
anything  toward  a mouth  diagnosis. 

Another  common  request  made  of  the  pa- 
tient by  the  physician  is:  “You  had  better 
get  your  teeth  x-rayed.”  By  the  laity,  and 
possibly  by  some  in  both  our  professions, 
the  x-ray  is  looked  upon  as  being  the  last 
word,  when,  in  fact,  it  is  only  one  step  to- 
ward a diagnosis  and  never  to  be  depended 
upon  alone.  When  the  x-ray  is  relied  upon 
exclusively,  the  patient  has  simply  bought 
himself  a set  of  “tooth  pictures.”  The 
physician  and  patient  are  still  no  nearer  a 
mouth  diagnosis  than  when  they  started. 


Certainly  it  is  not  my  intention  to  be- 
little the  importance  of  the  x-ray  in  ora! 
diagnosis,  for  it  is  the  most  valuable  means 
at  our  command,  but  we  must  remember  it 
has  limitations.  For  instance,  the  black 
spot  or  absorption  may  exist  at  the  apex  of 
a devital  and  infected  tooth  and  not  show 
on  the  radiogram.  “An  area  of  absorption 
may  not  be  disclosed  by  the  radiogram  we 
will  say,  for  three  reasons:  first,  being  hid- 
den by  another  root  of  the  same  tooth ; sec- 
ond, a heavy  mass  of  bone,  such  as  the 
malar  bone;  third,  a layer  of  condensing 
osteitis  obscuring  the  rarefying  osteitis.”2 

Again  we  have  the  infected  tooth  as  a 
host  to  the  individual  who  is  not  capable  of 
giving  a good  healthy  reaction  to  infection. 
A good  healthy  reaction  would  manifest  it- 
self by  bone  absorption.  Price3  says,  “Den- 
tal infection  may  manifest  itself  in  bone  by 
extensive  absorption,  by  slight,  or  no  ab- 
sorption, and  by  condensing  osteitis,  all 
based  upon  the  resistance  and  susceptibil- 
ity to  systemic  involvement  to  dental  in- 
fections.” There  is  entirely  too  much  “x-ray 
diagnosis”  and  I trust  you  see  why  I am 
opposed  to  it. 

As  further  evidence  of  the  limitations  of 
the  x-ray  and  that  we  must  not  depend  sole- 
ly upon  it,  permit  me  to  remind  you  that 
Rosenow  of  the  Mayo  Clinic  was  cured  of 
lumbago,  a year  or  two  past,  after  the  re- 
moval of  two  devital  teeth  which  showed  no 
radiographic  evidence  of  being  infected.’ 

Haden,3  of  the  Deaner  Institute,  has  re- 
cently given  us  a report  of  “600  pulpless 
teeth  with  negative  radiograms,  cultured, 

25.7  per  cent  had  more  than  100  colonies 
and  56.7  per  cent  one  or  more  colonies.  The 
comparative  group  containing  ten  colonies 
per  tube  constitute  46.2  per  cent  of  the 
total  number.  This  is  a very  high  per- 
centage showing  bacteriologic  evidence  of 
infection  in  teeth  without  radiographic  evi- 
dence. Of  cultures  made  on  the  same  num- 
ber of  teeth  with  x-ray  positive  findings 

62.8  per  cent  had  ten  or  more  colonies.” 
This  report  certainly  does  suggest  that  the 
x-ray  negative  tooth  may  be  as  important 
a factor  in  systemic  disease  as  the  x-ray 
positive  tooth.  While  the  percentage  is 
some  larger  in  the  x.-ray  positive  tooth,  bac- 
teria are  better  walled  off  than  we  find  is 
the  case  in  the  x-ray  negative  tooth  where 
the  bacteria  and  toxin  have  easy  access  to 
the  blood  stream. 

Devital  teeth  showing  no  radiographic 
evidence  of  apical  infection  furnish  both  the 
medical  and  dental  professions  a very  seri- 
ous question  for  thought  as  well  as  for 
argument  and  discussion.  Such  men  as 
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Haden,  Price,  Rosenovv,  Mayo  and  others 
have  proved  conclusively  that  devital  teeth 
are  a direct  menace  to  health.  I do  not  ad- 
vocate the  removal  of  all  devital  teeth  in 
mouths  of  healthy  individuals  but,  on  the 
other  hand,  it  is  my  strong  belief  that  de- 
vital teeth  should  not  be  carried  in  mouths 
of  patients  who  are  suffering  from  some 
disease  that  might  be  caused  by  focal  in- 
fection, especially  when  other  sources  have 
been  ruled  out.  Physical  condition  and  age 
should  govern  us  largely  in  our  recom- 
mendations relative  to  devital  teeth.  In 
this  preventive  age  we  should  see  that  in- 
fected teeth  are  removed  before  the  heart 
begins  to  beat  irregularly,  before  the  urine 
contains  albumin  and  before  the  ioints  be- 
come deformed. 

As  further  evidence  against  the  x-ray 
negative  tooth  permit  me  to  call  your  at- 
tention to  a patient  recently  referred  by  a 
physician.  Patient,  woman  about  forty- 
five,  with  a heart  condition  diagnosed  by 
the  attending  physician  as  auricular  fibril- 
lation. All  teeth  were  carefully  radio- 
graphed. In  this  case  the  x-ray  showed 
five  crowned  teeth  to  be  negative.  The 
case  was  serious,  so  the  crowns  were  re- 
moved in  order  that  the  teeth  might  be  giv- 
en the  vitality  test.  Two  out  of  the  five 
were  found  to  be  devital ; one  was  well 
scrubbed,  the  tooth  and  surrounding  gum 
tissues  were  painted  with  iodin,  being  care- 
ful to  see  that  the  iodin  penetrated  well 
into  the  space  between  the  gum  margin  and 
the  tooth.  The  iodin  was  then  washed  off 
with  alcohol,  the  tooth  carefully  removed 
and,  upon  culture,  a profuse  growth  of 
streptococci  was  obtained. 

Patient  was  relieved  of  this  heart  condi- 
tino  shortly  after  the  removal  of  these  two 
devital  teeth  and  has  not  had  a recurrence 
of  it  up  to  the  present  time.  In  this  case, 
had  the  x-ray  been  depended  upon  alone  for 
diagnosis,  the  patient  very  likely  would  not 
be  here  today  to  vouch  for  my  report. 

We  will  now  take  into  consideration  the 
essentials  necessary,  in  my  opinion,  to  make 
a thorough  and  x’eliable  mouth  diagnosis. 
The  first  thing  when  a patient  presents 
himself  for  a mouth  diagnosis  is  to  detei’- 
mine  the  suspicious  areas,  in  order  that 
they  may  be  thoroughly  radiographed.  The 
suspicious  areas  might  be  enumerated  as 
follows : all  crowned  teeth,  teeth  with  large 
fillings,  teeth  with  synthetic  fillings,  teeth 
with  more  than  normal  mobility,  teeth  off 
color  and  teeth  surrounded  by  unhealthy 
gum  tissues.  All  areas  of  missing  teeth 
should  be  radiographed  regardless  of  a his- 
tory of  extraction,  for  here  we  often  find 


impactions,  unerupted  teeth,  roots  and 
cysts.  This  ofttimes  entails  a complete  set 
of  fourteen  exposures.  All  teeth  not  x-rayed 
at  this  time  should  be  tested  for  vitality. 

Having  all  the  necessary  radiographs  at 
hand  and  properly  mounted,  they  should  be 
placed  upon  a well  illuminated  reading  box 
for  thorough  and  systematic  study,  to  de- 
termine bone  changes  at  apical  region,  root 
canal  fillings,  alveolar  crest  absorption, 
thickening  of  membrane,  pulp  nodules,  over 
hanging  crowns  and  fillings,  impactions, 
unerupted  teeth,  roots,  cysts,  pyorrhea 
pockets  and  cavities ; properly  recording 
same  at  time  noted. 

We  see  the  patient  a second  time,  in  or- 
der that  all  teeth  not  shown  by  the  radio- 
grams to  be  devital  may  be  given  the  vital- 
ity test  and  to  assist  in  the  correct  inter- 
pretation of  the  radiograms,  being  cautious 
to  record  findings  without  delay.  Teeth 
with  gold  crowns  can  not  be  tested  for  vi- 
tality and  are  therefore  troublesome  to  get 
an  accurate  check  upon.  We  often  find  it 
necessary  to  cut  off  a gold  crown  and  al- 
ways feel  fully  warranted  in  doing  so,  re- 
gardless of  x-ray  findings,  especially  when 
our  patient  gives  a history  of  some  disease 
that  might  be  caused  from  focal  infection. 
I consider  a good  pulp  tester  almost  as  val- 
uable in  mouth  diagnosis  as  is  the  x-ray. 
At  this  same  sitting  a thorough  clinical  ex- 
amination is  made,  noting  condition  of  soft 
tissues,  depth  of  pyorrhea  pockets,  for  mo- 
bility and  for  labial  and  lingual  bone  ab- 
sorption that  does  not  register  on  radio- 
grams. Too  little  attention  is  paid  to  perio- 
dontal (pyorrhea)  lesions.  Case  history 
both  past  and  present,  oral  and  systemic, 
should  be  taken  and  properly  recorded. 

Having  gathered  the  above  information, 
same  is  recorded  on  a printed  diagostic 
chart,  so  that  an  intelligent  and  reliable 
diagnosis  and  prognosis  may  be  reached. 

CONCLUSION 

Dentistry  is  as  much  a branch  of  public 
health  service  as  is  medicine,  therefore  the 
grave  importance  of  a better  understanding 
and  co-operation  in  order  that  this  service 
may  be  rendered. 

Due  to  the  fact  that  oral  foci  of  infec- 
tion are  the  etiological  factor  in  a very 
large  percentage  of  systemic  diseases,  there 
is  imposed  a great  responsibility  upon  the 
dentist  by  the  physician  and  patient  as  well. 

The  physician  is  in  need  of  and  dependent 
upon  the  dentist  for  a reliable  dental  report 
before  he  can  complete  his  diagnosis. 

The  x-ray  negative  tooth  is  as  great  a 
menace  to  health  as  the  x-ray  positive 
tooth. 


APRIL,  1927 


loD 


A reliable  mouth  diagnosis  from  radio- 
grams alone  should  not  be  expected. 

Today  dentistry  is  as  highly  specialized 
as  is  medicine  and  the  same  precautions 
should  be  exercised  in  referring  your  pa- 
tients to  a dentist  for  a real  service  that 
you  would  use  if  you  were  referring  the 
same  patient  to  a physician  for  some  special 
service. 

The  relation  between  physician  and  den- 
tist should  be  one  of  enthusiastic  and  in- 
intelligent  co-operation.  Nothing  short  of 
this  is  justice  to  our  patients. 
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CASE  REPORT 

M.  B.  CULPEPPER,  M.  D. 

Carlsbad,  N.  M. 

Read  before  the  Eddy  County  Medical  Society. 
(An  unusual  fatal  termination  of  an  ap- 
parently normal  confinement  on  the  thirty- 
second  day  post  partum.) 

Mrs.  H.  B.,  age  twenty-four,  primipara, 
native  of  New  Mexico.  Family  history  with- 
out much  import  except  her  father  was  a 
heavy  drinker  but  apparently  healthy ; 
mother  strong  and  vigorous,  with  eight 
children,  all  of  whom  were  healthy  except 
one  brother,  age  nineteen,  who  has  de- 
veloped epileptic  fits  within  the  last  three 
years. 

Became  pregnant  about  December  27, 
1925,  and  after  six  weeks  began  suffering 
from  vomiting  which  persisted  in  rather 
a severe  type  till  about  the  end  of  the 
fourth  month,  when  the  advisability  of  ter- 
minating the  pregnancy  was  considered  but 
this  was  finally  avoided  by  hospital  care. 

She  suffered  with  a pronounced  pyorrhea 
and  had  to  give-  up  some  of  her  teeth  dur- 
ing the  fourth  month  and  this  condition 
seemed  to  be  relieved  to  some  extent  after- 
wards. After  the  fourth  month  her  preg- 
nancy was  unaccompanied  with  any  serious 
manifestations  and  she  gained  in  flesh  and 
general  appearance  till  she  entered  the  hos- 
pital on  October  3,  1926,  the  date  of  con- 
finement, which  was  of  only  a few  hours 
and  uncomplicated.  It  was  noticed  that 
there  was  somewhat  more  hemorrhage  im- 
mediately following  than  is  usual  after  nor- 
mal confinements,  but  it  lasted  only  for  a 
few  minutes  and  thereafter  no  further  signs 


of  anything  abnormal  occurred  until  the 
twelfth  day,  when,  without  any  warning 
whatever,  she  had  a violent  hemorrhage. 
She  had  been  allowed  to  return  to  her  home 
on  the  ninth  day  after  confinement,  and 
during  the  lying-in  period  the  lochia  was 
never  more  than  normal.  She  had  had  no 
fever,  only  one  registration  showing  a tem- 
perature of  99°.  Her  milk  flow  was  suffi- 
cent  to  nourish  her  baby  and  her  organs  of 
elimination  had  performed  normally. 

She  was  allowed  to  sit  up  and  give  direc- 
tions for  the  care  of  her  baby,  her  appetite 
was  good  and  she  slept  well.  On  the  night 
of  the  twelfth  day,  while  in  bed  at  rest 
and  without  warning,  the  terrific  hemor- 
rhage mentioned  occurred.  I was  out  of 
town  and  she  was  seen  by  Dr.  Pate,  who 
assured  me  that  he  saw  no  cause  for  such 
a hemorrhage  and  could  see  no  reason  for 
its  return.  I saw  her  the  following  day 
and  could  see  no  threatening  of  its  return, 
but  advised  that  she  be  kept  quiet  for  the 
next  few  days.  On  the  sixteenth  day  an- 
other hemorrhage  of  about  the  same  pro- 
portions occurred  which  affected  her  vital- 
ity markedly,  after  which  I proceeded  to 
make  a survey  of  the  interior  of  the  uterus. 
With  light  anesthesia  the  uterus  was  swept 
out  with  dull  curette,  followed  by  warm 
sterile  douche,  some  decidua  with  spongy 
looking  masses  which,  at  the  time,  were 
taken  to  be  placental  structure,  were  re- 
moved. The  uterus  was  packed  with  sterile 
gauze  which  was  allowed  to  remain  for 
twenty-four  hours.  Upon  the  removal  of 
the  gauze  no  further  hemorrhage  occurred 
for  seven  days ; then,  again  without  warn- 
ing, another  severe  hemorrhage  which  al- 
most exsanguinated  her  occurred,  the 
uterus  was  again  entered  and  more  of  the 
masses  of  spongy  moles  removed;  this  time 
it  was  noticed  that  the  mass  on  its  attached 
surface  was  supported  by  circulation  and 
was  vital.  It  had  no  odor,  as  is  the  case 
with  retained  placenta,  nor  had  there  been 
at  any  time  odor  of  decomposition.  I was 
by  this  time  convinced  that  something  very 
much  out  of  the  ordinary  was  present.  The 
patient  had  become  very  anemic,  with  a 
waxy  color,  would  not  eat  but  consumed 
large  quantities  of  water.  A blood  count 
by  Dr.  0.  E.  Puckett  showed  40,000  leucocy- 
tes. Respiration  became  labored  and  puffy; 
pulse  rapid  and  weak  and  coma  began  to 
appear,  but  she  could  be  aroused  after 
which  she  became  nervous  and  irritable. 
After  this  hemorhage  there  was  a continua- 
tion of  a sero-sanguinous  discharge,  not 
very  pronounced  but  with  a peculiar  fetid 
odor,  not  like  that  of  decomposition  but  re- 
sembling that  of  uterine  cancer,  and  ac- 
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companied  by  many  shreds  of  mossy  con- 
sistency. Her  labored  breathing  was  differ- 
ent from  anything  I had  ever  seen  and  I 
think  now  was  due  to  metastases  filling 
her  lungs.  Her  complexion  assumed  a de- 
cided jaundiced  appearance  before  death. 
Throughout  her  entire  course,  ' scarcely  at 
any  time  did  her  temperature  rise  above 
normal,  and  much  of  the  time  was  sub- 
normal. Her  pulse  weakened  as  her  anemia 
progressed. 

DIAGNOSIS:  The  termination  of  this 
case  in  so  short  a time  after  delivery  is  to 
some  extent  against  the  diagnosis  of  chorio- 
carcinoma, as  the  average  of  these  cases 
extend  to  four  to  six  months  after  labor. 
But  undoubtedly  the  excessive  hemorrhag- 
ing served  to  hasten  the  termination;  had 
these  hemorrhages  been  less  severe  the 
slower  development  as  noted  in  most  cases 
of  chorio-carcinoma,  would  have  been  more 
fully  brought  out. 

I feel  that  no  case  of  hydatid  mole  could 
or  would  have  produced  such  rapid  and  dis- 
astrous effects  as  was  confronted  in  this 
case;  besides,  the  cachexia  and  character- 
istic carcinomatous  odor,  with  tendency  to 
metastases  in  the  lung  created  an  over- 
whelming evidence  of  malignancy.  No 
autopsy  was  had  to  determine  the  last  word 
in  pathology. 


BOOK  REVIEWS 

An  Introduction  to  the  Practice  of  Preventive 
Medicine,  by  J.  G.  Fitzgerald,  M.D.,  L.L.D.,  F.R.C.S., 
professor  of  Hygiene  and  Preventive  Medicine  and 
Director  School  of  Hygiene  and  Connaught  Labor- 
atories, University  of  Toronto;  assisted  by  Peter 
Gillespie,  M.  Sc.,  C.  E.,  M.  E.  I.  C.,  Professor,  of 
Civil  Engineering,  University  of  Toronto;  and  H. 
M.  Lancaster,  B.  A.  Sc.,  Chief  Dominion  Analyst, 
Department  of  Health,  Canada,  Ottawa,  formerly 
director  of  Division  of  Laboratories,  Pronvincial 
Board  of  Health,  Ontario,  and  Demonstrator  in 
Sanitary  Chemistry,  Department  of  Hygiene  and 
Preventive  Medicine,  University  of  Toronto;  and 
chapters  by  Andrew  Hunter,  M.  A.,  M.  B.,  P.  R.  S.  <J., 
A.  H.  W.  Caulfield,  M.  B.,  J.  G.  Cunningham,  B.  A., 
M.  B.,  D.  P.  H.,  and  R.  M.  Hutton,  B.  A.  (Oxon.) ; 
second  edition;  St.  Louis;  The  C.  V.  Mosby  Com- 
pany; 1926;  $7.50. 

As  more  and  more  attention  is  given  to  the  all- 
important  subject  of  preventive  medicine  there  will 
be  more  and  more  non-medical  trained  workers  and, 
hence,  a demand  for  a book  dealing-  strictly  with 
prevention.  Then,  too,  there  are  many  physicians 
who  devote  their  time  entirely  to  the  work  of  pre- 
vention and  tc-  whom  a book  dealing  specifically  with 
the  questions  of  preventive  medicine  must  appeal. 
Fitzgerald’s  book  impresses  the  reviewer  as  of  ex- 
ceptional merit. 

There  are  25  chapters  in  the  book.  The  more  im- 
portant titles  are  Diphtheria;  Measles,  Mumps, 
Whooping  Cough;  Tuberculosis,  Pneumonia,  Influ- 
enza, Bronchopneumonia,  and  Common  Colds;  Cere- 
brospinal Meningitis,  Anterior  Poliomyelitis,  Epi- 
demic Encephalitis  and  Trachoma;  Diseases  Trans- 
mitted by  Food  and  Water;  Insect-borne  Diseases; 
Smallpox,  Rabies  and  Chickenpox  and  Others  of 


Unknown  Etiology;  Venereal  Diseases;  Tetanus, 
Anthrax,  Gas-Gangrene,  Glanders,  Erysipelas;  Gen- 
eral Methods  for  Control;  Water;  Milk;  Foodfe  ; 
Sanitation;  School  Hygiene;  Industrial  Hygiene; 
and  Public  Health  Education. 

The  reviewer  has  read  many  pages  of  the  work 
and  found  it  simply  written  so  that  even  those  not 
trained  in  all  the  fundamentals  of  a medical  educa- 
tion may  read  it  with  understanding.  Physicians, 
particularly  those  doing  public  health  work,  will 
find  the  book  of  much  use.  It  is  recommended  to  all 
who  are  in  any  way  connected  with  official  public 
health  work. 

Facts  on  the  Heart,  by  Richard  C.  Cabot,  M.  D., 
Professor  of  Medicine  and  of  Social  Ethics  at  Harv- 
ard University;  illustrated;  Philadelphia  and  Lon- 
don, W.  B.  Saunders  Company;  1926,  781  pages. 

This  book  is  in  Cabot’s  characteristic,  fascinating- 
style.  He  starts  with  necropsy  findings  and  then  by 
going  to  the  ward  records  he  works  out  the  symp- 
toms and  etiology,  as  far  as  disclosed,  of  each  case. 
The  main  part  of  the  book,  therefore,  is  made  up  of 
statistics,  tables,  charts,  autopsy  reports,  clinical 
charts,  etc.,  and  is,  as  a result,  in  great  part  not 
the  easiest  reading.  Cabot  writes  in  the  introduc- 
tion: “Very  few  people  should  even  try  to  read  the 
whole  of  this  book.  I should  advise  most  readers 
to  read  the  opening  and  the  closing  chapters,  and 
the  summaries  at  the  end  of  each  section,  and  then 
to  look  c ver  as  many  of  the  illustrative  cases  as 
seem  interesting.” 

The  text  of  the  book  can  be  made  a safe  model 
for  histories,  for  autopsy  records  and  for  general 
and  exhaustive  studies  of  patients. 

Perhaps  the  most  outstanding  statement  of  the 
book  is  that  “most  heart  disease  is  imaginary.”  In 
one  place  he  states  that  diagnoses  of  heart  dis- 
eases, whether  made  by  physicians  or  by  the  pa- 
tients themselves,  are  usually  wrong;  and  in  such 
instances  the  heart  is  commonly  sound.  This  state- 
ment occurs  nearly  as  written  above  as  a footnote 
on  page  762.  The  reviewer  is  loath  to  allow  this 
statement  to  go  unchallenged.  The  author  does  not 
appear  to  attempt  to  prove  his  premise.  As  a mat- 
ter of  fact  he  probably  regards  the  statement  of  no 
great  moment  except  to  call  attention  to  imaginary 
heart  trouble  as  a common  and  serious  condition. 

A surprising  statement  is  that  mitral  regurgita- 
tion without  stenosis  is  a lesion  which  is  exceedingly 
rare  at  the  autopsy  table.  A diagnosis  of  mitral  re- 
gurgitation without  st  nosis  he  says  is  never  justi- 
fied. In  his  series  of  1906  necropsied  cases  of  heart 
disease  he  found  seven  cases  of  mitral  regurgitation 
without  stenosis,  and  three  of  these  were  doubtful. 
Since  the  diagnosis  of  mitral  regurgigation  without 
senosis  has  been  and  is  such  a common  diagnosis 
among  physicians  a general  revamping  of  ideas 
about  the  lesions  of  the  mitral  valve  is  necessary. 

Another  conclusion  which  is  somewhat  astonishing 
is  that  scarlet  fever,  pneumonia,  tuberculosis,  ty- 
phoid, influenza,  gonorrhea,  and  other  infections, 
except  rheumatism  and  syphilis,  have  no  part  in 
deforming  heart  valves. 

Pericarditis  is  recognizable  in  only  about  one-fifth 
of  the  occurrences.  He  has  but  little  to  add  to  our 
present  knowledge  of  angina  pectoris.  The  reviewer 
is  of  the  opinion  that  Dr.  Cabot  has  not  given 
simple  cardiac  dilation  the  attention  that  it  deserv- 
es. His  contention  that  dilation  is  a compensatory 
and  helpful  change  just  as  hypertrophy,  is  certain- 
ly a surprise  and  a shock. 

The  printer’s  art  is  beautifully  displayed.  There 
are  a number  of  typographical  errors  and  an  occa- 
sional ambiguous  sentence.  On  page  35  he  uses  tbe 
words  “combined  lesions”  and  it  is  not  clear  just 
what  is  meant  thereby.  On  the  next  page  the  word 
“people”  is  used  when  “persons”  is  doubtless  a 
preferable  term.  On  page  51,  fifth  line  the  word 
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“not”  is  in  the  sentence  when  clearly  he  did  not  wish 
to  use  a negative.  On  page  338,  the  second  long 
paragraph,  the  second  sentence  reads:  ‘‘The  abdom- 
inal reflexes  were  present  but  sluggish,  especially 
the  cremasterics.”  The  author  probably  does  not 
regard  the  cremasterics  as  a part  of  the  abdominal 
group  of  reflexes.  On  page  771  in  second  paragraph 
under  myocarditis  is  printed  the  word  “pressure” 
when  “presence”  is  obviously  the  word  intended. 
On  page  132  next  to  the  bottom  line  is  the  word 
“snowed”  where  clearly  “showed”  is  intended. 

This  is  a monumental  work  done  in  the  style  of  a 
master  and  should  be  accessible  to  all  clinicians. 

—0.  H.  B. 

American  Medical  and  Sanitary  Relief  in  the  Rus- 
sian Famine,  1921-1923,  by  Henry  Beeuwkes,  M.  D., 
Medical  Director  American  Relief  Administration, 
Russian  Unit;  published  by  American  Relief  Ad- 
ministration, Herbert  Hoover,  Chairman,  42  Broad- 
way, New  York. 

In  1921,  crops  failed  throughout  a great  part  of 
Russia  and  starvation  faced  24  million  of  her  peo- 
ple. The  American  Relief  Association  organized  a 
Russian  unit  under  the  direction  of  Colonel  William 
N.  Haskell  of  the  United  States  Army.  Congress  of 
our  United  States  appropriated  24  million  dollars  in 
money  or  supplies  for  the  starving  Russians. 

This  little  booklet  is  thei  story  of  how  the  relief 
was  administered,  the  terrible  conditions  encounter- 
ed and  the  results  accomplished. 


AMERICAN  ASSOCIATION  FOR  THE  STUDY  OF 
ALLERGY 

The  American  Association  for  the  Study  of  Al- 
lergy is  to  hold  its  fifth  annual  meeting  in  Wash- 
ington at  the  Washington  Holel.  on  May  16th  and 
17th.  A dinner  is  to  be  given  at  which  Dr.  Arthur 
F.  Coca  is  to  deliver  an  address  on  “The  Pathol- 
ogy of  Atopic  Hypersensitiveness.”  All  physicians 
interested  in  the  subject  of  allergy  are  invited  to 
attend  the  daily  sessions  and  to  be  present  at 
the  dinner. 

Reservations  for  the  dinner  may  be  made  with 
the  Secretary,  Alb  rt  H.  Rowe,  242  Moss  Avenue, 
Oakland,  California.  A check  of  |4.00  for  the  din- 
ner should  accompany  each  reservation. 

The  program  which  covers  many  phases  of 
the  subject  of  allergy  and  presents  an  outstand- 
ing symposium  on  the  subject  by  specialists  from 
all  parts  of  the  United  States,  has  been  prepared 
for  the  two  day  session. 


SUMMER  CLINICS,  CHICAGO  MEDICAL  SOCI- 
ETY, 1927 

Announcements  and  schedules  will  soon  be  ready 
for  the  1927  Summer  Clinics  of  the  Chicago  Medi- 
cal Society,  supported  by  many  of  the  largest  hos- 
pitals in  the  city.  Several  of  our  large  labora- 
tories have  also  agreed  to  co-operate  in  this  work. 

In  1926  registrations  were  limited  to  physicians 
living  in  Illinois,  but  increased  facilities  make  it 
possible  to  accommodate  many  more  than  last 
year.  Registrations  therefore  will  be  open  to 
physicians  from  other  states  and  to  as  many  as 
may  be  accommodated,  in  the  order  of  their  reg- 
istrations. Registration  fee  will  be  $10  for  each 
two  weeks  course,  payable  at  time  of  registration, 
and  a physician  may  register  for  only  one  course 
of  two  weeks. 

Admission  will  be  by  card  only,  issued  by  the 
Chicago  Medical  Society  and  no  registration  card 
will  be  issued  until  registration  feje  is  paid. 

The  first  two  weeks  course  will  begin  on  Mon- 


day, June  13th,  1927,  at  9 a.  m.,  ending  Friday, 
June  24th. 

The  second  two  weeks  course  will  begin  on  Mon- 
day, June  27th  at  9 a.  m.,  sliding  Friday,  July  oth. 


GRANT  COUNTY  (N.  M.)  MEDICAL  SOCIETY 

The  regular  March  meeting  of  the  Grant  County 
Medical  Society  was  held  in  the  Officer’s  Club, 
Fort  Bayard,  New  Mexico,  April  1,  1927,  at  8:00 
p.  m. 

The  president,  Dr.  D.  Kramer,  called  the  meet- 
ing to  order.  The  clinical  cases  which  were  sched- 
uled for  the  evening  were  not  presented.  fhe 
paper  of  the  evening  was  prepared  by  Dr.  Hazon 
and  read  by  Dr.  Gunter,  subject:  “The  Roll  of 

Artificial  Pneumothorax  in  the  Treatment  of  Pul- 
monary Tuberculosis.”  The)  paper  was  well  pre- 
pared and  well  read.  It  was  discussed  by  Drs. 
Ferrell.  Danielson,  Groom,  Kramer  and  others. 

It  was  moved  and  carried  that  the  president  and 
secretary  be  authorized  to  appoint  someone  to 
read  a paper  at  the  State  Meeting  at  Carlsbad. 

Dr.  Hazen  has  been  appointed  to  read  the  above 
mentioned  paper. 

No  other  business  coming  before  the  society  the 
meeting  adjourned  at  10:00  p.  m. 


PERSONALS 

DR.  ROY  E.  THOMAS,  of  Los  Angeles,  with  his 
family,  motored  over  to  Phoenix  recently  and  spent 
a few  days  visiting  relatives.  He  attended  the 
monthly  staff  meeting  of  St.  Joseph’s  Hospital  on 
April  11th  and  participated  in  the  discussion. 

DR.  R.  L.  ALEXANDER,  of  Ontario,  Calif.,  for- 
merly located  in  Tempe,  Ariz.,  was  a visitor  in 
Phoenix  and  vicinity  recently. 

DR.  JAMES  VANCE,  of  El  Paso,  participated 
in  the  Southwestern  Golf  Tournament  in  Phoenix 
recently.  The  medical  golfers  all  had  to  turn  tneir 
clubs  upside  down  and  yield  the  palm  to  an  eight- 
een year  old  high  school  boy,  who  carried  off  the 
championship. 

DR.  ELLIOT  G.  COLBY,  of  Yuma,  announces  his 
removal  to  San  Diego,  where  he  will  be  located  in 
practice  in  the  future. 

DR.  H.  K.  BEAUCHAMP,  of  Phoenix,  has  been 
appointed  City  Health  Officer,  in  the  office  vacat- 
ed by  the  recent  death  of  Dr.  L.  D.  Dameron.  Dr. 
Beauchamp  comes  to  this  office  with  experience 
having  once  served  in  this  capacity  for  a period 
of  five  years, 

DR.  H.  A.  HARRIS,  of  Empalme,  Sonora,  has 
been  appointed  Chief  Surgeon  of  the  Southern 
Pacific  Railroad  Company  of  Mexico,  vice  Dr.  E. 
C.  Houle,  who  has  resigned.  With  the  opening  of 
the  through  Southern  Pacific  line  along  the  west 
coast  to  Mexico  City,  this  route  will  become  a very 
important  commercial  line  and  undoubtedly  a favor- 
ite one  for  tourists. 


SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections 
enable  us  to  give  superior  service.  Aznoe’s  Na- 
tional Physicians’  Exchange,  30  North  Michigan, 
Chicago.  Established  1896.  Member  The  Chicago 
Association  of  Commerce. 
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NEW  MEXICO  MEDICAL  SOCIETY 

FORTY-FIFTH  ANNUAL  MEETING 
Carlsbad,  May  9,  10  and  11. 

Few  states  in  the  union  can  offer  to  its 
visitors  more  scenic  marvels  or  places  of 
historic  interest  than  can  New  Mexico. 
Whether  one  is  interested  in  prehistoric 
man.  the  original  American,  or  the  first 
white  settlers  on  this  continent.  New  Mex- 
ico is  well  to  the  front  with  its  claims  for 
places  of  interest  and  histor’cal  value. 

This  year  the  convention  will  be  held  in 
Carlsbad,  with  one  of  the  scenic  wmnders 
of  the  western  continent  as  a soecial  attrac- 
tion. Thu  great  Carlsbad  Caverns,  now 
established  as  a National  Monument  under 
the  National  Park  Service,  will  furnish  this 
special  feature.  In  order  that  all  mav  have 
the  privilege  of  enioying  this  scenic  attrac- 
tion, on°  mtire  dav  will  be  devoted  to  vis- 
iting the  Cavern,  the  convention  gathering 
of  that  day  bein°-  held  at  the  entrance  to 
Rig  Room,  which  is  nearly  two  miles  from 
the  natural  opening. 

Carlsbad  Cavern  National  Monument  is 
about  twenty-five  miles  from  Carlsbad  and 
is  reached  over  a beautiful  mountain  road. 
The  Cavern  is  sa'd  to  be  the  larerest  cave 
in  the  world,  with  the  most  beautiful  struc- 
tures. The  first  two  miles  of  the  Cavern 
are  electrically  lighted. 

The  Carlsbad  Mineral  Springs,  which  feed 
the  famous  bathing  beach,  represent  an- 
other attraction  which  will  be  available  for 
the  enjoyment  of  the  visitors  and  members. 
They  are  urged  to  bring  bathing  suits. 
These  mineral  springs,  with  the  climate  of 
Carlsbad,  have  made  this  section  a famous 
health  resort.  The  spring  waters  have  an 
analysis  closely  approximating  that  of  the 
waters  of  the  famous  spa  at  Karlsbad  in 
Bohemia. 


The  medical  profession  of  the  Pecos  Val- 
ley in  New  Mexico  are  making  elaborate 
plans  for  tbe  entertaniment  of  the  mem- 
bers of  the  Society  and  the  visitors.  By 
utilizing  these  natural  features,  coupled 
with  their  well  known  hospitality,  they 
will  doubtless  make  this  meeting  one  long 
to  be  remembreed  by  those  who  have  the 
foresight  to  attend. 

The  following  outline  of  the  scientific 
program  is  not  complete,  but  demonstrates 
that  tbe  usual  excellence  of  this  Society’s 
presentation  will  be  maintained: 

PROGRAM 

DR.  CARY  B.  ELLIOTT  Raton.  New  Mexico 

President’s  Address:  “Pioneers  in  the  Medical 

History  of  Nslw  Mexico.” 

DR.  F.  M.  POTTENGER  Monrovia,  Calif. 

“Present  Day  Conception  of  Clinical  Pulmonary 
Tuberculosis.” 

DR.  A.  W.  MORTON  San  Francisco,  Calif. 

“Spinal  Analgesia.” 

DR.  A.  C.  SCOTT  Temple,  Texas 

“High  Mortality  in  Malignancies  and  its  Reduc- 
tion.” 

DR.  F.  D.  VICKERS  Deming,  N.  M. 

“Artificial  Pneumothorax,  with  X-ray  Illustra- 
tions.” 

DR.  G.  WERLEY  El  Paso,  Texas 

“A  Review  of  Four  Hundred  Postmortems  with 
R ference  to  Cardiovascular  Syphilis,  with 
Lantern  Slides.” 

DR  A.  R.  HATCHER  Wellington,  Kans. 

“Urological  Cases  Frequently  Diagnosed  as  Other 
Disturbances.” 

DR.  ROBERT  O.  BROWN  Santa  Fe,  New  Mexico 
“The  Relations  of  the  Department  of  Public  Wel- 
fare. the  Medical  Profession  and  the  Public.’ 
DR.  KELVIN  D.  LYNCH  El  Paso,  Texas 

“Non-Calculous  Ureteral  Obstruction,  with  Lan- 
tern Slides.” 

DRS.  C.  P.  and  W.  L.  BROWN  El  Paso,  Texas 
“Postoperative  Use  of  Duodenal  Tubes.” 

DR.  CARL  MULKY  Albuquerque,  New  Mexico 

“Hilum  Tub  -roulosis  in  the  Adult,  with  Lantern 
Slides.” 

DR.  W.  T.  JOYNER  Roswell,  New  Mexico 

“About  Medical  Legislation  in  New  Mexico.” 
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CARLSBAD  CAVERN 
CURTAIN  FORMATION 

(Copyrighted  by  the  A.  T.  & S.  F.  Rv. 
Co , courtesy  of  Carlsbad  Chamber  ot 
Commerce.) 

One  of  the  marvellous  formations  in 
this  great  cave,  the  largest  yet  ex- 
plored in  the  world. 


CARLSBAD  CAVERN 
(Copyrighted  by  Ray  V.  Davis, 
“THE  ICE  CHAMBER” 

Carlsbad;  courtesy  of  the  Carls- 
bad Chamber  of  Commerce.) 

This  is  one  of  the  curious  and 
unusual  spectacles  to  be  found  in 
these  caves,  where  the  giant 
icicles  take  the  place  of  the  ordi- 
nary stalactites. 


“THE  MOST  INTERESTING  SECTION  OF 
AMERICA.’’ 

Thus  has  the  section  of  country  about 
Carlsbad,  N.  M.r  been  described,  and  it  is 
becoming  one  of  the  favorite  haunts  of  the 
tourist  from  all  over  America.  And  Carls- 
bad can  make  out  a true  bill  for  this  claim 
on  any  one  of  several  counts. 

Historically,  it  can  present  its  reminis- 


cences of  Geronimo,  Billy  the 
Kid,  the  Forty  Niners,  and 
many  other  pioneers,  with  the 
background  of  the  Conquista- 
dores  who  found  in  the  Pecos 
Valley  a favorite  route  of  travel 
north  and  south.  The  botan- 
ists find  here  a land  unlike  any 
other  with  its  five  hundred  or 
more  varieties  of  cactus.  The 
geologist  and  archeologist  find 
here  a land  unlike  any  other 
with  its  mountains  honeycombed 
with  caverns  of  the  basket  mak- 
ers who  lived  there  probably 
four  thousand  years  ago.  The 
health  seeker  finds,  in  addi- 
tion to  the  natural  climate 
common  to  most  of  New  Mexico,  great  min- 
eral springs  with  mineral  content  similar  to 
those  of  the  famous  Karlsbad  Spa  in  Ger- 
many. So  abundant  is  this  water  that  it 
forms  a great  bathing  pool,  three  miles 
long 

Chief  among  the  attractions  of  Carlsbad 
for  the  tourist,  or  other  visitor,  is  the 
Carlsbad  Cave  National  Monument,  with 
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the  world’s  largest  and  most  beautiful  cav- 
ern. These  caverns  will  be  found  described 
in  the  National  Geographic  Magazine  for 
January,  1924,  and  September,  1925.  With 
the  electrical  lighting  installed  by  the  Na- 
tional Park  Service,  which  maintains 
trained  guides  to  insure  the  full  enjoyment 
of  these  wonders,  the  beautiful  and  start- 
ling structures  can  be  fully  enjoyed  in  com- 
fort and  safety.  The  accompanying  illus- 
trations show  two  of  the  many  places  of 
interest  found  in  these  great  caves. 


BUTLER  GILBERT  FOX 

In  the  death  of  Dr.  Butler  G.  Fox,  of 
Globe,  Arizona,  on  February  12th,  Gila 
County  lost  her  pioneer  physician  and  the 
Arizona  State  Association  witnesses  the 
passing  of  another  of  the  organizers  of  that 
body.  In  the  earlv  annals  of  the  Associa- 
tion, the  name  of  Dr.  B.  G.  Fox  frequently 
appears.  For  th:rtv-five  years  he  has  been 
located  continuously  in  Globe  and  witnessed 
many  transitions  in  the  community  and 
professional  life  of  that  mining  metropolis. 

Dr.  Fox  was  a resident  of  Globe  before 
studying  medicine,  being  at  one  time  Clerk 
of  the  Superior  Court  and  then  Countv  Re- 
corder. He  studied  medicine  in  the  Univer- 
sity of  Louisville  School  of  Medicine,  srad 
uatin<r  in  1892,  and  return'ng  immediately 
to  Globe  for  the  practice  of  his  profession. 
Several  years  ago,  he  was  made  ioint  coun- 
ty and  city  health  officer,  and  devoted  his 
entire  time  to  that  work,  being  the  only  full 
time  health  officer  in  Arizona.  In  this 
capacity  he  served  as  superintendent  of  the 
Gila  County  Hospital,  until  the  re-organiza- 
tion  of  tTat  institution  recently  into  a gen- 
eral hospital.  He  was  still  city  and  county 
health  officer  at  the  time  of  his  death  on 
February  12th.  from  arteriosclerosis  termin- 
ating in  pneumonia.  He  was  73  years  of 
age. 


McDURHAM  D.  TAYLOR 

Dr.  M.  D.  Taylor,  of  Aztec,  N.  M.,  died 
on  March  16th,  in  Santa  Fe,  N.  M.,  while 
serving  as  a member  of  the  Legislature. 

He  was  born  in  Kentucky  in  1867.  gradu- 
ated from  the  Kentucky  School  of  Medicine 
in  1894,  and  came  to  New  Mexico  in  1905. 
He  served  as  a member  of  the  New  Mexico 
Constitutional  Convention  in  1910;  was  for- 
merly a member  of  the  New  Mexico  Board 
of  Health  and  Medical  Examiners  and  the 
State  Board  of  Education.  He  was  County 
Health  Officer  of  San  Juan  County  from 
1911  to  1927. 

While  serving  as  a member  ,of  the  New 
Mexico  Legislature,  he  was  stricken  with 


pneumonia  and  died  after  a brief  illness  of 
five  days. 


H.  W.  PURDY 

In  the  death  of  Dr.  H.  W.  Purdy,  of  No- 
gales, which  occurred  recently,  one  of  the 
pioneer  medical  men  of  Arizona  was  lost. 
Dr.  Purdy  had  been  in  practice  since  1882, 
and  had  been  located  in  Nogales  since  1897. 
The  high  esteem  in  which  he  was  held  by 
the  profession  of  his  community  is  attest- 
ed by  the  following  resolutions  which  were 
passed  by  the  Santa  Cruz  County  Medical 
Societv  and  ordered  printed : — 

WHEREAS.  God  in  His  infinite  wisdom  has  tak- 
en from  amongst  us  our  dearly  beloved  friend  and 
confrere.  H.  W.  PURDY,  we  must  pause  to  pay 
our  most  sincere  respects  to  one  whose  passing  on 
has  created  a great  void,  not  only  in  the  profes- 
sion he  honored,  but  in  the  civic  life  of  Nogales, 
where,  for  many  years  he  has  made  his  daily  con 
tributions  to  the  welfare  and  relief  of  the  suffer- 
ing and  afflicted  without  thought  of  self.  His  has 
always  b en  a life  extending  charity,  of  profound 
faith  in  his  fellow-men.  and  by  reason  of  his  kind, 
patient  and  sympathetic  attention,  he  at  once  inspired 
those  about  him  with  confid  nee  and  resnect.  And 
WHEREAS,  knowing  of  the  exceptional  profes- 
sional qualities  possessed  bv  DR.  H.  W.  PURDY, 
in  matters  of  diagnosis  and  treatment  which  al- 
ways imbued  us  with  confidence  in  his  mature 
judgment  and  counsel,  we  desir*  to  nubliclv  ex- 
press the  fact  that  in  his  passing,  the  medical  pro- 
fession has  lost  one  of  its  foremost  and  able  mem 
bers,  and 

WHEREAS,  in  the  death  of  Dr.  H.  W PURDY, 
there  is  left  in  d-enest  sorrow  and  grief,  a wife 
and  companion  of  many  vears.  and  a daughter,  it 
is  to  these  that  we  most  earnestly  extend  our  deep- 
est sympathy,  in  this  their  hour  of  greatest  grief. 

THEREFORE,  bp  it  resolved,  that  this  resolu- 
tion of  sincere  sympathy,  adopted  at  a special 
meeting  of  the  Santa  Cruz  County  Medical  Soci- 
ety. be  spread  noon  our  minutes  and  a copy  pre- 
sented to  Mrs.  H.  W.  Purdv  and  daughter. 

Signed 

W.  F.  CHENOWETH. 

V.  A.  SMELKER. 

A.  L.  GUSTETTER. 

B.  M.  RICHARDS, 

T.  B.  FITTS. 

A.  H.  NOON. 


STAFF  MEETING.  EL  PASO  CITY- 
COUNTY  HOSPITAL. 

The  staff  of  the  El  Paso  City-County  Hospital 
met  March  16.  1927,  being  called  to  order  by  the 
chairman.  Dr.  E.  J.  Cummins.  The  following  were 
present:  Drs.  Cummins,  Strong.  Casellas.  Rhein- 

heimer,  Liddell,  Von  Almen.  Barrett,  Molloy,  Van- 
devere.  Mason,  Stevenson.  Neil,  Gallagher,  Long, 
Outlaw.  Armistead  Werley.  Thompson.  Richmond, 
Rigney,  Waller,  and  Smith. 

DR.  LIDDELL  reported  the  following  case  of 
pulmonary  tuberculosis  from  his  service: 

The  patient  was  a man.  ag  d 26,  who  had  had 
influenza  in  1918  and  again  in  1921.  After  the 
latter  attack  he  developed  a cough  and  profuse  ex- 
pectoration, and  had  hemoptysis.  There  was  con- 
siderable loss  of  weight.  Aft?r  eighteen  months  in 
hospitals  he  was  discharged  as  arrested.  On  ad- 
mission to  the  City-County  Hospital,  examination 
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Caution l 

THE  right  gelatine,  (Knox  Sparkling  Gelatine),  dissolved 
and  added  to  milk  for  the  bottle  baby,  will  make  it  easier 
for  the  baby  to  digest  the  milk  and  absorb  full  nourishment. 
It  largely  prevents  colic,  regurgitation,  diarrhea  and  other 
baby  ailments.  It  helps  malnourished  children.  It  has  great 
value  in  diets  for  diabetes,  tuberculosis,  convalescing  patients, 
surgical  cases,  etc. 

BUT — the  wrong  gelatine  will  curdle  the  milk! 


Any  plain  gelatine  with  an  acid  content  — is  the  wrong  gela- 
tine. Any  gelatine  that  is  flavored,  colored  or  sweetened,  is 
the  wrong  gelatine.  Any  gelatine  not  produced  under  constant 
bacteriological  control  is  the  wrong  gelatine! 

Knox  is  the  approved  gelatine  because  it  is  all  pure, 
plain  gelatine — every  particle  of  it.  It  is  neutral — no 
acidity!  No  flavoring.  No  coloring.  No  sweetening.  All  fine 
bone  gelatine — the  type  of  gelatine  used  and  commended 
as  a milk  modifier  by  such  eminent  medical  authorities  as 
Jacobi,  Herter,  Alexander,  Ruhr'ah  and  Friedenwald. 

Some  physicians,  not  realizing  the  difference  in  gelatines, 
occasionally  forget  to  specify  Knox  Gelatine  in  making  their 
prescriptions.  The  result  is  that  mothers,  in  some  cases,  are 
buying  brands  unsuitable  for  dietary  purposes.  As  a protection, 
therefore,  we  have  requested  the  Government  to  raise  the  standards 
on  gelatine.  Pending  Government  action,  may  we  suggest  that 
you  specify  Knox  when  you  prescribe  gelatine? 

We  have  the  findings  of  recognized  authorities  to  prove  the 
importance  of  Knox  Gelatine  to  you  in  your  practice.  We 
have  the  experience  of  active  physicians.  We  have  valuable 
laboratory  reports,  not  only  discussing  gelatine  as  a milk 
modifier,  but  outlining  its  importance  in  various  kinds  of 
diets.  May  we  send  you  these  reports? 

METHOD  OF  COMBINING  GELATINE  WITH  MILK : 


Add  one  teaspoonful  of  Knox  Sparkling  Gelatine  — which  should  first  be 
soaked  about  ten  minutes  in  a little  cold  milk  and  then  dissolved  over  hot 
water  or  in  hot  milk — to  the  glass  of  milk.  (In  infant  feeding  formulas  use 
1 tablespoonful  of  gelatine,  dissolved  as  above,  to  the  quart  of  milk.) 

KNOX  GELATINE  LABORATORIES 

438  Knox  Ave.,  Johnstown,  N.  Y. 


Pred^cers  of 
high  grad.  Gelatine  for 
38  years. 


KNOX 

SPARKLING 

GELATINE 

i“T he  Highest  Quality  for  Health” 


Pioneers  in  conducting 
research  into  the  dietetic 
value  of  gelatine. 
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of  tfie  chest  showed  increased  fremitus,  dullness 
on  percussion,  and  cavernous  breathing  at  the 
right  apex.  Diagnosis:  unilateral  pulmonary  tuber 
culosis  with  advanced  cavitation.  The  patient  re- 
fused thoracoplasty  which  was  advised.  He  was 
discharged  improved. 

The  following  deaths  which  occurred  during  Feb- 
ruary were  discussed: 

DR.  RIGNEY:  A girl,  aged  8 years,  was  admitted 
December  5 with  a broken  clavicle.  The  accident 
occurred  eight  days  before  admission.  There  was 
great  pain  and  inability  to  move  the  arm.  On  the 
fifth  day  patient  went  to  bed.  On  admission  the 
arm  was  badly  swollen  and  the  patient  was  de- 
lirious. Temperature  103.3.  X-ray  showed  a frac- 
tured clavicle.  The  fracture  was  reduced  and  held 
in  place  by  adhesive  plaster.  Th?  urine  was  nega- 
tive. The  white  blood  count  was  18,500  with  78 
per  cent  polys.  The  patient  developed  pneumonia 
and  died  the  next  morning.  Autopsy  was  not  per- 
form d,  and  it  is  uncertain  whether  she  died  of 
pneumonia  or  streptococcic  infection. 

A boy,  aged  0 years,  was  run  down  by  an  auto- 
mobile and  was  unconscious  on  admission.  X-ray 
showed  fracture  of  both  humeri,  both  clavicles, 
right  and  left  fifth  ribs,  and  seventh  right'  rib. 
Patient  died  shortly  after  admission. 

A man,  aged  about  40,  was  found  unconscious  by 
the  police.  His  urine  contained  a trace  of  albumen, 
but  was  otherwise  normal.  Hemoglobin,  75  per 
cent.  White  blood  count,  10,600.  Temperature,  99. 
The  tongue  was  lacerated  and  swollen.  Pulse  78. 
Respiratoin  12.  Ice  was  applied  to  the  head,  and 
the  bowels  were  flushed.  The  tongue  was  re- 
paired under  anesthesia.  The  patient  died  eighteen 


Open  All  the  Year 

with 


Pluto  Spring  Flowing  All  tire  Time 


SIX  HUNDRED  AND  FIFTY  ROOMS 
(ALL  OUTSIDE)  IN  OUR  HOTEL 

A place  where  your  patients  can  find  attractive  surround- 
ings with  adequate  medical  service  and  supervision. 

“Logan  Clendening  in  his  recent  clasic,  'Modern  Methods 
of  Treatment,’  says,  'The  benefits  to  be  derived  from  a Cure 
at  a Mineral  Springs  depend,  almost  entirely,  upon  the  effi- 
ciency of  the  medical  organization  thereat.’  This  principle 
has  always  been  and  still  is  the  one  which  has  so  largely 
contributed  to  the  deserved  fame  of  the  French  Lick  Springs 
Hotel  at  French  Lick,  Indiana.” 

When  your  patients  are  tired  of  home  or  hospital  send 
them  to  French  Lick  for  final  recuperation. 

Write  for  Booklet 


days  after  admission.  Autopsy  showed  fracture  of 
the  skull,  involving  both  frontal  sinuses;  two  frac- 
tures on  the  floor  of  the  skull;  a small  hemorrhage 
on  the  posterior  surface  of  the  cerebrum.  There 
was  no  sign  of  internal  injury  to  the  brain.  Peri- 
carditis, pleurisy,  and  multiple  skin  abscesses  were 
also  found. 

DR.  GALLAGHER:  A negress  was  admitted  with 
signs  and  symptoms  of  salpingitis.  Laparotomy 
was  performed  and  the  tubes  removed  Dy  sharp 
dissection.  The  respiration  went  bad  after  the 
operation,  and  stimulants  were  of  no  avail.  The 
cause  of  death  is  not  known. 

A case  of  uterine  fibroid.  Hysterectomy  was 
performed.  The  day  following  the  operation  the 
temperature  rose  to  103.6.  The  next  day  it  was 
102.2.  Hypodermoclysis  was  given.  The  patient 
died.  Autopsy  showed  peritonitis  with  a quart  and 
a half  of  pus  in  the  abdomen.  The  pulse  had  been 
good  after  the  operation,  but  went  to  104  just 
before  death. 

DR.  MOLLOY:  A woman  was  admitted  with  a 

foul  vaginal  discharge  and  a cauliflower  growth  on 
the  cervix.  Section  showed  carcinoma.  Complete 
hysterectomy  was  performed.  The  patient  was 
dismissed  from  th  hospital  and  told  to  report  for 
radium  therapy,  but  failed  to  do  so  until  the  growth 
had  become  too  extensive  for  therapy.  The  case 
was  discussed  by  Drs.  Waller.  Casellas,  Long,  Kich- 
mond,  Gallagher,  and  Cummins. 

DR.  STEVENSON:  A woman,  aged  68,  was  ad- 

mitted to  this  service  February  15  with  a diagno- 
sis of  intestinal  obstruction.  The  illness  began 


SAVE  MONEY  ON 
YOUR  X-RAY  SUPPLIES 


Get  Our  Price  List  and  Discounts 
Before  You  Purchase 

WE  MAY  SAVE  YOU  FROM  10%  TO  25% 
* ON  X-RAY  LABORATORY  COST 

Among  the  Many  Articles  Sold  Are 
X-RAY  FILM,  Duplitized  or  Dental,  Eastman,  Superspeed 
or  Agfa  Film.  Heavy  discounts  on  standard  package 
lots.  X-Ograph,  Eastman,  Justrite  and  Rubber  Rim 
Dental  Film,  fast  or  slow  emulsion. 


radiographs  on  heavy  parts,  such  as  kidney,  spine,  gall- 
bladder or  heads. 


Curved  Top  Style — up  to  17x17  size  cassettes $250.00 

Flat  Too  Style — holds  up  to  11x14  cassettes 175.00 

BARIUM  SULPHATE.  For  stomach  work.  Finest  grade. 
Low  price.  Special  price  on  100-pound  lots. 

DEVELOPING  TANKS,  4,  5 or  6 compartment  stone, 

will  end  your  dark  room  troubles.  Ship  from  Chicago, 
Brooklyn,  Boston  or  Virginia.  Many  sizes  of  enameled 
steel  tanks. 

DENTAL  FILM  MOUNTS.  Black  or  gray  cardboard  with 
celluloid  window  or  all  celluloid  type,  one  to  fourteen 
film  openings.  Special  list  and  samples  on  request. 
Either  stock  styles  or  imprinted  with  name,  address, 

INTENSIFYING  SCREENS— Patterson,  T.  E.,  or  Buck  X- 
Ograph  Screens  for  fast  exposure  alone  or  mounted  in 
Cassettes.  Liberal  discounts.  All-metal  cassettes. 
Several  makes. 


If  you  have  a ma- 
chine have  us  put 
your  name  on  our 
mailing  list. 


GEO.  W.  BRADY  & CO. 

790  So.  Western  Ave.,  CHICAGO 


Systemic  ultraviolet  irradi- 
ation with  Air-Cooled 
Quartz  Lamp,  for  malnu- 
trition. 


Diathermy  for  pain . 
following  fracture  of 
forearm. 


Physical  Therapy  Apparatus 
Designed  to  Medical  Ideals 


These  photographs  are  wd  through  the  courtesy  of  Northwestern  University 
Medical  School,  Chicago.  Above  is  a view  of  one  section  of  the  Physical 
Therapy  Clinic,  showing  three  of  the  treatment  cubicles. 


Phototherapy  for  pain 
in  back  following 
muscular  injury. 


Quoting  further  from  the  A.  M.  A.  Bulletin  of  the 
House  of  Delegates:  “It  is  hoped  that  the  medical  pro- 
fession  will  give  consistent  support  to  this  effort  for 
sound  therapy.  Physicians  may  well  follow  in  their 
choice  of  apparatus  and  in  their  work  the  opinions  of 
the  Council  on  Physical  Therapy  as  to  what  is  reliable.” 


IN  the  Dec.  nth  issue  of  the  Journal  of  A.  M.  A. 

were  printed  the  Official  Rules  of  the  Council  of 
Physical  Therapy  of  the  American  Medical  Association. 
These  official  rules  “have  been  adopted  primarily  with 
the  view  to  protecting  the  medical  profession  and  the 
public  against  fraud,  undesirable  secrecy  and  objection' 
able  advertising  in  connection  with  the  manufacture  and 
sale  of  apparatus  and  methods  for  physical  therapeutic 
treatment.” 


For  over  thirty  years  the  Victor  X-Ray  Corporation 
has  specialized  in  the  design  and  manufacture  of  electro- 
medical  apparatus,  and  its  policies  have  always  been 
dictated  by  the  ideals  sought  by  the  medical  profession 
itself.  The  Victor  line  of  Quartz  Lamps,  Diathermy 
Apparatus,  Galvanic  and  Sinusoidal  Apparatus,  and 
Phototherapy  Lamps  will  bear  investigation  by  the  dis- 
criminating physician  who  seeks  quality  first. 

Write  for  Clinical  Reprints  indicating  uses  of  any  of  these  physical 
therapeutic  agents,  together  with  descriptive 
literature  on  apparatus 

VICTOR  X-RAY  CORPORATION 

Physical  Therapy  Division 


2012  Jackson  Blvd.,  Chicago 

33  Direct  Branches  Throughout  U . S.  and  Canada 

Dallas,  Texas — Victor  X-ray  Corporation  of  Texas 
2503  Commerce  St. 

Regional  Service  Depots — 

San  Antonio — Medical  Arts  Bldg. 

Houston — Medical  Arts  Bldg. 


Sinusoidal  Current 
for  radial  nerve 
paralysis. 


Ultraviolet  irradia- 
tion with  Water- 
Cooled  Quartz 
Lamp  in  treatment 
of  chronic  otitis 
media. 
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the  night  before  with  pain  in  the  epigastrium  and 
vomiting.  There  was  no  history  of  previous  ab- 
dominal or  pelvic  pain.  This  patient  died  before 
Dr.  Stevenson  saw  her.  The  final  diagnosis  at 
autopsy  was  gastric  ulcer  with  perforation,  and 
acute  hemorrhagic  pancreatitis. 

DR.  THOMPSON:  Patient  gave  a history  of 

pain  in  the  abdomen  and  diarrhea  eight  months 
ago  and  a cold  two  months  ago,  after  which  the 
feet  began  to  swell.  Had  nausea  and  headaches. 
Was  comatose  on  admission.  B.  P.  96/52.  The 
temperature  was  subnormal.  Heart  and  lungs  neg- 
ative. There  was  ulceration  of  the  mouth  and 
throat.  The  cervical  glands  were  enlarged.  There 
was  a foul  odor  from  the  mouth.  The  urine  was 
normal  except  for  hyaline  and  granular  casts.  A 
smear  from  the  ulceration  showed  diphtheria  bacilli 
and  the  organisms  of  Vincent’s  angina.  A cervi- 
cal gland  was  removed  and  examined,  and  proved 
to  be  tuberculous.  The  blood  Wassermann  was 
negative.  Diphtheria  antitoxin  was  given.  Two 
days  later  the  culture  was  negative.  Neoarsphena- 
mine  was  administered.  There  was  no  improve- 
ment .in  the  ulceration.  X-ray  examination  failed 
to  show  any  signs  of  pulmonary  tuberculosis,  i he 
patient  died.  Autopsy  was  not  performed. 

A man  was  admitted  with  severe  itching  and 
many  scratch  marks  on  both  legs  and  feet.  Tne 
mind  was  wandering.  The  heart  and  lungs  were 
negative.  The  urine  contained  albumen  and  hya- 
line and  granular  casts.  There  was  very  little 
edema.  Diagnosis:  chronic  nephritis.  Autopsy 

showed  the  kidneys  small  and  pale,  with  narrow 
cortex.  The  lungs  were  congested. 

A woman  was  found  unconscious.  She  had  had 
headaches  for  several  days  and  spots  before  tne 
eyes.  Had  had  seven  pregnancies.  B.  P.  120/72. 
Pupils  were  equal.  There  was  severe  dyspnea. 
The  apex  of  the  right  lung  was  dull  on  percussion, 
and  rales  were  present.  The  urine  contained  a 
trace  of  albumen,  and  there  were  some  red  blood 
cells.  The  spinal  Wassermann  was  negative,  but 
the  cell  count  was  30.  The  blood  urea  was  38 
mgms.  per  100  c.  c.  The  patient  died  in  a short 
time.  Autopsy  showed  adhesions  in  the  right 
pleural  cavity,  small  consolidations  in  both  lungs, 
and  adhesions  on  the  surface  of  the  brain.  Diagno- 
sis: syphilitic  meningitis  and  pneumonia. 

DR.  SMITH:  A middle  aged  man  had  had  a 

destructive  ulceration  of  the  penis  and  entire  gen- 
ital region  for  several  months.  The  penis  was  en- 
tirely destroyed,  and  the  inguinal  glands  were 
large  and  suppurating.  The  Wassermann  was 
negative.  Smear  from  the  lesions  failed  to  reveal 
Donovan  bodies.  Epithelioma  and  chancroid  were 
each  considered  for  diagnosis.  Biopsy  report  was 
prickle  cell  epithelioma.  Secondary  infection  ac- 
counted for  the  suppuration  of  the  glands.  Deep 
x-ray  was  given  as  a palliative,  with  no  hope  of 
cure.  The  patient  died  two  weeks  after  admission, 
probably  of  internal  metastases.  Autopsy  was  not 
performed. 

A young  woman,  who  was  known  to  be  an  ad- 
vanced cardionephritic,  developed  a severe  bullous 
eruption  on  the  arms,  forearms,  chest,  shoulders, 
and  face.  She  had  been  taking  for  two  days  a 
preparation  which  was  found  to  contain  10  gr. 
of  potassium  iodid  to  the  dose.  Diagnosis:  derma- 
titis medicamentosa  from  iodin.  Cardionephritios 
are  especially  liable  to  iodid  and  bromid  eruptions. 
The  urine  contained  albumen  and  casts.  There 
was  an  aortic  lesion  present.  Treatment  consist- 
ed in  rest  in  bed  and  the  local  application  of  Bur- 
rough's  solution.  The  condition  of  the  patient  was 
good  and  the  skin  lesions  were  clearing  rapidly, 
until  on  the  seventh  day  in  the  hospital  she  sud- 
denly died.  No  autopsy  was  performed,  as  the 
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relatives  objected.  Death  is  thought  to  have  been 
due  to  heart  failure. 

The  staff  adjourned  at  10:10  p.  m. 

L.  M.  SMITH,  Secretary. 


EL  PASO  COUNTY  MEDICAL  SOCIETY 

March  7,  1927 

At  this  meeting,  DR.  J.  W.  LAWS  presented  a 
report  of  a case  in  which  the  diagnosis  was  tuber- 
culous meningitis.  This  case  was  discussed  by 
several  of  the  members,  with  some  criticism  of  the 
diagnosis.  The  paper  with  summary  of  the  dis- 
cussions will  be  published  in  a future  issue  of 
this  journal. 

DR.  W-  E.  VANDEVERE  presented  a paper  on 
“The  Bronchoscope  and  its  Uses.”  The  discussions 
on  this  paper  will  also  be  published  with  the  pa- 
per, in  a future  issue  of  this  journal. 

March  14,  1927 

DR.  HARRY  LEIGH  reported  a case  of  pityria- 
sis rosea;  a condition  which  is  very  rare  in  chil- 
dren. The  eruption  was  rather  extensive  over  the 
thighs  and  abdomen. 

Dr.  Leslie  Smith,  in  discussing  the  case,  pro- 
nounced this  a typical  case  of  the  disease,  empha- 
sizing its  rarity,  particularly  in  children. 

DR.  J.  w.  LAWS  presented  a case  of  arthritis 
deformans  in  a white  male  of  fifty-eight  years.’  In 
1922  he  developed  pain  and  tenderness  in  the 
shoulders.  Th  condition  was  progressive,  continu- 
ing with  such  severity  that  at  the  end  of  nine 
months  he  had  to  quit  work.  In  July,  1926,  he 
developed  empyema  following  influenza  Ribs 
were  resected  and  the  empyema  drained.  Follow- 
ing this  all  the  joints  became  involved,  patient  de- 


veloping a typical  case  of  arthritis  deformans. 
There  was  extravasation  of  synovial  fluid  from 
both  shoulder  joints  into  the  deltoid  muscles. 

DISCUSSION 

Dr.  J.  Anderson  stated  that  he  had  gotten  most 
satisfactory  results  from  the  use  of  oxyl-iodide 
combined  with  radiations  from  the  carbon  arc 
lamp. 

Dr.  G.  Werley  voiced  his  skepticism  about  re- 
moving foci  of  infection  as  a satisfactory  treat- 
ment of  arthritis.  He  stated  that  it  was  more 
often  a failure  than  a success.  He  further  stated 
that  if  absorption  through  lymphoid  tissue  of  in- 
fection was  the  cause  of  arthritis,  a most  fertile 
field  would  be  in  the  intestinal  tract,  which  is  so 
rich  in  lymphoid  tissue,  particularly  around  the 
cecum. 

Dr.  Love  recounted  a case  of  arthritis  in  a child, 
all  symptoms  disappearing  after  tonsillectomy,  and 
patient  has  remained  well  for  three  years. 

Dr.  E.  J.  Cummins  believed  that  removal  of  the 
focus  of  infection,  if  early,  might  abort  the  dis- 
ease. But  after  the  disease  has  become  systemic, 
with  joint  changes,  the  condition  is  comparable  to 
metastasis  in  cancer,  and  the  removal  of  the  pri- 
mary focus  could  not  cure  the  disease. 

Dr.  Harry  Leigh  urged  more  careful  inspection 
of  children  before  making  a diagnosis  of  rheuma- 
tism. citing  a case  that  was  referred  to  him  for 
treatment,  examination  revealing  only  flat  feet. 

In  closing.  Dr.  Laws  mentioned  the  frequency 
with  which  arthritis  was  associated  with  tubercu- 
losis. 

DR.  P.  R.  CASELLAS  presented  a case  of  a 
Mexican  boy  of  seventeen  years,  referred  to  him 
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by  Dr.  Werley,  in  1924,  with  large  indurated  area 
over  the  sternum,  with  multiple  discharging  sinus- 
es. Blastomycetes  were  found  in  the  pus.  The 
case  has  been  radiated  with  ultra-violet  light  from 
a mercury  quartz  lamp  twice  weekly,  since  1924. 
The  lesion  is  nearly  normal  in  appearance  at  this 
time,  only  two  sinuses  remaining. 

Dr.  Werley,  in  discussing  the  case,  stated  that 
he  had  shown  a number  of  cases  of  blastomycosis 
before  this  Society  in  the  last  fifteen  years,  he 
and  his  wife,  Dr.  Sweet  Werley,  having  worked  out 
a number  of  cases.  They  were  unable  to  grow 
a fungus  of  blastomycetes  in  many  cases,  but 
succeeded  in  five. 

DR.  F.  P.  MILLER  reported  a case  of  tubercu- 
lous osteomyelitis  of  the  skull  in  a man  fifty-one 
years  old.  He  has  had  a discharging  ear  and  sev- 
eral open  sinuses  of  the  region  about  the  ear  since 
childhood.  X-ray  of  the  skull  showed  typical  mot- 
tled appearance  of  the  disease.  Applications  of 
alkamite  had  produced  a decided  improvement  in 
the  case.  In  the  discussion  Dr.  Casellas  doubted 
the  diagnosis  of  tuberculosis,  stating  that  the  x-ray 
findings  were  not  typical. 

Dr.  Fenton,  of  Des  Moines,  Iowa,  was  a guest  of 
the  society,  and  gave  demonstration  of  the  prone 
pressure  method  of  artificial  respiration.  He  was 
in  El  Paso  giving  emergency  first  aid  demonstra- 
tions from  his  Red  Cross  railway  car. 

March  21,  1927 

DR.  F.  D.  GARRETT  presented  a case  of  Hen- 
cock’s  purpura.  Case  had  several  hemorrhages 
from  the  stomach,  and  had  the  petechial  skin  erup- 
tion, the  arthritic  symptoms  and  a nephritis  with 
albumen  and  casts.  He  stated  the  treatment  was 
symptomatic.  He  stated  that  the  blood  picture  in 
this  case  was  normal,  with  the  exception  of  a low 
platelet  count. 

Dr.  E.  A.  Duncan  stated  that  as  paradoxical  as 
it  might  seem,  the  use  of  sodium  citrate  intrave- 
nously had  proven  some  benefit  in  these  cases.  He 
stated  that  at  the  Mayo  Clinic  they  were  removing 
the  spleen  in  all  these  cases. 

Dr.  Weller  said  that  splenectomy  was  indicated 
in  all  these  cases,  as  it  was  the  agent  that  de- 
stroyed the  blood  platelets.  He  recommended  that 
fragility  test  should  be  done  on  these  cases. 

DR.  J.  G.  WILSON  read  a paper,  “The  Essential 
Functions  of  Health  Organization.”  This  paper  will 
be  read  before  the  Texas  State  Medical  Associa- 
tion, and  for  that  reason  will  not  be  reviewed  in 
these  columns  until  after  its  appearance  in  the 
State  Medical  Journal. 

Dr.  J.  W.  Laws  suggested  that  this  paper  should 
be  given  to  the  public  press  after  its  appearance 
in  the  official  organ. 

Dr.  G.  S.  Duckett,  of  Santa  Fe,  New  Mexico,  and 
State  Health  Officer  for  New  Mexico,  was  present, 
and  discussed  the  paper.  He  extended  very  cordial 
invitation  for  the  society  to  attend  the  New  Mex- 
ico State  Medical  Association,  to  be  held  at  Carls- 
bad. 

DR.  F.  P.  MILLER  read  a paper  entitled  “Avul- 
sion of  the  Phrenic  Nerve.”  This  paper  is  also 
to  be  read  before  the  State  Medical  Association, 
and  will  not  he  reviewed  here. 

March  28,  1927 

DR.  ANDERSON  presented  a case  of  idiocy  in 
a child,  the  etiology  of  which  is.  possibly  syphillis. 

CAPT.  F.  C.  PRATT  presented  three  cases  of 
paresis.  These  cases  were  discussed  by  Drs.  Mc- 
Camant,  Werley,  Wilson,  Rogers  and  Major  Scott. 

DR.  S.  A.  SCHUSTER  read  a paper  entitled, 
‘‘Lipoma  of  the  Orbit,”  which  will  be  presented 
before  the  Texas  State  Medical  Association  when 
it  meets  in  El  Paso  April  26  to  28. 
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nicians under  direct  supervision  of  the  pathologist. 

X-RAY  AND  RADIUM: — Fluoroscopic  and  radiographic  work  by 
competent  radiologist.  Urological  department  adjacent  to  x-ray  room 
for  prompt  pyelographic  work.  High  voltage  x-ray  equipment  for  pre- 
operative>  and  post-operative  therapy.  Radium  available  for  cases  re- 
quiring this  treatment. 

BASAL  METABOLISM: — This  work  is  in  charge  of  a competent- 
metabolist  and  can  be  done  at  bedside  or  in  metabolism  room. 

DIETARY: — A trained  dietician  working  in  conjunction  with  the 
clinical  laboratory  makes  possible  the  accurate  study  of  patients  whose 
diets  need  to  be  adjusted,  particularly  diabetics  who  require  the  deter- 
mination of  carbohydrate  tolerance  and  insulin  requirements. 


In  Charge  of 

SISTERS  OF  MERCY 


APRIL,  1927 


201 


"Particular 

Prescriptionists” 

Distributors  for 

Parke,  Davis  & Co’s. 

BI0L0GICALS 

and  AMPOULES 

Sufficient  Stock  for 
All  Emergencies 


Fresh  Stock  of 

Rabies  Treatment 

Cumming  Method 

Manufactured  by 

Parke,  Davis  & Co. 

On  Hand  at  All  Times 


Mail,  Telephone  and  Telegraph 
Orders  Given  Immediate  Attention 


Wayland’s  Central 
Pharmacy 

Goodrich  Block 
PHOENIX,  ARIZONA 


PROTECTION 

FROM 

MALPRACTICE  CLAIMS 
AND  SUITS 


Physician/  and  Surgeons’  Liability  Policies 

Dentists'  Liability  Policies 
issued  thru 

The  United  States  Fidelity  & Guaranty  Com- 
pany 

The  largest  Casualty  and  Surety  Company  in 
the  United  States 

or 

The  Hartford  Accident  and  Indemnity  Com- 
pany 

tried  and  true 


WRITE  OR  PHONE  FOR  COMPLETE 
DETAILS 


Every  possible  ser 'ice  in  the  prompt  adjust- 
ment of  claims  thru’  our  office. 

Physicians'  and  Surgeons’ S30.00  Per  Year 

Dentists’  25.00  Per  Year 


GUARDIAN  INSURANCE  AGENCY,  INC, 

GENERAL  AGENTS 

Joe  C.  Haldiman  15  South  Center  St. 

President  & Manager  Phoenix,  Arizona 
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SOUTHWESTERN  MEDICINE 


NEO-SILVOL 


NON-STAINING  * NON- IRRITATING 
COLLOIDAL  SILVER  IODIDE 

/ \ /eo-Silvol  is  becoming  increasingly  popular.  And  the 
V3  reason  for  this  is  the  fact  that  its  solutions  do  not 
perceptibly  discolor  the  skin  or  mucous  membrane — they 
are  almost  white.  The  solutions  are  germicidal,  do  not 
cause  pain  or  irritation,  and  are  not  precipitated  by  sodium 
chloride  or  by  either  acid  or  alkaline  urine. 

Such  qualities  in  a colloidal  silver  preparation  naturally 
appeal  to  the  physician.  That  is  why  so  many  physicians 
are  specifying  Neo-Silvol  on  their  orders  and  prescriptions. 

It  is  employed  in  aqueous  solution  in  all  proportions  up 
to  50  per  cent.  In  inflammatory  conditions  of  the  mucous 
membrane  of  the  eye,  ear,  nose,  throat,  urethra,  bladder, 
vagina,  rectum,  etc.,  it  is  promptly  effective.  In  skin 
affections,  in  cases  requiring  a germicide,  Neo-Silvol  has 
been  found  helpful.  It  is  apparently  unexcelled  as  a pyelo- 
graphic  medium.  Ravich  and  others  recommend  it  for  this 
purpose  because  its  solutions  are  easy  to  make,  are  soothing 
and  germicidal,  lack  toxicity,  and  cast  a clear  shadow  on 
the  x-ray  film. 

Neo-Silvol  is  supplied  in  granule  form  in  1-oz.  and  4 oz. 
bottles  and  in  6-grain  capsules,  bottles  of  50  (one  capsule 
makes  one  drachm  of  a 10  per  cent  solution).  It  is  also 
supplied  as  Neo-Silvol  Ointment,  5%,  in  small  collapsible 
tubes  with  elongated  nozzle,  and  in  the  form  of  Vaginal 
Suppositories,  5%,  in  boxes  of  12. 

A sample  and  booklet  " Neo-Silvol , Colloidal  Silver  Iodide,”  will  be 
sent  to  any  physician  on  request. 

Parke,  Davis  & Comp  ant 

DETROIT,  MICHIGAN 

Neo-SiLVOL,  P.  D.  & Co.,  HAS  BEEN  ACCEPTED  FOR  INCLUSION  IN  N.  N .R.  BY  THE  COUNCIL  ON 
Pharmacy  and  Chemistry  of  the  American  Medical  Association 


/PlREAST 


is  simple  for  tlie  pliysician  to  prescribe, 
yet  no  pliysician  ever  refuses  to  prescribe 
it  on  account  of  it  s simplicity;  it  s 
simplicity,  on  tlie  contrary,  is  one  ol 
Breast  Milk  s many  advantages. 


An  Adaptation  to  Breast  Adilh  for 
Infants  Deprived  of  Breast  Milk 

S.  M.  A.  is  simple  lor  tlie  pliysician  to  prescribe, 
requires  no  modification  or  change  for  full  term, 
normal  infants. 

S.  M.A  . is  just  as  simple  for  the  mother  to  prepared 


To  each 
measure  of 


A iStenlised  measuring 
cup  is  in  eack  can 


M anuiactured  by  permission  ot  tlie 
Bab  ies  an  <J  Child  rens  Hospital  ol  Cleveland 

by 

The  Iabomatomy  Products  Company 

CIEVEILAMD,  OHIO 


* i 


a Si  me  chuctd  ^ Jo r the  Q%if ant'd  Q)l  et~ 


The  Pathological  Laboratory 

offers  you  the 

Best 

in 

Diagnostic  Aids 

(Laboratory  and  X-Ray) 
and 

Biologies 

Salvarsans 

Syringes 

Needles 

(Write  for  information  or  containers) 


Pathological  Laboratory 

Suite  320  Goodrich  Bldg. 

Phoenix,  Arizona 
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GASTRON 

A complete  gastric  gland  extract 

A clinical  resource  against  disorders  of  gas- 
tric function,  acute  and  under  strain  and 
stress  of  exhausting  disease.  Gastron  con- 
tains the  enzymes,  co-ferments,  associated 
organic  and  inorganic  constituents  of  the  en- 
tire gastric  mucosa;  is  of  standardized  pro- 
teolytic energy;  grateful,  agreeable  to  the 
stomach.  Prescribed  simply  by  the  name 
GASTRON. 

Fairchild  Bros.  S Foste 

New  York: 


Pollen  Antigens  - yyede 

HAY  FEVER 


Extensive  clinical  experience  of  physicians  in  all  sections 
of  the  United  States  has  demonsti’ated  during  the  past 
thirteen  years  that  hay-fever  can  be  prevented  or  alleviat- 
ed with  Pollen  Antigens  (Lederle). 

Pollen  Antigens  (Lederle)  has  been  prepared  during  the 
past  thirteen  years  by  the  method  devised  and  originated 
in  the  Lederle  Antitoxin  Laboratories.  This  method  has 
been  shown  to  provide  the  maximum  antigenic  qualities  of 
the  pollens  and  to  insure  uniform  stability  of  the  extract. 

Pollen  Antigens  (Lederle)  since  their  introduction  to  the 
medical  profession  in  1914.  have  been  standardized  by  the 
complement-fixation  method  which  accurately  determines 
the  amount  of  antigenically  active  pollen  protein  in  the  ex- 
tract and  thus  insures  accurate  dosage. 

The  scheme  of  dosage  of  Pollen  Antigens  (Lederle)  with 
terminal  doses  of  3,000  pollen  units  meets  the  require- 
ments of  the  intensive  form  of  hay-fever  treatment  recom- 
mended by  Brown,  Bernton,  Kahn,  Grothaus,  and  others. 


'Material  for  Diagnostic  Skin  Tests  will  be' 
furnished  physicians  without  charge,  Illus- 
trated booklet  with  complete  information  for 
the  diagnosis  and  treatment  of  hay-fever  sent 
on  request. 


PATHOLOGICAL  LABORATORY 

PHOENIX,  ARIZONA. 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  protides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 


Radium  Therapy  An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 

Deep  X-ray  Therapy — Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalisation. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


W c desire  to  confer  and  cooperate  with  the  medical  pro- 
fession , and  welcome  inquiries  pertaining  to  this  work 


Rex  Duncan,  M.  D. 


E.  D.Ward,  M.  D. 
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Specialists  in  1 

:he  Southwest 

EL  PASO,  TEXAS 

J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH,  M.  D. 

E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 

Practice  Limited  to 

Obstetrics 

l,Oi  Roberts-Banner  Bldg.  El  Paso 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 

W.  E.  VANDEVERE,  M.  D. 

r\ . L).  LT  NLn,  IV1.  D. 

Genito  urinary  Surgery 

Ulb  Mills  Bldg.  El  Paso 

Eye.  Ear.  Nose  and  Throat 

218  Mills  Bldg.  El  Paso 

W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal 

FRANKLIN  D.  GARRETT,  M.  D. 

Diseases 

Practice  Limited  to 

921  First  National  Bank  Bldg.  • El  Paso 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

W.  L.  BROWN.  M.  D.  C P.  BROWN.  M.  D 

BROWN  AND  BROWN 

G.  WERLEY,  M.  D. 

Suite  IfOlf  Roberts-Banner  Bldg.  El  Paso 

Diseases  of  the  Heart 

lt01-2  Roberts-Banner  Bldg.  El  Paso 

H.  P.  DEADY,  M.  D. 

Special  Attention  to 

F.  P.  MILLER,  M.  D. 

Surgery  and  Gynecology 

General  Medicine  and  Surgery 

First  National  Bank  Bldg.  El  Paso 

1200  First  Nat’l  Bank  Bldg.  El  Paso 

L.  G.  WITHERSPOON.  M.  D.  \ 

PAUL  ELY  M’CHESNEY,  M.  D. 

Plastic  Surgery 

Neurology  and  Psychiatry 

52U  Mills  Bldg.  El  Paso 

JOHN  W.  CATHCART,  M.  D. 

314  Roberts  Banner  Bldg.  El  Paso 

JAMES  VANCE.  M.  D. 

and 

Practice  Limited  to 

C.  H.  MASON.  M.  D. 

Surgery  J 

Practice  Limited  to 

X-Ray  and  Radium 

313-4  Mills  Bldg.  El  Paso 

311  Roberts-Banner  Bldg.  El  Paso 

HOURS:  II  TO  12:30 

LESLIE  M.  SMITH,  M.  D. 

Practice  Limited  to 

Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 


1029  First  National  Bank  Bldg. 


El  Paso 


PHOENIX,  ARIZONA 

CHAS,  S.  VIVIAN,  M.  D. 

UROLOGY 

306  Goodrich  Bldg.  Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
1+07  Goodrich  Bldg.  Phoenix 


H.  T.  BAILEY,  M.  D. 

Practice  Limited  to 

Eye,  Ear.  Nose  and  Throat 


323  Ellis  Bldg. 


Phoenix 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Skin 

221+-5  Luhrs  Bldg.  Phoenix 


HARRY  R.  CARSON,  M.  D. 

Diseases  of  Children 

Heard  Building  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

611+  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

503  Goodrich  Bldg.  Phoenix 


I.  L.  GARRISON,  M.  D. 

Diseases  of  Women 
Intravenous  Chemotherapy 

205-6-7  Goodrich  Bldg.  Phoenix 

H.  M.  PURCELL,  M.  D. 

Urology 

207  Goodrich  Bldg.  Phoenix 

TUCSON,  ARIZONA 

M.  C.  COMER,  M.  D.,  F.  A.  C.  S. 

Eye.  Ear.  Nose  and  Throat 
Peroral  Endoscopy  and  Uranoplasty 

Thomas  Davis  Clinic  Tucson,  Arizona 

ALBUQUERQUE,  N,  M, 

M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 
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THE  EL  PASO 
PASTEUR  INSTITUTE 

12th  Floor  First  National  Bank  Bldg. 

□ □ □ 

An  institution  for  the  preventive  treatment 
of  r;  hies.  Conducted  upon  strictly  ethical 
principles  and  the  technique  as  outlined  by 
Pasteur  rigidly  adhered  to. 

Established  in  1908 

Treatment  lasts  twenty-one  days 

□ □ □ 

HUGH  S.  WHITE,  M.  D. 

FRED  C.  LAMB,  Analytical  Chemist 


Waite’s  Laboratory 


Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 


PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 

EL  PASO  TEXAS 


The  Homan  Sanatarium 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 

Descriptive  Booklet  on  Request 

Telephone  1616 


V 


ALBUQUERQUE  SANATORIUM 


Located  in  the  heart  of  the  great  Southwest — the  Land  of  Sunshine.  Average 
annual  rainfall  less  than  7 inches.  Altitude  moderate.  On  the  main  line  of  the 
Santa  Fe.  ^ j 

The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
• trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern,  fire-proof  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available 

W.  A.  GEKLER,  M.  D.,  Medical  Director 
A.  L.  Hart,  M.  D.  H.  P.  Rankin,  M.  D.  B.  J.  Weigel,  M.  D. 


Trademark 

Registered 


STORM 


Trademark 

Registered 


Binder  and  Abdominal 
Supporter 


(Patented) 


Trade 

Mark 

Reg. 


Trade 

Mark 

Reg. 


For  Men,  Women  and 
Children 


For  Ptosis,  Hernia,  Obesity,  Pregnancy,  Re- 
laxed Sacroiliac  Articulations,  High  and  Low 
Operations,  Floating  Kidneys,  Etc. 

Ask  for  36-page  Illustrated  Folder 

Mail  orders  filled  at  Philadelphia  only — within  24  hours 

Katherine  L.  Storm,  M.  D. 

Originator,  Patentee,  Owner  and  Maker 
1701  Diamond  Street  PHILADELPHIA 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 
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LAS  ENCINAS 


PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D, 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 


LAS  ENCINAS 


FOR  THE  BATH 


$16.50 


FOR  THE  OFFICE 

Inexpensive,  too 


New  Address 

PACIFIC  SURGICAL  MFG.  CO. 

616  SO.  FIGUEROA  ST. 

LOS  ANGELES,  CAL. 


FINEST  DISPLAY  ROOM  ON  THE  COAST 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de 
livery,  and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  hospital  operating  room  furniture  and  high 
pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by  Scan- 
lan-Morris  Co.  of  Madison,  Wis.  Wappler  Electric  Co’s  of  New  York, 
x-ray  apparatus  and  physio-therapy  equipment.  Hanovia  Chemical  Co’s 
mercury  quartz  lamps.  Stille-Scanian  Co’s  stainless  steel  surgical  instru- 
ments and  other  leading  makes  of  nickel  plated  steel  instruments  such  as 
Kny-Scherer  and  Littauer.  W.  D.  Allison  Co’s  physicians  office  furni- 
ture. Albatross  metal  furniture. 

Write  us  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 


Los  Angeles 
736  S.  Flower  St. 


San  Francisco 
679  Sutter  St. 
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As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Try 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


cKorUfii 

( An  Antiseptic  Liquid ) 

&ceWue  c4unjiii 


^Physician's  samples 
sent  without  cost 
or  obligation. 


THE  NONSP1  COMPANY 
2652  WALNUT  STREET 
KANSAS  CITY.  MISSOURI 

Name  

. “ '1 

Street ; 

City 


Send  free  NONSPI 
samples  to: 


SPECIAL  ATTENTION  UROLOGISTS 

We  are  now  carrying  a very  complete  stock  of  the 
products  of  the  Eynard  Factory  in  Paris,  consisting  of 
catheters  and  bougies,  both  urethral  and  ureteral  in  a 
variety  of  sizes  and  styles. 

Telephone  orders  given  prompt  attention.  We  will 
be  glad  to  take  care  of  your  patient’s  needs  for  this 
class  of  goods. 

KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Everything  tor  the  hospital  and  doctor. 

A good  stock  of  Kny-Scheeror,  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  of  Stille-Scanlon  Company. 
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The  Management  of  an  Infant’s  Diet. 
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Mellin’s  F ood — A Milk  Modifier 

Constipation 

It  is  common  observance  among  physicians  who  use  Mellin’s  Food  as  a modifier  of  milk 
for  infant  feeding  that  their  baby  patients  are  seldom  troubled  with  constipation,  and  if  this 
annoying  symptom  does  occasionally  appear  it  is  easily  corrected  by  increasing  the  amount 
of  Mellin’s  Food  in  the  daily  mixture  or  by  some  other  slight  readjustment  of  the  formula. 

Some  fault  in  the  arrangement  of  the  food  formula  is  practically  always  the  cause  of  con- 
stipation, so  it  seems  logical  to  overcome  the  difficulty  by  rearranging  the  food  elements  to  a 
more  perfect  balance  rather  than  to  employ  medical  means,  which  at  best  afford  temporary 
relief  only. 

In  a pamphlet  entitled,  "Constipation  in  Infancy",  the  common  causes  of  constipation 
are  set  forth  for  the  physician’s  consideration,  also  practical  suggestions  for  their  correction. 
All  of  the  matter  presented  is  based  upon  observation  extending  over  a long  period  and  will 
prove  of  good  service  to  every  physician  interested  in  the  subject. 

A copy  of  the  pamphlet  will  he  sent  promptly  upon  request.  Samples  of  Mellin’s  Food 
also  if  desired. 


Mellin’s  Food  Co.,  17s7i“,e  Boston,  Mass. 
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STOVARSOL 


(REG.  U.  S.  PATENT  OFFICE) 


Acetylarriino-oxyphenylarsonic  Acid 

Indicated  in  Amebic  Dysentery 

Accepted  by  Council  of  Pharmacy  and  Chemistry  A.  M.  A. 

Distributed  in  bottles  of  25  tablets,  each  tablet  0.25  grams 
May  be  obtained  through  your  druggist 


Literature  furnished  on  request 


MANUFACTURED  BY 

POWERS-WEIGHTMAN-ROSENGARTEN  CO. 

New  York  PHILADELPHIA  St.  Louis 
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New  products  are  devel- 
oped, old  products  and 
methods  Improved. 
Physicians  everywhere 
find  that  the  Squibb 
Professional  Service 
Representatives  are  a 
convenient  and  helpful 
means  of  keeping  in 
close  touch  with  ad- 
vanced medical  practice. 


IPRAL 


The  Safe,  Non-Habit  Forming  Hypnotic 


Accepted  by  the  Council  on  Pharmacy  and  Chemistry,  A.  M.  A. 


XpRAL  is  a comparatively 
new  hypnotic,  Doctor,  but 
within  the  past  year  it  has 
gained  the  confidence  of  thou- 
sands of  physicians.  Wherev- 
er it  is  used,  its  distinctive 
points  of  merit  are  immediately 
recognized  and  appreciated.” 

“I  do  not  often  prescribe  hyp- 
notics for  my  patients.  Occa- 
sionally, habits  are  formed 
which  are  difficult  to  over- 
come and  the  after-effects  of 
hypnotics  are,  as  a rule,  un- 
desirable.” 

“Not  so  with  Ipral,  Doctor. 
You  can  prescribe  it  without 
fear  of  forming  habits  or  of 
encountering  deleterious  after- 
effects. In  fact,  it  has  been 
of  value  in  curing  individuals 
of  the  hypnotic  habit.” 


“Has  it  any  effect  on  the  heart 
or  circulation?” 

“Its  effect  on  both  is  negligible 
when  administered  in  thera- 
peutic doses.  Clinical  tests 
have  also  shown  that  no  un- 
toward effects  have  been 
observed  on  the  lungs  or 
kidneys.” 

“What  is  the  average  effective 
dose?” 

“Very  small.  As  a sedative 
or  for  ordinary  insomnia 
one  or  two  Ipral  tablets  (2  to  4 
grains)  are  usually  sufficient; 
as  a hypnotic  two  tablets 
(4  grains)  are  usually  effec- 
tive. Ipral  produces  sleep 
which  closely  resembles  the 
normal.  In  short,  Ipral  approx- 
imates the  ideal  hypnotic.” 


Are  You  Using  These 
Squibb  Products  in 
Your  Daily  Practice? 

Rabies  Vaccinei  Squibb 

(Semple  method  - 14  doses) 

I Phenol-Killed  Virus ) 

Supplied  in  packages  of  14 
sterile  syringes,  ready  for 
use  (no  mixing  or  diluting). 
All  doses  alike.  Treatment 
completed  in  14  doses.  Can 
be  kept  in  stock  by  druggists 
for  six  months  with  no  loss 
of  potency. 


ETtiER  Squibb 

Ether  Squibb  is  today  the 
safest  and  most  economical 
anesthetic  for  surgical  work. 
Squibb’s  Ether  is  marAifac- 
tured  according  to  the  meth- 
ods originally  developed  by 
Dr.  E.  R.  Squibb. 


•>J>£  For  further  information  write  to  Professional  Service  Department  jHk- 


E Be  Squibb  & Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


Correct  refrigeration  of  Biological  Products  is  vital  to  their  potency  and  efficacy  Insist  that  the  source  of  your  supply  be  equipped 

with  adequate  refrigerating  facilities. 


Nearest  Squibb  Biological  Depot  728  South  Hill  St.,  Los  Angeles,  California 


HAYFEVER 

All  Sections NORTH — EAST — SOUTH — WEST All  Seasons 


The  Arlington  Chemical  Company 

Yonkers,  New  York 


Literature  with  List  of  Pollens  for  Any  Section  and  Any  Season  on  Request 


ArlcoPollen 

Extracts 

made  available  for  the  first  time 
a proper  assortment  of  individ- 
ualized diagnostic  and  treatment 
pollen  extracts  and  thereby  made 
possible  also  for  the  first  time  dif- 
ferential diagnoses,  specifictreat- 
ment  and  the  development  of  an 
authentic  literature. 

The  number  and  diversity  of 
pollens  have  been  constantly  in- 
creased until  they  now  cover  the 
more  essential  requirements  of 
the  entire  country. 


Arlco-PoUen  Staff  Collector  in  the  Rockies 


ArlcO'Pollen  Shedding  Station  in  the  Rocky  Mountains 


Arlco-'Pollen 

Extracts 

were  originated  to  assure  the 
scientific  study  of  hayfever— pre- 
viously impossible — owing  to 
the  lack  of  individualized  diag- 
nostic material  or  specific  treat- 
ment extracts.  And  the  accom- 
panying pictures  illustrate  the 
first  steps  necessary  to  be  taken, 
both  far  and  wide,  to  assure  that 
our  variety  of  pollens  shall  cover 
all  sections  and  all  seasons,  ade- 
quately and  accurately. 


THE  MENNINGER  PSYCHIATRIC  HOSPITAL 


LIVING 

ROOM 

The  living 
rooms  are 
large,  quiet, 
with  a cozy- 
atmosphere 
and  home-like 
contentment. 


MAIN 

DINING 

ROOM 

The  meals 
are  attractive 
and  palatable, 
though  they 
conform  to 
the  patients' 
needs. 


SHOWER 
AND  SPRAY 
TREATMENT 
The  shower 
and  spray 
treatments 
are  uptodate 
in  their 
hydrotherapic 
apparatus 
and  methods. 


IMMERSION 

TREAT- 

MENTS 

These 

treatments  are 
given  under 
the  direction 
of  a trained 
masseuse. 


A Private  Sanatarium 
for  the  treatment  of 
nervously  and  men- 
tally sick,  according  to 
the  most  approved  mod- 
ern methods. 

Fully  equiped  for  hydro- 
therapy, showers,  spray, 
Scotch  douche,  Sitz  bath, 
prolonged  neutral  immer- 
sions) and  electrotherapy. 

These  treatments  are 
given  by  a graduate  mas- 
seuse and  physiothera- 
pist. 

The  matron  and  super- 
visor of  the  nurses  plans 
the  attractive  meals  and 
palatable  dishes  served 
to  the  patients. 

Our  capacity  is  small 
(limited  to  fifteen  pa- 
tients) , assuring  the  per- 
sonal attention  required. 

MEDICAL  STAFF: 

Chas.  F.  Menninger,  M.  D. 

Karl  A.  Menninger,  M.  D. 

Wm.  C.  Menninger,  M.  D. 

Associated  with  the 

MENNINGER  NEUROPSYCHIA- 
TRIC CLINIC 

TOPEKA,  KANSAS 
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CONGENITAL  VALVULAR  OBSTRUC- 
TION OF  THE  POSTERIOR  URETHRA 

CHARLES  S.  VIVIAN,  M.  D..  F.  A.  C.  S. 

Phoenix,  Arizona 

Address  of  the  President,  before  the  Thirty-sixth 
Annual  Meeting  of  the  Arizona  State  Medical  As- 
sociation, held  at  Yuma,  Ariz.,  April  21  to  23,  1927. 

Not  least  among  the  causes  of  nocturnal 
enuresis  in  male  children  is  congenital  valvu- 
lar obstruction  of  the  posterior  urethra.  It 
is  of  the  paradoxical  variety  and  bears  out 
the  axiom  that  a full  bladder  is  always  a 
leaky  one.  With  this  axiom  in  mind  the 
pathology  attendant  upon  the  congenital 
malformation  under  discussion  is  more  eas- 
ily appreciated.  The  bladder  leaks  because 
it  is-  over-distended ; it  is  over-distended 
because  there  is  an  obstruction  which  inter- 
feres with  its  proper  emptying.  This  ob- 
struction is  brought  about  by  the  presence, 
in  the  posterior  urethra,  of  congenital 
valves  very  much  like  the  valves  in  the 
veins,  which  permit  the  passage  of  instru- 
ments into  the  bladder  but  balloon  out  and 
obstruct  the  outflow  from  that  viscus. 

First  mention  of  congenital  valve  in  the 
urethra  is  found  in  the  work  of  Longen- 
beck  published  in  1802.  Thirty  years  later, 
Valpeau  and  Guthrie,  working  independent- 
ly, described  postmortem  specimens  show- 
ing the  effect  upon  the  upper  urinary  tract 
of  back  pressure  due  to  these  valves.  Eigen- 
brodt,  in  1891,  is  given  credit  for  being  the 
first  to  recognize  the  condition  in  the  liv- 
ing individual.  Knox  and  Sprunt  first  de- 
scribed the  condition  in  America  in  1912 
and  Young,  in  the  next  year,  performed  the 
first  successful  operation  for  its  correction. 
The  honor  of  first  describing  the  condition 
in  Arizona  belongs  to  Dr.  W.  G.  Schultz,  of 
Tucson,  for  his  article  published  in  South- 
western Medicine  in  September,  1925.  Al- 
together there  have  been  fifty-seven  cases 
reported  in  America  to  date. 

There  is  no  consensus  of  opinion  regard- 
ing the  etiology  of  this  condition.  In  1903, 
Bazy  called  attention  to  the  fact  that,  in 
the  latter  part  of  embryological  develop- 
ment, the  urogenital  membrane  is  found  at 


the  location  of  the  verumontanum,  in  the 
posterior  urethra.  Since  congenital  valves 
are  usually  found  in  this  location,  it  is  rea- 
sonable to  assume  that  persistence  of  this 
membrane  is  responsible  for  their  occur- 
rence. Lowsley,  in  1914.  basing  his  opinion 
on  the  research  work  he  did  in  the  em- 
bryology of  the  prostate,  advanced  a theory 
of  developmental  anomaly  of  the  Wolffian 
and  Mullerian  ducts.  None  of  the  theories 
advanced  to  date,  however,  serve  to  explain 
completely  all  of  the  different  types  of  con- 
genital valve  formations. 

The  first  of  these,  or  type  one,  presents, 
upon  examination,  a ridge  on  the  floor  of 
the  posterior  urethra,  beginning  at  and  con- 
tinuous with  the  verumontanum,  running 
forward  to  divide  at  the  bulbo-membranous 
junction.  The  halves,  separating,  are  at- 
tached as  thin  membranes  to  the  urethra 
in  varying  degrees  of  its  circumference.  In 
type  two,  the  extension  of  the  membranous 
sheets  is  backward  from  the  verumontanum 
toward  the  internal  sphincter,  where  they 
are  attached  to  the  urethra.  The  third  type 
is  not  continuous  with  the  verumontanum 
and  may  be  found  at  any  point  in  the  pos- 
terior urethra.  This  variety  presents  the 
appearance  of  a diaphragm  spread  across 
the  lumen  of  the  urethra  and  pierced  by  a 
passage  of  variable  size,  from  pin-point 
caliber  to  a diameter  which  converts  the 
valve  into  an  incomplete  crescent  or  semi- 
circular folds  on  either  side  the  urethra. 
The  concavity  of  this  diaohragm  is  directed 
toward  the  bladder,  which  allows  the  valve 
to  be  flattened  against  the-  urethra  by  in- 
struments passed  into  the  bladder  but  dis- 
tends and  produces  obstruction  when  the 
urinary  stream  is  directed  against  it. 

The  valvular  obstruction  described  by  Dr. 
Schultz,  belongs  to  the  third  variety.  As  a 
natural  consequence  of  the  back  pressure 
and  in  direct  ratio  with  it,  pathology  is  de- 
veloped in  the  urogenital  tract  above.  The 
urethra  above  the  valve  is  enlarged.  The 
musculature  of  the  bladder  is  hypertrophied 
and  presents  the  typical  trabeculation.  in 
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no  wise  different  from  those  seen  behind  a 
hypertrophied  prostate.  The  capacity  of 
the  bladder  is  increased  and,  as  the  condi- 
tion continues,  hydro-ureter  and  hydrone- 
phrosis develop.  With  this  development, 
the  bladder  capacity  becomes  less.  In 
young  individuals,  this  accumulation  in,  and 
dilatation  of,  the  ureters  and  kidney  pelves, 
produces  the  typical  “pot-bellied”  child  who 
is  frequently  erroneously  treated  for  condi- 
tions outside  the  urinary  tract. 

The  symptoms  produced  by  the  presence 
of  the  valves  differ  in  no  particular  from 
those  produced  by  any  obstructive  lesion. 
There  are  hesitancy,  small  stream  and 
dribbling.  Back  pressure,  bringing  with  it 
failure  of  renal  function,  as  evidenced  by 
dry,  coated  tongue,  anemia,  anorexia  and 
loss  of  weight,  is  next  in  order.  Infection, 
with  chills,  fever,  nausea,  vomiting,  toxemia 
and  acidosis,  follows  naturally.  Tentative 
diagnosis  may  frequently  be  made  from  the 
history.  Difficult  urination,  incontinence, 
without  pain,  and  abdominal  distention  in 
a male  child,  are  very  suggestive. 

Patients  suffering  from  severe  or  nearly 
complete  obstruction,  if  uncorrected,  do  not 
attain  adult  life.  Indeed,  numerous  still- 
born infants  have  been  found  to  have 
valvular  obstruction.  At  the  other  extreme 
of  pathology  are  the  cases  in  which  slight 
obstruction  is  demonstrated  during  urethro- 
scopic  examination  occasioned  by  persistent 
urethral  discharge  or  other  indication.  Mod- 
ern instruments  are  practically  indispens- 
able to  complete  diagnosis.  The  McCarthy 
pan-endoscope  gives  a beautiful  picture  of 
the  posterior  urethra  and  of  anv  abnormal- 
ity which  may  be  present.  In  the  hands  of 
the  writer,  however,  the  older  McCarthy 
cysto-urethroscope  has  proven  the  most  sat- 
isfactory. By  attaching  a catheter  at  its 
open  end  to  the  tunnel  opening  of  the 
McCarthy  instrument,  a moving  picture  of 
the  act  of  micturition  mav  be  obtained.  A 
full  stream  flowing  into  the  urethra  from  a 
reservoir  at  a sufficient  height,  the  eye  of 
the  catheter  being  smaller  than  the  lumen 
of  the  tube,  produces  enough  back  pressure 
to  distend  the  urethra  slightly.  When  the 
catheter  is  pinched,  the  valves  are  swept 
back  flat  against  the  urethral  wall  and  the 
bladder  is  filled,  then  when  the  pressure  on 
the  catheter  is  relieved,  the  valves  will  be 
seen  to  snap  out  into  and  partially  obstruct 
the  lumen  of  the  urethra.  In  Schultz’s  case 
the  same  picture  was  produced  by  a stric- 
ture anterior  to  the  valve.  The  degree  of 
damage  to  the  structures  above  the  obstruc- 
tion, is,  of  course,  actually  determined  by 
the  usual  combined  cystoscopic  and  x-ray 


procedures  and  the  severity  of  renal  impair- 
ment, by  blood  chemistry  and  ’phthalein 
elimination.  Complete  cystoscopic  and  x-ray 
examination  may,  however,  be  impossible 
until  treatment  has  made  possible  the  pas- 
sage of  an  instrument  into  the  bladder. 
Young  has  contrived  a special  small-sized 
punch  by  means  of  which  he  removes  the 
obstruction  in  young  children. 

In  the  case  reported  by  Dr.  Schultz,  the 
valves  were  cut  in  their  middle  by  scissors. 
In  the  cases  treated  by  the  writer,  the 
valves  were  destroyed  by  the  fulgurating 
electrode.  Some  cases  of  the  second  variety 
have  been  reported  where  the  obstruction, 
being  close  to  the  bladder  neck,  necessitated 
supra-pubic  approach.  Young  has  devised  a 
perineal  operation.  Both  of  these  proce- 
dures have  been  largely  abandoned,  how- 
ever, since  the  advent  of  more  modern 
urethroscopic  instruments.  There  occurs  in 
the  literature  no  report  of  destruction  of 
a valve  by  the  radio  knife  of  Keyes  and 
Collins,  but  it  would  seem  that  this  method 
could  be  used  satisfactorily. 

The  prognosis  depends  entirely  upon  the 
degree  of  damage  which  has  resulted  in  the 
upper  urinary  tract  and  the  conclusion  nat- 
urally follow's  that  it  behooves  us,  as  medi- 
cal men,  to  be  on  the  look-out  for  this  con- 
dition and  to  apply  the  remedy  as  soon  as 
the  diagnosis  is  made. 


BONE  TUBERCULOSIS 

EDGAR  H.  BROWN,  M.  D. 

Phoenix,  Arizona 

Read  before  the  Twelfth  Annual  Meeting  of  the 
Medical  and  Surgical  Association  of  the  Southwest 
at  Tucson,  Ariz.,  Nov.  11  to  13,  1926. 

In  the  treatment  of  bone  tuberculosis, 
our  conception  of  the  patient’s  condition 
should  be  broadened — not  thinking  of  him 
as  one  suffering  from  a local  manifestation 
of  the  disease,  but  as  one  in  whom  the  bone 
focus  gives  us  direct  proof  of  a tuberculous 
infection  of  the  body,  and  that  this  infec- 
tion is  progressive.  Bone  tuberculosis,  as 
a rule,  is  secondary.  The  primary  focus 
may  be  obscure,  as  a deep-seated  lymphatic 
infection  that  has  not  taken  steps  to  call 
attention  to  itself,  as  does  the  bone  after  it 
has  become  involved. 

In  looking  over  the  medical  history  of  the 
past  twenty-five  years,  we  find  that  there 
has  been  a marked  change  in  the  concep- 
tion, care  and  treatment  of  these  cases.  In 
the  earlier  days  the  disease  was  not  recog- 
nized until  the  destructive  changes  were 
well  advanced,  the  patient  suffering  con- 
tinual pain,  the  amount  of  deformity  grad- 
ually increasing,  and  abscess  cavities  pro- 
fusely discharging  through  open  sinuses ; 
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all  of  these  contributed  to  the  early  death 
of  the  patient. 

Even  at  the  present  time  there  are  cases 
scattered  over  the  country  that  are  re-living 
the  tragedies  of  yesterday.  With  our  pres- 
ent knowledge,  there  should  be  no  delay  in 
diagnosis,  or  the  institution  of  treatment 
that  will  relieve  the  patient  of  his  pain, 
stop  the  advancement  of  the  disease,  and 
prevent  abscess  formation  and  deformity. 

It  has  been  shown  by  laboratory  tests 
that,  in  bone  disease,  the  virulence  of  the 
tubercle  bacillus  remains  practically  con- 
stant, while,  on  the  other  hand,  the  re- 
juvenating powers  of  the  human  are  vari- 
able ; thus  it  can  be  seen  that,  under 
favorable  circumstances,  the  patient  has 
the  advantage,  while  under  opposite  condi- 
tions, the  advantage  is  with  the  bacillus. 
Therefore,  it  should  be  the  aim  of  our  treat- 
ment to  restore  the  patient’s  lost  vitality 
to  such  an  extent  that  he  can  successfully 
combat  the  disease.  If  this  is  not  accom- 
plished, t^e  disease  will  be  a long-drawn-out 
affair,  that  will  eventually  give  the  tubercle 
bacillus  the  decision. 

Early  and  accurate  diagnosis  must  be 
made  if  we  are  to  cure  our  patients  with- 
out deformitv  or  crippling  defects.  If  the 
disease  is  delayed  until  bone  destruction 
had  advanced  and  joints  become  invaded, 
then  no  amount  of  care  and  treatment  can 
fully  restore  the  diseased  joints,  and  we 
will  have  a relative  degree  of  permanent 
disability. 

In  the  very  earlv  stages,  the  x-ray  has 
but  little  diagnostic  value,  but  a careful 
physical  examination  will  detect  muscle 
spasm,  muscle  atrophv,  tenderness  around 
joints,  limitation  of  joint  motion,  a ten- 
dency to  limp  or  protect  the  joint  against 
sudden  jars.  These  latter  symptoms  may 
be  present  without  producing  pain  or  dis- 
comfort. All  of  these  symptoms  are  de- 
tectable before  there  has  been  sufficient 
bone  destruction  to  make  it  visible  with 
the  x-ray.  It  is  my  belief  that  one  is  iusti- 
fied  in  making  a tentative  diagnosis  of 
tuberculosis  in  all  children  who  show7  a pro- 
gressive low  grade  arthritis  of  one  of  the 
larger  joints,  and  that  it  is  the  duty  of  the 
surgeon  to  take  advantage  of  such  a diag- 
nosis, and  not  await  the  actual  confirma- 
tion of  the  disease  bv  visible  bone  destruc- 
tion. If  he  does  not  do  this,  the  patient 
loses  his  best  chance  of  retaining  a func- 
tional joint.  Unfortunately  for  the  patient, 
he  is  seldom  seen  by  the  surgeon,  or  a 
diagnosis  of  his  condition  is  not  made  in 
the  pre-destructive  stages. 

In  the  treatment  of  bone  and  joint  tuber- 
culosis, as  previously  stated,  it  is  essential 


that  we  realize  that  the  local  trouble  is  of- 
ten a secondary  manifestation,  and  that 
the  treatment  indicated  in  raising  the  pa- 
tient’s general  vitality  is  the  same  as  em- 
ployed in  other  tubercular  conditions.  As 
soon  as  the  diagnosis  is  made,  the  patient 
should  be  placed  at  absolute  rest  in  the 
open  air,  kept  warm,  relieved  of  all  strain 
and  movements  that  produce  muscle  spasms, 
with  local  circulation  stimulated,  and  mixed 
infections  avoided.  None  of  the  proven 
principles  of  treatment  should  be  neglected 
in  favor  of  open  air,  sunlight,  or  operative 
procedures,  vdiich  some  are  prone  to  con- 
sider as  short  cuts ; these  procedures  are 
essential  to  thej  cure  of  our  patients,  but 
their  importance  should  not  overshadow7  the 
less  indispensable  principles  of  the  treat- 
ment, which  are  accurate  splinting,  time  and 
rest.  Tubercular  inflammations  are  obsti- 
nate, and  have  a tendency  to  relapse ; for 
this  reason  it  is  imnerative  that  our  pa- 
tients be  placed  at  absolute  rest,  where  they 
will  be  protected  from  external  iniuries  and 
reflex  muscular  spasms.  The  prevention  of 
deformities  is  assured  only  by  proper  me- 
chanical splinting.  Patients  thus  treated, 
wTit’n  the  addition  of  open  air,  sunshine,  cod 
liver  oil  and  good  food,  have  the  best 
chance  for  complete  recovery. 

Good  feeding  does  not  mean  an  excessive 
amount  of  food,  but  an  adequate  amount, 
appropriate  to  the  time  of  the  year.  well 
cooked  and  put  up  in  an  enticing  manner. 
It  should  not  be  our  aim  to  over-fatten  the 
patients,  but  to  keep  them  in  good  physical 
condition. 

The  open  air  and  sun  play  an  imnortant 
part  in  the  cure  of  bone  tuberculosis,  and 
a fair  trial  wall  convince  the  most  skeptical 
of  their  woihh.  It  may  be  questionable  as 
to  which  one  plavs  the  major  role,  or  just 
how  their  beneficial  action  is  brought  about, 
but  we  do  know  that  our  patients  thrive 
and  improve  under  their  combined  influ- 
ence. 

SPINE 

In  tuberculosis  of  the  spine,  the  infection 
starts  first  in  the  central  portion  of  the 
vertebral  body,  and  then  gradually  spreads, 
softening  and  destroying  its  anterior  por- 
tion and  the  adjacent  intervertebral  disc. 

The  destructive  process  is  hastened  by 
the  reflex,  spastic,  comnressing  action  of 
the  psoas,  and  other  anterior  spinal  mus- 
cles. This  compression  of  the  diseased  ver- 
tebrae is  assisted  by  the  body  weight  when 
in  the  upright  position. 

As  the  fronts  of  vertebrae  are  com- 
pressed, the  spinal  processes  are  separated 
from  one  another  and  pushed  backwards, 
together  wTith  the  neural  arch,  thus  produc- 
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ing  the  kyphotic  deformity.  This  deform- 
ity will  be  in  direct  proportion  to  the  num- 
ber of  vertebrae  involved  and  the  extent 
of  the  destruction. 

The  treatment  of  spinal  tuberculosis  is 
carried  out  with  the  patient  in  the  re- 
cumbent position.  By  this  method  we  are 
able  to  remove  the  direct  body  weight  from 
the  diseased  area,  separate  the  vertebral 
bodies  by  hyper-extension,  overcome  mus- 
cle spasms,  and  prevent  or  reduce  the 
amount  of  deformity. 

The  recumbent  position  can  be  main- 
tained upon  a mattress,  with  suitable  pad- 
ding to  give  the  desired  degree  of  hyper- 
extension  to  the  spine,  or  upon  a modified 
Bradford  frame,  but  neither  of  these,  we 
think,  is  as  suitable  as  the  molded  plaster 
bed.  These  beds  are  not  only  comfortable 
to  the  patients,  but  give  them  a greater 
sense  of  security. 

The  patient  should  be  kept  on  his  back 
until  the  disease  has  become  quieted;  then, 
in  order  to  break  the  monotony,  as  well  as 
to  apply  direct  heliotherapy,  he  is  at  inter- 
vals placed  upon  his  abdomen,  the  position 
of  hyper-extension  being  maintained  by 
resting  upon  the  elbows,  or  upon  a wedge- 
shaped  cushion  placed  under  the  chest.  The 
length  of  time  and  frequency  with  which 
he  is  permitted  in  this  position  are  decided 
according  to  his  condition. 

As  time  goes  on  and  the  patient  im- 
proves, the  surgeon’s  responsibility  does  not 
grow  less,  but,  in  reality,  increases,  for 
it  is  up  to  him  to  make  the  decision  as  to 
when  improvement  has  advanced  sufficient- 
ly to  enable  the  patient  to  be  up  and  around 
in  a brace,  and  as  to  the  time  when  the 
brace  can  be  safelv  discarded,  for  a relapse 
at  this  time  would  be  a calamity. 

Surgery  as  an  adjunct  to  the  treatment 
of  sninal  tuberculosis,  is  becoming  more 
popular  as  time  goes  by.  This  does  not 
mean  that  every  tubercular  spine  should 
be  operated  on,  but  it  does  mean  that  the 
majority  of  cases  in  later  childhood  and 
adult  life  would  be  benefited  bv  surgical  in- 
tervention. The  ultimate  results  hoped  for 
in  the  treatment  of  these  cases  is  a fixa- 
tion of  the  quiescent  spine  in  hyper-exten- 
sion, by  bony  ankylosis;  surgery  only  helps 
to  make  this  fixation  positive. 

Before  doing  operative  work  upon  the 
spine,  be  sure  to  give  the  disease  plenty  of 
time  to  quiet  down  and  to  become  localized. 
If  this  rule  were  carried  out  more  frequent- 
ly, we  would  see  a far  less  number  of  cases 
in  which  the  disease  has  advanced  beyond 
the  site  of  operation. 

HIP 

The  general  principles  in  the  treatment 


of  acute  hip  joint  disease  are  the  same  as 
those  used  in  the  spinal  cases.  Treatment 
must  be  started  early  if  we  are  to  have  any 
chance  of  preserving  normal  joint  function. 
By  early,  we  mean  before  there  has  been 
sufficient  destruction  in  the  epiphysis  to 
show  up  on  the  x-ray  film,  and  especially 
before  the  articular  cartilage  has  become 
involved.  In  order  to  emphasize  this  state- 
ment, I wish  to  quote  Dr.  DeForrest  P.  Wil- 
lard, who  states  that,  by  a study  of  two 
hundred  cases  at  the  University  Hospital, 
of  those  cases  in  which  treatment  began 
within  three  months  of  the  onset  of  symp- 
toms, 80  per  cent  were  quiescent  at  the  end 
of  five  years,  with  no  deaths;  71  per  cent 
had  good  functional  results.  Of  those  who 
did  not  receive  treatment  until  one  year 
after  onset,  only  38  per  cent  were  quiescent 
at  the  end  of  five  years,  with  a mortality 
of  11  per  cent,  and  only  10  per  cent  showed 
even  fair  ultimate  function. 

The  pain  in  tuberculosis  of  the  hip  is  fre- 
quently severe,  and  is  due  to  the  spasmodic 
contraction  of  the  surrounding  muscles. 
Fortunately,  this  spastic  condition,  which 
promotes  destruction  by  pressure  and  irri- 
tation, is  easily  overcome  by  traction  in  the 
long  axis  of  the  limb,  with  the  occasional 
addition  of  lateral  traction  applied  to  the 
upper  part  of  the  thigh. 

In  the  extension  of  the  limb,  the  leg 
should  be  raised  on  a pillow  sufficiently  to 
overcome  any  abnormal  lordosis.  The  hori- 
zontal plane  of  the  iliac  some  should  be  at 
a right  angle  to  the  midline  of  the  body. 
This  is  accomplished  by  adduction,  or  ab- 
ducting the  limb,  as  the  case  may  be. 
Often  to  retain  this  position  it  becomes  nec- 
essary to  apply  traction  to  the  opposite 
limb.  It  is  also  necessary  to  maintain  the 
limb  in  the  proper  degree  of  inward  rota- 
tion, as,  if  this  is  neglected,  you  will  soon 
find  your  limb  practically  fixed,  by  con- 
tracted tissue,  in  extreme  outward  rotation. 

After  the  acute  stage  is  passed  and  the 
muscle  spasms  have  auieted  down,  it  will 
then  be  necessary  to  decide  the  method  of 
fixation  to  be  used  during  future  treatment. 
If  the  patient  is  one  you  can  control  and 
keep  quiet  in  extension,  then  that  is  the 
method  one  should  use,  as  it  will  permit 
the  direct  application  of  the  sun  to  the  af- 
fected limb;  but  often  this  is  not  the  case, 
for  as  soon  as  the  patient  is  free  from  pain, 
neither  he  nor  his  parents  can  further  real- 
ize that  it  is  essential  to  keep  the  diseased 
joint  quiet.  In  these  cases  it  is  then  best 
to  place  them  in  a long  spica  cast  that 
reaches  from  midbody  to  tip  of  toes. 

In  the  treatment  of  hip  cases  where 
there  is  even  moderate  joint  destruction, 
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the  aim  of  the  surgeon  is  coming  more  and 
more  toward  early  ankylosis,  for  in  ankylo- 
sis lies  the  patient’s  greatest  hope.  True 
bony  ankylosis  in  a tubercular  hip  is  dif- 
ficult to  obtain  by  nature’s  methods  alone. 

In  the  past,  surgical  intervention  has 
aided  but  little  toward  the  desired  results. 
Resection  of  the  femoral  head  with  clean- 
ing out  of  the  acetabulum,  has  been  aban- 
doned. The  method  of  transplanting  tibial 
grafts  has  proved  a disappointment  in  the 
majority  of  cases,  as  the  site  of  operation 
would  either  become  infected,  or  later  the 
graft  would  become  broken  or  absorbed. 

The  future  surgical  outlook  in  these  cases 
seems  very  bright,  owing  to  experimental 
work  done  during  the  past  few  years  by 
Hibbs  and  Hass,  each  working  independent- 
ly of  the  other.  Their  work  has  given  us 
an  operation  which  consists  of  forming  a 
strong  bony  bridge,  extra  capsular,  across 
the  joint,  reaching  from  the  neck  of  the 
femur  to  the  ilium.  This  is  done  by  a 
transposition  of  the  anterior  three-fourths 
of  the  greater  trochanter,  together  with 
two  inches  of  the  cortex  of  the  femur,  with- 
out disturbing  the  attachments  of  the 
gluteus  medius  or  minimus  muscles ; the 
corticle  end  of  the  graft  is  inserted  under 
a raised  portion  of  the  upper  rim  of  the 
acetabulum  and  ilium,  while  the  base  of 
the  transposed  trochanter  rests  in  close 
contact  with  the  cancellous  bones  of  the 
femur  neck. 

The  union  of  the  graft  with  the  ilium 
and  femur  appears  to  be  primary,  and  is 
of  sufficient  strength  to  permit  walking  in 
a plaster  spica  at  the  end  of  three  months. 

The  older  cases  that  have  become  fixed 
ir.  an  adducted  or  flexed  position  can  later 
be  corrected  by  a sub-trochanteric  osteot- 
omy. 

KNEE 

Tuberculosis  of  the  knee  gives  the  same 
general  symptoms  as  those  of  the  hip  and 
spine,  and  is  next  in  frequency  to  the  hip. 
The  site  of  the  initial  lesion  is  usually  in 
the  epiphysis  of  the  femur  or  tibia,  but 
occasionally  is  found  in  the  head  of  the 
fibula,  the  patella,  and  synovial  membrane. 

Limitation  of  motion  caused  by  muscular 
spasm  is  the  most  prominent  symptom ; 
even  in  the  earliest  stages  of  the  disease 
there  will  be  a slight  limitation  of  exten- 
sion, and  as  the  disease  progresses  this  lim- 
itation increases  until  we  have  the  char- 
acteristic flexion  deformity ; and  then,  in 
the  untreated  cases,  the  secondary  deform- 
ity of  outward  rotation  and  backward  dis- 
placement of  the  tibia  upon  the  femur. 

The  conservative  treatment  of  the  knee 
is  the  same  as  that  of  the  hip.  In  the  cases 


of  childhood  where  the  diagnosis  is  made 
early,  there  is  a chance  of  retaining  a func- 
tional joint,  but  in  those  cases  where  the 
joint  itself  has  become  involved,  with  mod- 
erate destruction  of  the  cartilage,  the  joint 
should  be  opened  and  the  cartilage  removed, 
care  being  taken  to  do  as  little  damage  as 
possible  to  the  epiphysis.  In  the  adult,  the 
more  radical  resection  is  indicated. 

Surgical  intervention  not  only  shortens 
the  period  of  disability,  but  gives  us  the 
best  assurance  of  curing  our  patients.  Ab- 
scess formation  with  discharging  sinuses 
should  not  be  considered  contraindicative. 

In  those  cases  where  deformity  has  tak- 
en place,  the  first  step  in  treatment  is  a 
reduction  of  that  deformity.  If  this  cannot 
be  accomplished  by  gradual  means,  then 
forcible  correction  by  reverse  leverage 
should  be  used.  If  the  contracture  is  of  too 
long  standing,  with  a subluxation  of  the 
tibia,  it  will  probably  be  found  necessary  to 
do  a division  of  the  flexor  tendons.  Ex- 
treme care  should  be  used  not  to  cause  a 
complete  dislocation  unless  an  immediate 
resection  of  the  joint  is  contemplated.  The 
strengthening  of  the  leg  in  an  old  healed 
case,  where  the  joint  has  been  ankylosed 
in  a flexed  position,  should  be  done  by  a 
supracondylar  cuneiform  osteotomy  and 
tendon  division,  without  disturbing  the 
ankylosis. 

FOOT 

Tuberculosis  is  not  an  infrequent  disease 
of  the  bones  of  the  foot.  The  infection 
usually  starts  in  one  of  the  smaller  tarsal 
bones  and  then  spreads.  Owing  to  the 
number  of  bones  and  their  numerous  articu- 
lar surfaces,  the  curing  of  the  disease  by 
conservative  methods  is  difficult,  and  it  is 
questionable  if  it  is  justifiable  to  attempt 
it  in  the  majority  of  adult  cases,  as  time 
is  a great  factor.  The  treatment  on  an 
average  would  extend  through  several  years 
before  the  cure  would  be  complete  enough 
to  make  it  safe  to  use  the  foot,  and  then 
the  probabilities  are  that  the  foot  would 
not  be  as  serviceable  as  an  artificial  one. 

If  the  disease  is  discovered  while  it  is 
limited  to  one  of  the  smaller  tarsals,  the 
chances  for  its  immediate  eradication,  with 
the  preservation  of  normal  foot  function, 
by  the  complete  removal  of  the  diseased 
bone,  are  good.  If  the  infection  is  general 
throughout  the  anterior  tarsals,  without  in- 
volvement of  the  astragalus  and  os  calcis, 
it  would  probably  be  best  to  remove  these 
bones  by  resection.  This  would  give  us 
a shortened,  but  usable  foot.  In  the  cases 
where  the  ankle  is  involved,  the  radical 
treatment  would  naturally  be  that  of  ampu- 
tation. 
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TREATMENT  OF  PULMONARY  HEMOR- 
RHAGE 

VICTOR  RANDOLPH.  M.  D. 

Phoenix,  Arizona 

Read  at  the  Twelfth  Annual  Meeting  of  the  Medi- 
cal and  Surgical  Association  of  the  Southwest,  at 
Tucson,  Ariz.,  Nov.  11  to  13,  1926. 

Tuberculosis  is  the  most  common  cause 
of  pulmonary  hemorrhage.  This  is  com- 
mon experience.  It  is  shown  statistically 
by  figures  of  Strieker  (after  Cabot)  taken 
from  a group  of  Prussian  soldiers,  and  by 
Cabot  in  figures  from  the  Massachusetts 
General  Hospital.  In  the  first  group,  trauma 
formed  the  principal  other  cause  (.01  per 
cent).  In  the  latter  group  mitral  disease 
was  the  next  principal  cause  (34  per  cent)  ; 
the  large  percentage  of  cases  of  hemor- 
rhage due  to  mitral  disease  in  this  group  is 
not  surprising  since  the  group  is  taken  from 
a general  hospital.  Hemorrhage  from  mi- 
tral disease  in  the  general  population  is 
probably  not  so  frequent.  Other  causes  of 
pulmonary  hemorrhage  are : bronchiectasis, 
abscess  or  gangrene,  pneumonia,  thrombo- 
sis or  embolism,  aneurysm,  trauma,  neo- 
plasms, hydatid  cyst,  syphilis.  In  the  gen- 
eral population,  tuberculosis  is  so  predomi- 
nant a cause  of  hemorrhage  that  it  must 
always  be  ruled  out  before  making  another 
diagnosis. 

Conversely,  the  majority  of  cases  of  pul- 
monary tuberculosis  have  hemorrhage  of 
some  degree  at  some  time  or  other  during 
their  course.  It  is  of  interest,  therefore, 
because  of  its  frequence.  It  is  of  interest 
also  because  of  its  insidiousness.  Hemor- 
rhage may  be  the  first  bolt  from  the  blue 
to  a man  or  woman  who  has  always  con- 
sidered himself  well.  It  lurks  as  a hidden 
menace  at  every  stage  of  the  long  disease, 
tuberculosis.  It  may  come  at  any  time  to 
the  tuberculous  patient  who  is  apparently 
improving,  and  may  mean  a serious  set- 
back in  his  progress.  It  may  come  to  the 
case  which  is  apparently  arrested,  and  here 
again  it  may  mean  a return  to  invalidism, 
or  it  may  mean  speedy  loss  of  life.  Hemor- 
rhage may  presage  a sudden  infiltration  of 
a lung  which  is  already  damaged,  with 
* pneumonic  sequelae  of  tuberculous  or  pyo- 
genic nature.  Finally,  it  is  impossible  to 
foretell  with  any  certainty  whether  a given 
hemorrhage  will  be  large  or  small.  And  it 
is  this,  largely,  which  gives  to  the  patient 
that  anxiety  which  he  often  feels  at  the 
onset  of  bleeding.  Few  forms  of  slow  death 
are  more  terrifying  to  the  patient  or  to  a 
helpless  physician  than  that  by  prolonged 
or  gushing  hemorrhage. 

Various  classifications  of  hemorrhage  in 
tuberculosis  have  been  given.  But,  for 


practical  purposes,  there  are  only  two  main 
divisions:  those  arising  from  large  vessels 
and  those  arising  from  small  vessels. 

Hemorrhages  of  the  first  class  arise,  as 
a rule,  from  aneurysmal  vessels  traversing 
a large  cavity,  or  from  vessels  traversing  a 
small  cavity  or  a pulmonary  area  where 
necrosis  involving  the  vessel  wall  has  oc- 
curred. A comparatively  large  hemorrhage 
of  this  sort  may  cease  temporarily  because 
of  pressure  on  the  bleeding  vessel  through 
clot  formation  in  the  cavity  or  involved 
area,  but,  with  softening  and  partial  dis- 
lodgment  of  the  clot  through  coughing,  the 
bleeding  may  start  afresh.  Repeated  siz- 
able hemorrhages  occur  unless  a sufficient- 
ly firm  organization  occurs  in  the  clot  about 
the  vessel  to  maintain  pressure  and  finally 
close  over  the  opening.  The  large  fatal 
hemorrhages  are  from  this  type  of  bleed- 
ers. They  are  more  apt  to  occur  in  arterial 
rather  than  venous  stems. 

The  small-vessel  type  is  more  readily  con- 
trolled by  clotting  and  later  organization, 
but  here,  again,  repeated  hemorrhages  may 
occur  at  shorter  or  longer  intervals  by  the 
same  process  as  in  the  above  type.  The 
small  veins  must  close  more  readily  than 
the  small  arteries. 

Unfortunately,  whatever  the  initial  ap- 
pearance of  a hemorrhage  may  seem  to 
indicate,  it  is  impossible  always  to  decide 
that  a small  hemorrhage  arises  from  a 
small  vessel  which  will  readily  close  over. 
The  internal  or  concealed  hemorrhage  may 
surpass  the  external,  and  its  extent  fre- 
quently cannot  be  determined  by  physical 
or  x-ray  examination.  At  times  it  must  be 
that  the  initial  perforation  in  a large  ves- 
sel is  small  and  so  situated  that  a clot 
auickly  forms  about  it.  A few  hours  or 
days  later,  the  situation  may  be  changed 
entirely  and  a large  hemorrhage  issue  from 
the  same  vessel.  Therefore,  every  hemor- 
rhage in  which  free  blood  occurs  must  be 
regarded  as  potentially  serious. 

The  methods  of  treatment  are,  in  the 
first  place,  physical  and  physiologic.  With 
these  are  combined  medical,  or  pharma- 
cologic, methods  and,  finally,  mechanical 
methods.  The  last  may,  in  a given  case, 
be  the  most  important. 

Rest  is  the  prime  consideration.  First, 

I would  stress  mental  rest,  for  without  it 
physical  rest  cannot  be  perfectly  main- 
tained. Physical  rest  comprises  the  great- 
est degree  of  immobility  of  the  body,  a min- 
imum of  breathing,  coughing  and  talking. 
Whispering  should  replace  talking.  Ex- 
ternal cold  and  feeding  of  small  amounts 
of  chipped  ice  are  of  value  through  their 
sedative  effect  on  the  patient’s  fever  and 
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heart.  Food  should  be  limited  temporarily 
to  liquids  which  are  readily  taken  and  as- 
similated. 

Medically,  a tremendous  list  of  drugs  has 
been  used  at  one  period  or  another  in  the 
effort  to  stem  hemorrhage.  The  one  cer- 
tain drug  that  remains  to  us  is  opium.  No 
other  drug  produces  such  quick  relaxation 
of  mind  and  body,  with  easing  of  respira- 
tion and  quieting  of  cough,  in  such  a large 
percentage  of  people.  In  most  cases,  mor- 
phine is  preferable  in  dosage  sufficient  to 
produce  the  physiologic  effect.  A few  peo- 
ple do  not  tolerate  morphine;  for  those, 
codein  or  some  non-narcotic  sedative  must 
be  employed. 

The  nitrites  are  probably  of  some  value 
by  lowering  the  blood  pressure;  however, 
this  efect  may  be  offset  by  dilatation  of 
the  pulmonary  vessels.  Blood  coagulants  of 
various  sorts  may  be  of  value.  Calcium 
is,  perhaps,  the  best  proven.  Routinely,  I 
give  forty  to  sixty  grains  a day  in  these 
cases.  Many  biologic  products  other  than 
horse  serum  are  sold  in  the  drug  stores.  I 
cannot  be  sure,  from  my  experience,  of  their 
value. 

The  mechanical  effect  of  posture,  placing 
the  patient  on  or  toward  the  affected  side, 
is  of  aid  in  diminishing  respiration  of  that 
side.  It  also  helps  to  prevent  infiltration 
of  blood  to  the  opposite,  and  usually  better, 
lung.  This  is  a.  routine  measure  in  our 
practice.  However,  in  a few  patients,  this 
induces  too  great  a tendency  to  cough. 
These  should,  as  a rule,  be  left  on  their 
backs.  The  latter  position  is  also  best  in 
those  patients  whose  source  of  hemorrhage 
cannot  be  determined. 

These  methods  of  treatment  are  effective 
in  the  majority  of  cases  of  small  hemor- 
rhage. However,  a large  share  of  the  liter- 
ature on  the  subject  is  well  summed  up  in 
an  article  in  the  New  York  Medical  Journal 
(Schwatt,  N.  Y.  Med.  J.,  114:631-4,  Dec., 
1921)  as  follows:  “There  is  no  drug  or 
treatment  except  artificial  pneumothorax 
that  can  be  said  to  stop  hemorrhage.” 

In  artificial  pneumothorax  we  have  a me- 
chanical method  of  stopping  hemorrhage 
which,  from  the  standpoint  of  pressure,  is, 
in  many  cases,  as  effective  as  packing  a 
surgical  wound.  Before  discussing  artifi- 
cial pneumothorax,  I would  mention  one 
other  method.  In  the  case  of  Eloesser  of 
San  Francisco,  which  later  came  under  my 
observation,  artificial  pneumothorax  was 
unsuccessful  because  of  adhesions,  but  the 
patient  was  saved  and  later  became  arrest- 
ed through  thoracoplasty.  However,  be- 
cause of  the  nature  of  the  emergency  pre- 


sented by  hemorrhage,  and  the  relative  ease 
and  rapidity  with  which  pneumothorax  may 
be  administered,  together  with  the  entire 
absence,  usually,  of  shock,  artificial  pneu- 
mothorax is  always  the  initial  method  of 
choice. 

Treatment  of  pulmonary  hemorrhage 
through  artificial  pneumothorax  is  by  no 
means  new.  Carson  of  Liverpool  is  credit- 
ed with  presenting  the  idea  in  1822.  At 
that  time  he  noted  that  soldiers  who  suf- 
fered traumatic  pneumothorax  were  cured 
of  pre-existing  tuberculosis.  He  suggested 
that  pulmonary  hemorrhage  would  be  con- 
trolled by  collapse  of  the  lung  as  readily  as 
is  hemorrhage  following  parturition  by  col- 
lapse of  the  uterus.  He  evidently  did  nob 
carry  out  his  suggestion.  In  1882  For- 
lanini  published  the  theory  of  pneumo- 
thorax. In  the  Transactions  of  the  Clinical 
Society  of  London  in  1885,  appears  a report 
of  an  attempt  by  Cayley  to  control  hemor- 
rhage by  means  of  open  incision  into  the 
pleura  and  insertion  of  a silver  tube.  The 
hemorrhage  appears  to  have  been  controlled 
partially,  but  the  patient  died  a. few  days 
later,  miliary  tuberculosis  being  found  at 
autopsy.  In  the  treatment  of  tuberculosis, 
John  B.  Murphy  used  artificial  pneumo- 
thorax first  in  this  country  in  1898,  and 
it  has  since  been  very  generally  adopted. 
Its  use  was  initiated  in  Arizona  by  Dr.  W. 
W.  Watkins  some  fourteen  years  ago  in  the 
treatment  of  certain  of  our  citizens  who 
are  now  well  and  happy.  The  use  of  arti- 
ficial pneumothorax  in  control  of  hemor- 
rhage has  become  more  and  more  common, 
so  that  today  there  are  very  few  sanatoria 
in  this  country  which  cannot  point  to  its 
value  in  certain  cases. 

In  hemorrhage  of  the  large-vessel  type, 
the  advisability  of  employing  artificial  pneu- 
mothorax should  always  be  considered.  In 
cases  with  practically  unilateral  tuberculo- 
sis, there  need  be  no  hesitation  in  using  it. 
These  cases  get  good  immediate  and  ulti- 
mate results,  for  the  collapse  is  ordinarily 
maintained  as  a form  of  treatment. 

The  bi-lateral  cases  require  careful  study, 
and  it  is  often  very  difficult  to  decide  from 
which  side  the  bleeding  comes.  In  general, 
it  more  often  comes  from  the  more  involved 
side.  However,  it  is  necessary  to  judge  by 
the  physical  signs.  The  bleeding  side  typi- 
cally is  less  mobile;  there  is  frequently  a 
diminution  of  breath  sounds  and  voice 
sounds;  but  in  cases  with  marked  cavita- 
tion, the  usual  amphoric  breath  sounds,  ex- 
aggerated voice  sounds  and  large  moist  or 
gurgling  rales  may  often  be  heard  both  on 
expiration  and  inspiration.  Occasionally, 
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the  signs  of  the  two  sides  of  the  chest  are 
very  similar.  In  these  cases,  the  bed-side 
x-ray  film  may  make  the  decision  as  to  the 
source  of  bleeding.  However,  it  is  of  less 
value  than  the  physical  signs. 

Before  proceeding  with  collapse  of  the 
bleeding  lung  in  bilateral  cases,  the  condi- 
tion of  the  other  lung  must  be  carefully 
weighed.  However,  I believe  the  tendency 
is  toward  too  great  conservatism  in  this 
regard.  I very  much  regret  my  delay  of 
pneumothorax  treatment  in  two  cases  of 
the  bilateral  sort  which  had  made  great 
progress  toward  arrest  of  their  disease  in 
the  better  lung  only  to  suffer  fatal  hemor- 
rhages from  the  more  involved  lung. 

Small  hemorrhages,  often  repeated,  are 
a double  danger  to  the  patient.  In  the  first 
place,  we  cannot  be  sure  when  they  will  be- 
come large  hemorrhages.  Second,  if  the 
lung  is  extensively  or  repeatedly  infiltrated 
with  blood,  diffuse  spreading  of  the  tuber- 
culous process  may  occur.  Therefore,  in 
these  small-bleeder  cases,  pneumothorax 
should  be  used  promptly  when  it  is  desir- 
able to  continue  it  as  a matter  of  treat- 
ment. It  should  be  used  oftentimes,  also, 
in  those  border-line  cases  where  the  involve- 
ment in  the  better  lung  is  definite  but 
relatively  quiescent. 

The  technic  is  the  same  that  you  have 
seen  demonstrated  by  Dr.  Fred  G.  Holmes 
at  the  Clinic  in  Phoenix  two  or  three  years 
ago.  His  compact  arrangement  of  individual 
anesthetic  bottles  and  sterile  packets  of 
needles  and  tubing  connections  for  the 
pneumothorax  instrument,  makes  an  easily 
portable  unit  that  can  be  used  by  one  man 
any  time  and  anywhere.  It  is  especially 
admirable  in  the  large-hemorrhage  cases 
where  quickness  may  be  of  greatest  im- 
portance. 

CONCLUSIONS 

1.  Pulmonary  hemorrhage  is  most  com- 
monly caused  by  tuberculosis. 

2.  For  practical  purposes,  it  may  be  di- 
vided into  two  types:  those  arising  from 
large  and  those  from  small  vessels. 

3.  It  is  impossible  to  foretell  when  small 
hemorrhages  may  become  large. 

4.  Methods  of  treatment  are  physical, 
physiologic,  medical,  mechanical. 

5.  Of  all  forms  of  treatment  artificial 
pneumothorax  is  the  most  effective.  It  is 
applicable  in  unilateral  cases  and  in  selected 
cases  with  bilateral  involvement.  Its  ad- 
visability should  be  considered  in  every 
case. 


SUDDEN  DEATH  FROM  ACUTE  LARYN- 
GEAL OBSTRUCTION  OF  NON- 
DIPHTHERITIC  ORIGIN 


Report  of  Cases  Occurring  During  a Winter 
Epidemic  and  Autopsy  Findings. 


HARRY  LEIGH,  M.  D. 

El  Paso,  Texas 

Read  by  title  before  the  Twelfth  Annual  Meeting 
of  the  Medical  and  Surgical  Association  of  the 
Southwest,  held  at  Tucson,  Ariz.,  Nov.  11  to  13, 
1926. 

While  acute  infections  of  the  larynx  with 
spastic  and  obstructive  manifestations,  are 
common  and  relatively  benign,  a recent  epi- 
demic was  accompanied  by  an  occasional 
sudden  death  from  what  appeared  to  be 
acute  laryngeal  obstruction.  The  cases  to 
be  reported  all  occurred  during  the  cold  sea- 
son of  1925-1926  when  a so-called  epidemic 
of  influenza  was  prevalent. 

Almost  at  the  onset  of  the  epidemic,  the 
unusually  severe  laryngeal  and  tracheal 
symptoms  were  noted.  Hoarseness,  spas- 
modic croup,  asthmatic  bronchitis  and  sub- 
sternal  pain  were  by  far  the  most  trouble- 
some symptoms.  In  consideration  of  the 
few  serious  complications  the  epidemic  was, 
in  the  main,  rather  mild. 

The  character  and  the  clinical  course  of 
the  disease  may  be  best  illustrated  by  the 
legend  of  the  following  cases. 

CASE  NO.  1.  W.  V..  aged  4,  wras  a male  white 
child  of  about  average  size.  Previous  history  was 
negative  except  for  a tendency  to  recurring  at- 
tacks of  asthmatic  bronchitis.  He  was  seen  late  in 
the  morning  of  Dec.  20,  1925,  with  a typical  attack 
of  asthmatic  bronchitis.  Some  slight  pharyngeal 
injection  was  also  noted  along  with  considerable 
substeraal  pain.  There  was  a normal  temperature. 
A harsh  racking  cough  was  rather  annoying  to 
the  patient.  About  four  hours  later  I was  called 
and  told  that  the  child  was  in  imminent  danger 
of  suffocation.  He  appeared  cyanotic,  the  pulse 
was  extremely  rapid  and  the  slow,  labored  breath- 
ing required  the  greatest  of  efforts.  He  could  not 
lie  down  and  the  dyspnea  was  both  expiratory  and 
inspiratory.  A large  dose  of  syrup  of  ipecac  and 
belladonna  was  given.  No  membrane  was  present. 
The  child  was  immediately  seen  by  Dr.  Rawlings 
and  shortly  after  by  Drs.  Schuster  and  Schuster. 
On  the  way  to  the  hospital,  the  child  vomited  with 
some  relaxation  of  the  respiratory  efforts.  Hear- 
ing the  possibility  of  a diphtheritic  infection,  10,000 
units  of  antitoxin  were  given  intravenously  and 
20,000  units  more  intramuscularly.  The  laryngeal 
image  revealed  an  acutely  swollen  epiglottis  and 
some  distortion  of  the  adjacent  structures.  The 
cords  were  not  visible  through  the  ring  of  greatly 
swollen  tissues.  The  child  was  so  prostrated  tnat 
no  efforts  were  necessary  to  restrain  him.  Trache- 
otomy was  thought  of  imminent  necessity.  Grad- 
ually the  child  began  to  relax,  breathing  became 
somewhat  easier  and,  under  a croup  tent,  the 
breathing  returned  to  a normal  effort  in  about 
forty-eight  hours.  Cyanosis  persisted  intermittent- 
ly. The  illness  lasted  three  or  four  days  along 
with  a persistent  harsh  cough.  Dry,  sonorous  and 
sibilant  rales  were  present  continuously,  and  more 
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or  less  transient  dyspnea  was  noted  from  time  to 
time.  Bacteriological  examination  of  the  throat 
showed  almost  pure  cultures  of  pneumococci  and 
no  diphtheria  bacilli.  The  first  case  made  a com- 
plete recovery. 

CASE  NO.  2.  H.  N.,  aged  1%  years,  was  a Jew- 
ish male.  Previous  history  was  negative  until 
about  8 months  of  age  when  the  child  developed 
a very  severe  throat  infection  of  staphylococcic 
origin,  which  terminated  in  a unilateral  deep  cervi- 
cal abscess.  His  health  was  excellent  until  the  on- 
set of  his  fatal  illness.  Late  on  the  evening  of 
Jan.  14,  1926,  his  mother  noted  a cold  and  slight 
fever  that  she  considered  of  so  little  importance 
that  she  consulted  her  physician,  Dr.  J.  A.  Rawl- 
ings, by  phone  only.  The  following  morning  the 
child  was  seen  by  Dr.  Rawlings  who  reported  a 
temperature  of  102,  respiration  62,  some  slight 
pharyngeal  redness,  slight  cough  and  a few  dry 
rales  in  the  chest.  At  11  a.  m.  the  mother  report- 
ed some  difficulty  in  breathing.  In  response  to 
an  urgent  call  about  2:15  p.  m..  the  child  was  again 
seen,  and  for  the  first  time  appeared  critically  ill. 
Cyanosis  was  marked  and  a pronounced  inspira- 
tory dyspnea  was  associated  with  a semiconscious 
state.  Together  with  Dr.  Rawlings,  we  agreed  that 
probably  diphtheria  should  be  considered  as  a basis 
of  a possible  laryngeal  obstruction.  Exertion,  need- 
ed to  restrain  the  child,  resulted  in  a dangerous 
collapse.  A desensitizing  dose  of  antitoxin  was 
first  given.  A few  minutes  later,  just  as  the  serum 
was  about  to  be  injected,  the  child  died,  apparent- 
ly from  the  little  exertion  made  while  restraining 
him.  Intracardiac  adrenalin  was  given  at  once  and 
a tracheal  tube  was  inserted  bv  Dr.  Schuster.  Arti- 
ficial respiratory'  efforts  failed  to  elicit  the  slight- 
est response. 

Autopsy  findings  were  of  special  interest  from 
two  angles:  namely,  a local  laryngeal  and  the 

constitutional  pathology.  Both  lungs  were  prac- 
tically7 normal  except  that  the  left  was  slightly 
collapsed.  The  heart  seemed  somewhat  larger  than 
might  be  expected  but  contained  no  gross  lesions. 
The  trachea  was  somewhat  reddened  and  greatly 
swollen.  The  epiglottis  and  the  tissues  below  it  on 
the  posterior  side  of  the  larvnx  were  so  swollen 
that  the  opening  in  the  epiglottis  was  completely' 
closed.  On  section,  the  vocal  cords  were  so  swol- 
len as  practically  to  lose  their  identity.  Much  of 
the  swollen  flabby  tissue  above  the  cords  also 
seriously  encroached  on  the  lumen  of  the  larynx. 
The  question  arose  whether  the  tissue  above  the 
cords  closed  before  the  epiglottis. 

Of  similar  interest  was  the  physique  of  the 
child.  The  skin  was  fine  and  his  body7  was  excep- 
tionally well  developed,  which  is  found  so  often  in 
the  status  lymphaticus  cases.  The  thymus  cov- 
ered the  whole  upper  anterior  part  of  the  thoracic 
viscera  and  extended  well  down  on  the  heart.  The 
measurements  were  12  by7  7.5  by  1.5  cm.,  and 
weight  was  37  grams,  which  greatly  exceeds  the 
normal.  The  lymphoid  tissue  at  the  base  of  the 
tongue  was  well  developed  as  well  as  the  glands  in 
the  abdomen.  The  pathological  diagnosis  grossly 
was:  Obstructed  larynx,  hypertrophy  of  the  thymus 
and  hypertrophy  of  the  abdominal  glands. 

CASE  NO.  3.  V.  R.,  aged  5 years.  yvh:te  female. 
Previous  history  was  of  little  importance  prior  to 
the  last  illness.  She  was  first  seen  by  me  on  the 
night  of  Jan.  21.  1926,  about  10:30.  The  mother 
stated  that  the  child  had  been  somewhat  ill  with 
the  “flu”  for  2V2  days.  While  there  had  been  little 
fever,  the  child  had  complained  bitterly  of  a pain 
under  the  sternum  and  a harsh  cough  which  had 
become  croupy  at  night.  During  the  preceding 
three  days  she  had  played  as  usual  but  began  com- 
plaining as  the  nights  came  on.  On  the  last  day, 


Dr.  Geer  had  seen  the  child  at  5 p.  m..  and  report- 
ed the  child  up  and  about  with  no  temperature, 
negative  chest  findings  and  a slightly  reddened 
throat.  When  seen  by  me  at  10:30,  the  child  was 
yvas  taken  to  the  City-County  Hospital  and  antitoxin 
cyanotic"  and  acutely  ill.  Some  coarse  rales  could 
be  heard  over  the  chest.  A temperature  of  102. 
respiration  28  and  a pulse  of  150  were  found.  Im- 
minent danger  of  suffocation  was  apparent.  A 
hypodermic  of  1/24  gr.  of  morphine  sulphate  and 
1/300  gr.  of  atropine  sulphate  was  given  and  very 
shortly  some  relief  was  experienced.  The  child 
was  taken  to  theCity-County  Hospital  and  antitoxin 
given  although  the  true  nature  of  the  condition 
was  suspected.  A croup  tent  was  started  and  a 
repetition  of  the  hypodermic  ordered  if  needed  for 
the  relief  of  the  dyspnea.  About  four  hours  atter 
the  initial  hypodermic,  a return  of  the  symptoms 
necessitated  more  morphine.  An  attack  of  dyspnea 
suddenly  developed  and.  during  the  struggle  for 
breath,  the  child  fell  off  the  bed  and  died  im- 
mediately. 

Autopsy  findings:  the  opened  thorax  showed  a 

thymus  slightly  larger  than  normal,  which  weighed 
18  grams  and  measured  8 by  4.5  by  1 cm.  The 
heart  showed  some  signs  of  beginning  coronary 
sclerosis  on  the  right  side.  The  lungs  were  air 
containing  and  had  no  solid  areas  but  some  ex- 
cess of  moisture  about  the  hiluses  and  enlarge- 
ment of  the  glands  adjacent.  The  larynx  was  small 
and  some  swelling  was  present.  Considerable  in- 
jection w^s  present  all  the  wav  down  the  trachea. 
The  most  obstruction  was  low  down  in  the  trachea 
and  primary  bronchi.  The  futility  of  tracheotomy 
in  this  type  of  case  is  apparent. 

CASE  NO.  4.  Courtesy  of  Dr.  E.  J.  Cummins 

In  Dr.  Cummins’  communication  he  states:  “The 
baby  would  have  been  2 years  old  on  April  27 
1926.  I was  called  on  Sunday  morning.  March  27. 
1926,  and  was  told  that  the  baby  was  dying.  Upon 
arrival  at  the  house,  I found  the  babv  unconscious 
and  respiration  very  labored.  The  child  appeared 
to  be  suffering  with  some  obstruction  in  the  larynx. 
The  mother  stated  that  the  child  had  been  sick 
about  two  days  with  what  she  considered  to  be  a 
cold  or  croup.  Examination  revealed  no  membrane 
in  the  throat  although  the  tonsils  were  enlarged 
and  reddened.  20.000  units  of  antitoxin  were  ad- 
ministered intramuscularly.  The  child  was  then 
brought  to  the  office  and  a tracheotomv  was  done 
hv  Dr.  Vandevere.  Respiration  was  better  after 
the  tracheotomy.  The  same  evening.  10  000  units 
of  antitoxin  were  again  given.  The  child  was 

resting  better  and  was  more  rational.  Its  tempera- 
ture ranged  from  101  to  103  and  the  pulse  was 

very  rapid. 

“Monday,  the  child  got  along  very  well.  Tues- 
day, about  3 a.  m.,  the  child’s  breathing  became 
very  labored  and  Dr.  Vandevere  brought  it  to  the 
office  and  tried  to  remove  some  membrane  with 
the  suction  apparatus.  All  day  Tuesday  and  Tues- 
day night,  the  child  had  slight  spasms  and  nad 

great  difficulty  in  getting  air.  He  was  practically 

comatose  all  the  time.  Wednesday,  the  child 
seemed  to  be  somewhat  better.  However,  20,009 
units  more  of  antitoxin  were  given  intravenously. 
Wednesday  night  the  child  seemed  to  take  a turn 
for  the  worse.  The  bronchoscope  was  used  in  an 
attempt  to  remove  the  membrane  from  the  trachea. 
Thursday  morning  the  child  again  seemed  to  be 
somewhat  better  but  towards  noon  he  commenced 
to  fail.  Breathing  was  very  labored;  the  pulse  be- 
came weak  and  the  child  finally  died  at  8 p.  m 
Smears  and  cultures  from  the  throat  and  from  the 
trachea  were  taken  and  failed  to  reveal  diphtheria 
bacilli  but  showed  streptococci.” 

Autopsy  report:  The  body  is  that  of  a well 
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nourished  white  child.  There  were  no  external 
marks  of  violence  found.  There  was  a recent 
wound  in  the  trachea  where  a tube  had  been  in- 
serted. 

Organs  of  the  chest  only  were  examined.  There 
was  no  excess  of  fluid  and  no  adhesions.  There 
was  consolidation  in  the  posterior  portion  of  both 
lower  lobes,  most  marked1  in  the  right,  and  the 
lungs  were  quite  wet.  There  was  a recent  organ- 
ized thrombus  in  the  right  heart  and  to  a lesser 
extent  in  the  left  side.  Otherwise,  there  were  no 
changes  in  the  heart. 

The  epiglottis  was  small  and  was  not  swollen. 
The  larynx  was  small  and  the  tissue  about  the 
vocal  cords  was  greatly  swollen  and  the  opening 
was  very  small.  On  opening  the  trachea,  there 
were  several  plugs  of  brownish  mucus  or  exudate 
but  no  definite  membrane.  Stained  smears  from 
this  material  showed  a large  number  of  strepto- 
cocci and  some  pneumococci  but  there  were  no 
diphtheria,  bacilli  present.  Diagnosis:  Strepto- 

coccic laryngitis  and  tracheitis,  lobar  pneumonia 
and  cardiac  thrombosis. 

This  case  eventualy  became  a panrespira- 
tory  infection.  The  death  probably  fol- 
lowed the  grave  sequelae  in  the  heart  and 
lungs.  Doubtlessly  the  child  would  have 
succumbed  to  either  the  tracheal,  lung  or 
cardiac  pathology. 

ETIOLOGY 

The  causative  agents  in  the  cases  cited 
are,  doubtless,  bacterial  in  origin.  The 
nature  of  the  epidemic  probablv  has  a bear- 
ing on  the  predominating  type  of  organisms 
and  the  symbiotic  occurrence  of  bacteria. 
Streptococci,  pneumococci  and  staphylococci 
have  been  found  by  us  in  several  throats 
where  this  particular  type  of  svmptomatol- 
ogy  has  occurred.  The  cases  with  pneumo- 
cocci seem  to  be  the  most  severe.  Several 
autopsies  made  on  pneumonia  cases  at  this 
season  showed  lungs  which  were  extremely 
moist  and  grossly  fulfilled  the  requirements 
of  typical  influenza.  For  this  reason.  I be- 
lieve we  may  assume  that  a real  influenza 
was  present  in  most  of  the  cases  studied. 

Secondary  factors  as  neglect,  careless  ex- 
posure to  cold  air  or  placing  the  children  in 
cold  rooms  when  suffering  from  extremely 
severe  upper  respiratory  infections,  doubt- 
less exaggerate  the  symptoms.  Vocal  abuse, 
too  hot  inhalations  or  over-zealous  treat- 
ment of  the  pharynx  and  larynx  could  con- 
cievably  aggravate  an  acute  attack  of  laryn- 
gitis. All  the  children  with  these  symp- 
toms were  in  excellent  physical  condition. 

A constitution  of  the  exudative  type, 
large  tonsils  both  pharvngeal  and  lingual 
where  the  pharyngeal  fossa  is  small,  and 
chronic  upper  respiratory  infections  doubt- 
less predispose  to  serious  laryngeal  inflam- 
mations. 1 * 

PATHOLOGY 

Grossly,  the  lesions  presented  were  those 
of  a severe  laryngeal  inflammation  involv- 
ing the  superficial  layers  of  the  mucous 


membrane  as  well  as  the  submucous  tissue. 
In  case  No.  2,  a perichondritis  was  present. 
Edema  of  the  soft  tissues  about  the  larynx 
added  considerable  distortion  to  the  soft 
parts.  The  process  usually  extended  into 
the  trachea  and  even  into  the  primary  bron- 
chi, as  in  Case  No.  3.  Considerable  white 
material  was  usually  found  in  the  trachea 
that  may  have  been  confused  with  a mem- 
brane, but  this  was  composed  of  desqua- 
mated cells,  mucus  and  serum.  On  sec- 
tion, round  cells,  leukocytes,  fibrin  and 
serum  were  found  throughout  the  acutely 
swollen  tissues.  No  doubt,  had  the  child 
lived  long  enough  in  at  least  one  of  the 
cases  (No.  2)  he  would  have  developed  an 
abscess  about  the  larynx.  The  process  was 
too  young  to  show  ulceration.  Case  No.  3 
showed  the  least  infection  about  the  larynx 
but  a maximum  in  the  bronchi  and  their 
first  subdivisions.  Symptoms  in  this  case 
must  have  been  largely  reflex. 

SYMPTOMS 

The  onset  usually  follows  a respiratory 
infection  which  at  first  may  seem  insignifi- 
cant. Some  redness  of  the  throat  is  found. 
The  patient  suddenly  becomes  acutely  ill. 
Breathing  is  labored,  the  expression  anx- 
ious, the  color  cyanotic  and  the  pulse  rapid. 
The  violent  breathing  efforts  may  be  ac- 
companied bv  a loud  snap  at  the  end  of  a 
diaphragmatic  excursion.  Substernal  pain 
is  severe  and  the  harsh  croupy  cough  is  ex- 
hausting. Suffocation  seems  imminent. 
Oral  examination  reveals  little.  The  throat 
is  red  and  the  laryngeal  image  may  show 
some  edema  about  the  laryngeal  orifice. 
Usuallv  the  oral  examination  is  associated 
with  great  distress.  The  chest  may  contain 
a few  dry  rales. 

The  principal  diagnostic  difficulty  is  to 
differentiate  this  condition  from  bronchial 
asthma,  laryngeal  diphtheria  and  acute 
edema  of  the  larynx.  It  is  well  to  bear  in 
mind  the  characteristics  of  any  current  epi- 
demic. All  the  conditions  may  have  both 
expiratory  and  inspiratory  dyspnea.  All 
are  cyanotic  and  may  be  toxic  late.  All 
may  require  the  same  emergency  care. 
Belladonna,  ipecac,  morrhine  and  adrenalin 
mav  favorably  affect  all  the  conditions  ex- 
cept diphtheria,  which  continues  to  grow 
worse. 

The  differential  diagnosis  is  very  unsat- 
isfactory. Repeated  attacks  of  asthma  may 
be  of  considerable  value  in  differential  diag- 
nosis. A primary  attack  in  very  young 
children  is  frequently  so  violent  that  an  ac- 
curate diagnosis  is  never  established  until 
subsequent  asthmatic  seizures  have  been 
witnessed.  Many  of  these  fail  to  respond 
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to  usual  antispasmodic  remedies.  Acute 
edema  of  the  larynx  often  assumes  the  vio- 
lent course  of  the  disease  described.  Ad- 
renalin usually  gives  immediate  relief.  The 
presence  of  wheals  or  a known  idiosyn- 
crasy, often  can  furnish  valuable  informa- 
tion of  positive  diagnostic  value.  In  laryn- 
geal diphtheria,  a diagnosis  is  often  never 
made,  owing  to  the  difficulty  of  securing 
a good  culture.  The  absence  of  a mem- 
brane does  not  exclude  diphtheria  and 
should  not  be  given  too  much  weight  in  an 
emergency.  The  croup  which  grows  worse 
during  the  day  causes  suspicion  of  diph- 
theria. A careful  nasal  and  pharyngeal  ex- 
amination of  immediate  members  of  the 
family  often  helps  in  substantiating  a sus- 
picion of  diphtheria.  In  all  obstructions 

to  the  larynx,  the  laryngeal  diphtheria 
should  always  receive  first  consideration. 

The  urgent  nature  of  these  four  condi- 
tions which  have  so  much  in  common,  pre- 
sents diagnostic  emergencies  without  paral- 
lel in  all  pediatrics.  A spasmodic  croup 

may  simulate  one  of  these  cases  or  may 
actually  usher  in  the  attack.  A true  spas- 
modic croup  is  usually  associated  with  a 
more  extensive  pharvngeal  redness,  little 
or  no  true  laryngeal  swelling  or  distor- 
tion. The  throat  is  dry,  as  a rule,  and  the 
attacks  develop  as  the  temperature  of  the. 
mght  falls.  These  cases  usually  respond 
quickly  to  steaming,  ipecac  and  warm 
drinks.  There  is  usually  a history  of  many 
such  attacks.  Abscess  of  the  larynx  and 
other  acute  conditions  are  usually  accom- 
panied by  diseases  that  make  the  diagnosis 
more  apparent.  Foreign  bodies  could  at 
times  be  confused  with  laryngeal  inflamma- 
tions, particularly  where  such  substances 
as  beans,  peanuts  and  similar  objects  may 
have  lodged  just  below  the  cords.  Owing 
to  the  difficulty  in  securing  a good  laryn- 
geal examination  in  many  children,  a pro- 
cedure purely  symptomatic  in  type  must 
be  started  to  relieve  the  patient. 

A study  of  these  cases  should  guard 
against  a too  favorable  prognosis  in  our  up- 
per respiratory  infections  and  particularly 
those  involving  the  larynx.  Doubtless  many 
cases  treated  for  laryngeal  diphtheria,  with 
fatal  sequela,  had  lesions  of  the  sort  just 
described.  Personally,  I feel  that  I have 
frequently  made  this  error.  As  a matter 
of  precaution  it  is  well  to  regard  all  cases 
with  tracheitis,  laryngitis  and  laryngeal 
spasms  as  dangerous  until  proven  other- 
wise. This  should  also  guard  against  con- 
sidering our  provisional  diagnosis  as  infal- 
lible. 

TREATMENT 

Prophylactic  treatment,  per  se,  is  a doubt- 


ful thing.  Anything  which  may  improve 
the  child’s  general  condition  should  be  tried. 
Children  susceptible  to  colds  and  bronchitis 
should  be  protected  from  needless  exposure 
to  infections  of  the  respiratory  tract.  Asth- 
matic children  seem  to  be  especially  prone 
to  attacks  of  this  sort.  In  general,  the  exu- 
dative diatheses  should  be  carefully  watched 
once  an  infection  of  the  throat  has  devel- 
oped. Needless  exposure  to  cold  winds,  un- 
comfortable sleeping  quarters,  dust  and  ir- 
ritating smelter  fumes,  may  directly  influ- 
ence the  course  of  the  laryngeal  inflamma- 
tions. In  general,  the  children  of  types 
most  susceptible  to  respiratory  disorders 
should  have  everything  done  to  build  up  re- 
sistance. This  may  include  the  removal  of 
obstructive  tissues  of  the  nose  and  throat, 
sun  baths,  cod  liver  oil  or  even  the  limited 
use  of  mixed  vaccines  in  selected  cases. 
The  general  use  of  toxin-antitoxin  in  young 
children  will  be  of  great  value  in  eliminat- 
ing diphtheria  and  the  diphtheritic  croup. 
As  a prophylactic  against  one  disease,  it 
incidentally  aids  us  in  promptly  attacking 
the  inflammatory  obstruction. 

Medical  treatment  is  varied  and  purely 
symptomatic.  Antisnasmodics,  narcotics, 
adrenalin,  emetics  and  inhalations  all  seem 
to  have  value  at  times. 

Diphtheria  antitoxin  is  usually  advisable 
because  an  absolute  diagnosis  can  rarely  be 
made.  Doubtless,  the  foreign  protein  has 
some  beneficial  action  in  the  non-diph- 
theritic  cases.  If  one  is  certain  of  the  diag- 
nosis. omit  the  antitoxin. 

Intubation,  from  the  findings  of  the 
autoosied  cases,  would  cause  laryngeal  ne- 
crosis. Tracheotomy  is  purely  a life-saving 
measure  and  should  be  considered  as  such. 
Tracheotomy  is  undoubtedly  the  only  oper- 
ative procedure  of  value.  Scarification  of 
the  swollen  tissues  in  the  presence  of  a 
virulent  infection  is  essentially  unsurgical. 

The  consultation  of  the  expert  laryngolo- 
gist is  to  be  sought  early  in  all  doubtful 
cases. 
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THORACOPLASTY  FOR  THE  RELIEF 
OF  TUBERCULOSIS 

A Review  of  the  Records  of  Twelve  Cases  at  St. 
Joseph’s  Hospital. 

E.  W.  PHILLIPS,  M.  D. 

Phoenix,  Arizona 

Read  in  a Symposium  on  Chest  Surgery,  at  the 
monthly  staff  meeting  of  St.  Joseph's  Hospital, 
Phoenix,  Ariz.,  March  14,  1926. 

During  the  two  years  following  Novem- 
ber 1,  1924,  twelve  patients  were  operated 
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on  at  St.  Joseph’s  for  the  relief  of  tubercu- 
losis by  the  surgical  collapse  of  the  worse 
lung.  The  end  results  are  known  or  can 
now  be  predicted.  While  no  general  con- 
clusions can  be  drawn  from  the  analysis  of 
so  few  cases,  it  is  worth  while  to  examine 
the  records  as  a group,  in  order  that  the 
staff  may  share  in  the  knowledge  and  ex- 
perience of  this  difficult  operation,  which 
was  gained  by  those  members  who  had  im- 
mediate contact  with  the  cases  studied. 

Considering  first  the  clinical  material 
subjected  to  operation,  wre  find  that  it  was 
uniformly  poor.  Eleven  of  the  twelve 
patients  had  far  advanced  disease,  and  are 
to  be  classified  as  3 C ; the  other,  classed 
3 B.  had  been  exsanguinated  by  many  hem- 
orrhages, and  his  coagulation  time  could 
not  be  kept  below  12  minutes.  As  to  nu- 
trition, half  were  well  under  weight;  four 
more  were  fairly  well  nourished,  and  the 
records  omit  this  information  in  two  cases. 
The  general  condition  was  not  good  in  any 
case.  The  lung  on  the  operated  side  was, 
in  all  cases,  badly  damaged,  and  in  at  least 
four  cases  it  was  destroyed.  One  patient 
had  a nvooneumothorax  outside  a badly 
damaged  lung,  one  had  an  infected  spon- 
taneous pneumothorax  (partial)  and  two 
others  had  partial  pneumothorax  which  had 
failed  to  collapse  their  cavities.  The  con- 
dition of  the  opposite  lung  was  not  record- 
ed in  one  case.  In  all  the  rest  there  was 
evidence  of  more  or  less  tuberculosis  in  the 
better  lung;  in  six  instances  this  was 
healed,  while  five  others  had  more  or  less 
activitv.  Cavitv  in  the  better  lung  is  re- 
corded three  times,  pneumoconiosis  once. 

In  age.  these  patients  ranged  from  22  to 
54.  Seven  were  in  their  thirties,  four  in 
their  twenties.  All  had  long  histories  of  in- 
validism from  tuberculosis. 

The  indication  for  operation  is  annarent 
in  this  outlinp  of  the  personnel.  Snecifi- 
callv.  hemorrhage  which  could  not  be 
checked  bv  other  means  was  the  deciding 
factor  in  two  cases,  and  pvooneumothorax 
in  another.  The  rest  were  subjected  to  op- 
eration in  the  attempt  to  halt  extensive  dis- 
ease which  was  progressive  in  spite  of  pro- 
longed conservative  treatment. 

Some  of  the  records  are  not  clear  as  to 
the  nature  and  extent  of  such  earlier  treat- 
ment. Probablv  every  patient  had  the  bene- 
fit of  careful  roentgenologic  study,  but  no 
reference  to  such  study  is  found  in  two 
cases.  In  eight  instances  an  attempt  at 
artificial  pneumothorax  had  been  made;  in 
one  case  it  was  not  tried ; in  three,  no  refer- 
ence is  made  to  such  an  attempt. 


Ethylene  was  the  anesthetic  of  choice, 
having  been  used  in  nine  cases.  One  patient 
was  operated  under  nitrous  oxide-oxygen 
preceded  by  nerve  blocking,  and  two  opera- 
tions were  performed  under  local  anesthe- 
sia. 

In  eight  cases  the  two-stage  operation 
was  done,  the  upper  five  ribs  being  usually 
the  first  resected;  the  sixth  to  the  eleventh 
(inclusive)  were  let  down  from  one  to  two 
weeks  later.  In  the  four  one-stage  opera- 
tions, the  number  of  ribs  resected  varied 
from  three  to  ten. 

The  mortality  was  high.  Of  the  patients 
operated  in  one  stage,  two  died  next  day. 
One  of  these  was  septic  and  in  bad  condi- 
tion before  operation,  which  was  undertak- 
en only  at  her  urgent  request.  The  other, 
who  had  ten  ribs  resected,  went  into  shock 
at  the  end  of  the  operation;  mediastinal 
flutter  seems  to  have  occurred  in  this  case. 
A third,  who  died  on  the  fifth  day  after 
the  resection  of  three  lower  ribs  for  the 
closure  of  a low-placed  cavitv,  seems  to 
have  suffered  from  blocked  drainage  and 
sepsis.  The  fourth  patient  to  be  onerated 
at  one  stage  was  the  exsanguinated  hem- 
orrhage case.  He  was  given  the  antero- 
lateral operation.  with  removal  of  large  sec- 
tions of  the  third  to  seventh  ribs  inclusive 
on  thp  right  side,  with  the  definite  obiect 
of  collapsing  a cavity  near  the  hilum. 
Everything  considered,  he  was  probablv  in 
hptter  condition  than  anv  other  patient  in 
this  spries.  CWtainlv  he  made  the  best  re- 
eoverv.  and  after  two  and  one-half  years 
he  is  in  robust  health. 

Of  the  eight  who  were  onerated  in  two 
sittings,  two  died  short.lv  after  the  second 
operation.  One  tolerated  the  resection  of 
the  nnnev  ribs  well  enough,  but  the  second 
incision  ran  into  an  area  of  infected  chest 
wall  with  two  necrotic  ribs.  He  died  twelve 
davs  later,  of  sensis.  The  other,  an  elderlv 
man  in  poor  general  condition,  developed 
bronchial  f’stula  through  the  lower  wound. 
A third  who  was  done  in  two  stages  died 
some  three  months  after  leaving  the  hos- 
pital. He  had  nracticallv  complete  destruc- 
tion of  the  right  lung,  with  beginning  in- 
volvement of  the  left.  The  indication  in 
his  case  was  hemorrhage.  After  the  opera- 
tion he  had  great  difficulty  in  clearing  the 
shell  of  his  nartiallv  collapsed  right  lung, 
and.  before  his  death  from  sensis.  the  in- 
volvement of  the  opposite  side  had  pro- 
gressed considerably. 

The  results  in  the  remaining  five  cases 
are  more  encouraging.  One  works  full 
time;  one  is  ready  to  work;  two  more  are 
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ambulant,  much  better  than  before  opera- 
tion, and  steadily  gaining.  One  other  be- 
came abundant,  but,  because  of  complica- 
tions incident  to  her  long  illness,  her  con- 
dition is  less  favorable  than  that  of  the 
other  living  patients. 

In  reviewing  so  small  a series  of  cases, 
only  brief  comment  and  tentative  conclu- 
sions are  permissible.  With  this  reserva- 
tion in  mind,  we  note  that  ethylene  or  gas- 
oxygen  anesthesia  seems  to  be  preferable 
to  local  anesthesia,  and  that  for  most  pa- 
tients the  two-stage  operation  is  the  better. 
It  is  obvious  that  the  chances  of  the  pa- 
tient are  influenced  largely  by  his  general 
condition,  as  well  as  by  the  functional  capac- 
ity of  the  better  lung. 

If  we  are  to  profit  by  a study  of  the  case 
records,  it  will  be  necessary  for  those  in 
charge  of  thoracoplasty  cases  to  set  down 
somewhat  more  fully  the  essential  items  of 
the  x-ray  findings  and  of  the  antecedent 
treatment,  and  especially  whether  artificial 
pneumothorax  has  been  tried.  It  is  my 
conviction  that  this  simpler  procedure 
should  be  given  a cautious  trial  in  every 
case  before  deciding  to  cut  the  ribs,  even 
though  the  lung  detail  may  be  entirely  ob- 
scured to  the  x-ray  by  pleural  thickening, 
and  in  spite  of  any  history  of  pleurisy,  wet 
or  dry.  This  is  a fair  criticism,  for  I my- 
self was  responsible  for  the  omission  of 
such  an  attempt  in  one  case  of  this  series. 

Finally,  it  is  evident  even  from  these  few 
cases  that  the  operation  has  a definite  field 
of  usefulness,  and  that  it  can  be  done  very 
well  by  our  Phoenix  surgeons.  If  we  sub- 
mit to  them  only  patients  in  the  last  stages 
of  consumption,  we  are  not  privileged  to 
complain  of  their  high  mortality  rate. 
Phoenix  is,  in  a sense,  a court  of  appeal  to 
many  consumptives  who  have  been  defeat- 
ed in  their  attempts  to  recover  elsewhere. 
A certain  and,  indeed,  a considerable  num- 
ber of  such  patients  can  be  relieved  by 
surgical  collapse  and  by  no  other  means. 
We  owe  it  to  them  and  to  ourselves  to  offer 
them  surgical  help  while  they  are  still  able 
to  be  benefited  by  it. 

Adequate  post-operative  care  is  second  in 
importance  only  to  the  operation  itself. 
Thoracoplasty,  in  itself,  removes  no  dis- 
eased tissue,  repairs  no  damage.  It  only 
puts  the  lung  at  relative  rest,  partially  col- 
. lapsed  and  in  a favorable  position  to  heal. 
Conservative  treatment  after  operation  un- 
der the  most  favorable  conditions  is  re- 
quired for  a considerable  length  of  time, 
longer,  in  fact,  than  after  a successful  col- 
lapse by  artificial  pneumothorax.  Postural 
rest  is  useful  in  increasing  the  degree  of 


rib  subsidence  and  the  results  are  apparent- 
ly better  if  only  a moderate  portion  of  each 
rib  has  been  resected.  The  hinge  action 
which  ensues  sufficiently  decreases  the  vol- 
ume of  that  side  of  the  chest,  while  it  still 
leaves  a rigid  chest  wall.  When  a large 
portion  of  half,  or  more,  of  the  ribs  has 
been  removed,  there  is  immediate  difficulty 
from  the  flaccidity  of  the  wall,  which  not 
only  exposes  the  patient  to  the  dangers  of 
mediastinal  flutter  and  of  bad  drainage  be- 
cause he  cannot  clear  the  chest  by  cough- 
ing, but  it  permanently  impairs  his  breath- 
ing capacity  by  sinking  in  with  each  in- 
spiration. 

DISCUSSION 

Dr.  Willard  Smith: — The  term  “thoracoplasty” 
includes  all  plastic  operations  on  the  thorax.  The 
phase  of  thoracoplasty  with  which  we  are  now 
concerned  is  its  adaptation  to  the  treatment  of 
pulmonary  tuberculosis.  This  treatment  has  not 
yet  been  applied  to  a sufficient  number  of  cases 
to  enable  it  to  become  definitely  standardized, 
though  certain  principles  are  being  learneu  by 
experience. 

It  is  our  present  belief  that  thoracoplasty  may 
properly  be  applied  in  the  treatment  of  tuberculo- 
sis only  when  other  methods  have,  by  trial,  dem- 
onstrated their  inability  to  bring  about  arrest,  and 
then  only  in  a limited  and  carefully  selected  class 
of  cases.  These  are  far  advanced  cases,  usually 
with  cavitation,  and  essentially  unilateral  in  the 
sense  of  having  so  little  activity  in  the  other  tung 
as  to  make  probable  the  recession  of  that  activity 
when  the  hopeless  lung  has  been  rendered  incap- 
able of  flooding  the  patient  with  toxin.  It  is  sel- 
dom to  be  used  where  artificial  pneumothorax  is 
possible.  Exceptions  to  this  rule  occur  when, 
because  of  pleural  adhesions,  cavity  hemorrhage 
cannot  otherwise  be  stopped,  or  when  dense  bands 
of  adhesions  or  persistent  pleural  effusion  renders 
the  continuation  of  a pleural  space  inadvisable. 

While  thoracoplasty  is,  at  present,  a last  resort 
procedure,  the  greatest  mistake  in  its  application 
so  far  has  been  in  extending  it  to  cases  so  toxic 
and  so  depleted  in  vitality  as  to  render  the  oper- 
ative procedure  unduly  hazardous  because  of  shock 
and  exhaustion.  Roughly  speaking,  it  has  resulted, 
in  its  application  to  otherwise  hopeless  cases  in 
the  hands  of  many  surgeons,  in  establishing  a re- 
covery rate  of  about  35  per  cent.  Another  35 
per  cent  have  had  more  or  less  slowing  up  in  the 
pathological  processes,  while  about  30  per  cent 
have  died  from  the  operation  or  conditions  which 
can  justly  be  claimed  as  surgical  deaths.  The 
salvage  of  35  per  cent  in  a class  of  eases  which 
are  otherwise  without  hope,  is  what  makes  the 
operation  worth  while. 

It  is  not  an  attractive  field  for  the  surgeon  be- 
cause such  patients  present  a terrifically  high  risk 
and  are  productive  of  extremely  low  income  to  the 
surgeon.  They  have  usually  spent  about  all  their 
money  chasing  the  cure.  Those  who  still  have 
money,  most  commonly  can  be  cared  for  comfort- 
ably by  doctors  and  nurses  who  are  willing  to  di- 
vide that  money  with  them.  The  doctor  who  has 
much  to  do  with  tuberculous  patients  becomes  im- 
bued with  a sort  of  everlasting  hope  that  his  pa- 
tient will  be  one  of  those  who  eventually  reach  an 
arrest  and  the  habit  of  waiting  and  hoping  lulls 
him  into  a continuation  of  the  measures  of  lesser 
risk.  The  patient,  poisoned  by  tubercle  toxin, 
easily  lends  himself  to  that  plan  because  of  the 
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specific  psychological  characteristic  of  the  action 
of  tubercle  toxin,  viz.:  eternal  hopefulness  without 
reasonable  cause.  The  changes  which  occur  in 
tuberculosis  are  gradual,  and,  hence,  decision  to 
do  a radical  thing  is  easily  postponed  until,  when 
both  the  patient  and  doctor  awaken,  it  is  some- 
times too  late  to)  give  the  patient  a reasonable 
chance,  even  by  thoracoplasty.  As  more  salvaged 
patients  become  observable,  doctors  will  probaoly 
give  this  method  more  consideration. 

Thoracoplasty  does  not  cure  tuberculosis.  It 
merely  converts  an  impossible  into  a possible  sit- 
uation. With  one  lung  practically  completely  de- 
stroyed, the  patient  is  chained  to  a corpse  and 
must  inevitably  succumb.  If  that  lung  can  be 
put  at  complete  rest  and  become  mummified,  what 
is  left  of  the  patient  has  a fighting  chance — some- 
times. 

We  need  an  improvement  in  the  selection  of  our 
cases,  in  two  ways.  The  first  is  to  be  able  >to 
exercise  sufficient  foresight  to  apply  this  method 
in  cases  which  will  reasonably  be  benefited  by  it. 
before  they  have  slid  too  far  down  the  scale; 
and  second,  we  need  the  courage  to  say  no  when 
asked  to  operate  upon  those  cases  which  would 
have  been  benefited  some  months  previously  but 
have  now  become  hopelessly  saturated  with  the 
products  of  tuberculosis.  This  presupposes  an 
amount  of  insight  and  reason  which  is,  as  yet, 
just  a little  beyond  human  possibility.  As  the 
matter  now  stands,  we  have  to  use  the  best  judg- 
ment we  can,  try  to  exercise  common  sense,  and 
await  the  lessons  learned  by  experience. 


ANESTHESIA  IN  CHEST  SURGERY 

S.  I.  BLOOMHARDT,  M.  D. 

Phoenix,  Arizona 

Read  in  a Symposium  on  Chest  Surgery  at  the 
Monthly  Staff  Meeting  of  St.  Joseph’s  Hospital, 
Phoenix,  Ariz.,  March  14,  1927. 

Patients  who  have  thoracic  surgery  al- 
most invariably  become  shocked  and  suffer 
from  lowered  blood  pressure ; chloroform, 
therefore,  should  not  be  considered.  Other 
things  being  equal,  the  agent  selected 
should  sustain  the  blood  pressure  at  the 
highest  possible  level  consistent  with  good 
surgical  anesthesia  during  the  operation 
and  with  a minimum  of  reaction  after  oper- 
ation. Marshall  has  found  that,  while  the 
blood  pressure  was  sustained  equally  as  well 
under  ether  vapor  as  with  gas,  there  devel- 
oped a few  hours  later  a lowered  blood 
pressure  that  did  not  obtain  when  gas  was 
administered.  Cannon  states  that  it  was 
found  that  ether  caused,  in  a shocked  ani- 
mal, a fall  of  blood  pressure  which  might 
be  as  great  as  30  or  40  mm.  of  mercury, 
even  though  only  a sufficient  degree  of  an- 
esthesia was  induced  to  barely  abolish  sim- 
ple reflexes.  He  holds  that,  if  the  same  de 
gree  of  anesthesia  be  maintained  with  ni- 
trous oxide  and  oxygen,  the  reflexes  could 
be  abolished  with  no  fall  of  blood  pressure 
whatever.  Ether,  therefore  should  not  be 
an  agent  of  choice  in  thoracic  surgery.  A 
great  amount  of  stress  is  put  in  recent 


work,  and,  I think,  rightly,  upon  prelim- 
inary medication — by  some  it  is  considered 
of  equal  importance  with  the  inhalation 
agent.  The  brain  is  better  protected,  the 
reflex  inhibition  of  the  heart  is  less  likely. 
During  the  operation  the  pulse,  respiration 
and  blood  pressure  are  more  nearly  normal. 
During  the  past  war,  morbidity  and  mortal- 
ity were  unquestionably  reduced  for  thor- 
acic patients  by  the  following  method:  Each 
patient  received  morphine  from  2 Vs  gr. 
hypodermics  to  3%  gr.  hypodermics,  and 
nitrous  oxide  and  oxygen  (given  to  un- 
consciousness only)  under  positive  pres- 
sure, thus  completing  the  analgesia  and  an- 
esthesia. I think  any  of  you  who  worked 
both  with  the  French  and  Americans  will 
bear  witness  to  this.  The  French  then  sel- 
dom used  gas  anesthesia,  or  used  it  badly. 
The  American  hospitals  had  some  good  ma- 
chines and  some  competent  administrators 
of  gas.  We  did  much  better  work  using  the 
above  technic. 

The  endotracheal  and  endopharyngeal 
methods  are  used  successfully  in  lung  sur- 
gery as  far  as  the  immediate  operation  is 
concerned.  Each  method  requires  an  initi- 
atory anesthesia  so  deep  as  to  abolish  all 
reflexes  before  the  insertion  of  the  tubes. 
This  initiatory  anesthetic  favors  lowered 
blood  pressure  and  lowered  temperature. 
The  endotracheal  method  is  an  operation  in 
itself,  requiring  additional  time,  and  acci- 
dents occasionally  occur.  For  these  reasons 
these  methods  might  be  discarded  for  a 
safer  and  simpler  one. 

The  positive-pressure  face-mask  method, 
the  method  which  I am  led  to  believe  is 
rather  universally  used  and  selected  by  pro- 
cess of  elimination,  calls  for  the  use  of  an 
air-tight  face  mask  and  apparatus  capable 
of  maintaining  a pressure  of  approximately 
from  5 to  12  mm.  of  mercury.  With  this 
we  use  a constant  supply  of  gases,  provide 
for  a constant  escape  of  some  of  the  gas 
and  a slight  amount  of  rebreathing.  The 
escape  of  the  gas  is  through  an  expiratory 
valve.  No  air  can  enter  the  apparatus  at 
any  time  when  positive  pressure  is  main- 
tained. In  addition  to  being  an  aid  in  main- 
taining anesthesia,  positive  pressure  in  lung 
surgery  is  a very  great  aid  to  the  surgeon. 
I believe  Dr.  Willy  Meyer  was  among  the 
first  to  recognize  the  great  advantage  of 
positive  pressure  and  in  the  pioneer  days 
he  had  constructed  an  apparatus  costing 
thousands  of  dollars  for  the  regulation  o.f 
the  pressure  as  needed.  This,  with  our 
present  machines,  is  much  simpler  and  not 
expensive.  Also,  with  positive  pressure  the 
anesthetist  can  give  a higher  percentage  of 
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oxygen  while  still  maintaining  the  same  de- 
gree of  anesthesia. 

The  technic  used  in  thoracic  surgery  by 
Gwathmey  and  his  staff  of  anesthetists  is 
to  administer  morphine  in  Vs  Sr-  doses  and 
repeat  twice  at  20  minute  intervals  if  no 
idiosyncrasy  develops.  The  average  for 
each  patient  is  % of!  a grain.  With  this 
preliminary,  he  uses  as  large  a percentage 
of  oxygen  as  possible  with  ethylene  or  ni- 
trous oxide,  and  in  his  own  words,  “With 
the  patient  unconscious  and  pink,  all  re- 
flexes are  abolished  and  he  is  as  safe  and 
certainly  far  more  comfortable  than  with 
local,  spiral,  paravertebral,  or  any  other 
method  of  anesthesia  or  analgesia.”  Yates 
adds  to  this,  using  the  same  method:  “Posi- 
tive-pressure control  made  examination  of 
the  lung  and  operation  much  easier  and 
eliminated  the  necessity  for  dangerous  trac- 
tion. It  offered  a simple  test  of  the  air 
tightness  of  the  closure  and  of  satisfactory 
hemostasis;  the  necessity  for  undue  haste 
was  eliminated.”  To  be  sure,  the  danger 
from  this  method  is  overlapping.  If  the 
same  degree  of  anesthesia  is  maintained 
with,  as  without,  preliminary  medication, 
the  patient  is  immediately  plunged  into  the 
danger  zone. 

For  conditions  in  which  slight  positive 
pressure  is  not  indicated,  local,  spinal  or 
paravertebral  analgesia  may  be  used.  For 
a time,  several  years  back,  they  were  using 
ether  colonically  for  extensive  thoracic  pro- 
cedures and  it  was  considered  quite  safe 
and  satisfactory.  Local  anesthesia  with 
novocain  by  the  experienced  man  is  used 
successfully,  and  local  anesthesia  with  the 
occasional  whiff  of  gas  while  stripping 
periosteum  or  attacking  pleura  has  its  ad- 
vantages in  some  cases. 

This  method  was  used  by  one  of  our  staff 
members  in  a three-stage  thoracoplasty  this 
past  summer — probably  one  of  the  sickest 
and  most  advanced  chest  cases  I have  seen 
operated.  The  end  result  was  indeed  very 
gratifying.  Nerve  blocking  to  the  greatest 
possible  extent,  is  the  most  valuable  ad- 
junct to  all  forms  of  inhalation  anesthesia. 

The  time  element  is.  of  greater  import- 
ance in  thoracic  surgery  than  in  most  any 
other  form  of  surgery.  The  patient’s  life 
is  in  jeopardy  under  the  many  hardships  of 
chest  surgery  with  a slow,  tinkering  sur- 
geon and  a good  anesthetist;  and  converse- 
ly, in  the  hands  of  a good  surgeon  and  an 
anesthetist  who  insists  on  using  a poor  car- 
bureter and  does  not  have  the  wisdom  to 
step  on  the  accelerator  at  the  right  mo- 
ment. 


Reviewing  the  cases  of  the  last  three 
years : From  an  anesthetic  standpoint  I 
doubt  if  in  any  hospital  in  the  country 
could  they  have  been  handled  much  better. 
The  empyemas : Going  over  the  entire 

series,  we  find  no  chloroform  used — only 
one  ether  and  one  ether  with  local.  The 
remainder  were  either  done  with  ethylene 
gas  or  under  local  or  a combination  of  the 
two.  The  results,  both  post-operative  and 
when  patient  left  the  hospital,  are  most 
gratifying.  Local  was  the  method  of  choice 
and,  I think  we  will  agree,  for  simple  rib 
resection  it  should  be  so. 

The  thoracoplasties,  from  the  anesthesia 
angle,  were  even  better — no  ether  was  used 
and  ethylene  used  in  the  majority  of  cases. 
Post-operative  results  and  end  results  in 
this  series  (which,  I grant,  is  not  large 
enough  to  be  conclusive)  show  the  cases 
done  with  gas  in  even  better  shape  and 
with  less  mortality  than  those  purely  un- 
der local.  This,  however,  I am  convinced 
from  the  literature,  seems  to  be  consensus 
of  opinion. 

The  lung  abscess  cases  had  a very  high 
mortality.  One  was  treated  by  doing  a 
thoracoplasty  to  collapse  the  abscess  wall ; 
the  remainder  were  done  under  local  anes- 
thesia. 

CONCLUSION 

1.  Operations  upon  the  chest  invariably 
produce  great  shock ; therefore,  a cardiac 
depression  such  as  chloroform  is  not  to  be 
considered  in  choice  of  an  anesthetic. 

2.  Ether  vapor  may  not  cause  lowering 
of  blood  pressure  at  time  of  operation;  but 
so  often,  in  the  course  of  several  hours  we 
have  a dangerous  lowering. 

3.  If  patient  is  already  in  shock,  ether 
will  cause  lowering  of  blood  pressure  from 
30  to  40  mm.  of  mercury,  while  our  gases 
are  not  prone  to  do  so. 

4.  Endo-tracheal  and  endo-pharyngeal 
methods  have  been  practically  discarded  for 
reasons  given. 

5.  Spinal,  local,  paravertebral,  ether  col- 
onically, or  combinations  of  local  and  gas, 
are  satisfactory  in  skilled  hands  and  in 
cases  where  positive  pressure  is  contra-in- 
dicated. For  simple  rib  resections  in  empy- 
ema, local  is  the  anesthetic  of  choice. 

6.  Experimentally  and  by  process  of 
elimination  by  many  of  our  better  surgeons 
and  anesthetists,  the  method  of  choice 
would  be  analgesia  with  unconsciousness  or 
light  anesthesia,  using  preliminary  medica- 
tion with  ethylene,  or  nitrous  oxide  and 
oxygen,  or  combination  of  the  two. 
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THE  VALUE  OF  X-RAY  THERAPY  IN 
DERMATOLOGY 

LESLIE  M.  SMITH.  M.  D. 

El  Paso,  Texas 

Read  before  the  El  Paso  Countv  Medical  Society, 
Nov.  8,  1926. 

The  x-ray  must  not  be  looked  upon  as  a 
panacea  for  all  skin  disease.  However,  if 
properly  used  in  those  conditions  in  which 
the  pathology  indicates  the  need  of  x-ray 
effect,  it  is  the  greatest  power  for  good  at 
the  disposal  of  the  modern  dermatologist. 
To  call  attention  to  its  value  and  its  limita- 
tions is  the  purpose  of  this  paper. 

The  mode  of  action  of  the  x-rays  is  not 
clearly  understood.  We  know  that  large 
doses  of  the  rays  cause  destruction  of  tis- 
sue: that  certain  structures,  such  as  glandu- 
lar and  lymphoid  tissue,  and  pathologic 
cells,  are  more  susceptible  than  is  normal 
tissue,  and  can  therefore  be  inhibited  or  de- 
stroyed without  much  damage  to  the  nor- 
mal tissue.  Small  doses  are  often  spoken 
of  as  “stimulating,”  but  there  are  those 
who  take  exception  to  this  term.  In  truth, 
it  is  a vague  term.  Small  doses,  however, 
do  cause  or  stimulate  the  absorption  of 
exudates  in  the  skin,  and  hasten  the  return 
of  inflammatory  tissue  to  normal.  Larger 
doses  are  inhibitory,  still  larger  ones  de- 
structive. Just  how  these  reactions  are 
brought  about  is  a matter  yet  to  be  solved 
Other  useful  but  little  understood  effects  of 
the  x-ravs  are  epilation  of  hair  when  the 
proper  dosage  is  used,  and  the  antipruritic 
effect  when  applied  to  the  skin  or  to  the 
spinal  roots  supplying  the  pruritic  section 
of  skin.  The  x-rays  are  not  antiseptic  in 
the  ordinary  sense,  as  are  ultraviolet  ravs. 
The  apparent  antiseptic  action  in  some  dis- 
eases is  probably  due  to  some  tissue  change 
which  renders  the  soil  less  favorable  for  the 
organisms. 

By  the  mathematical  method  of  Wither- 
bee  and  Remer,  x-ray  dosage  can  now  be 
calculated  with  sufficient  accuracy  for  all 
practical  purposes  of  therapy,  and  the  op- 
erator knows  what  to  expect  from  a given 
dose. 

The  unit  of  measurement  in  unfiltered 
therapy,  which  is  the  form  most  often  used 
in  dermatology,  is  one  skin  unit.  This  is 
the  amount  necessary  to  cause  a temporary 
epilation  of  the  scalp  hair.  It  is  foui’-fifths 
of  the  minimum  erythema  dose.  In  filtered 
therapy  the  erythema  dose  is  usually  taken 
as  the  standard.  In  the  simple  inflamma- 
tory lesions,  such  as  eczema,  lichen  planus, 
and  seborrheic  dermatitis,  the  doses  should 
be  small,  one-fourth  to  one-half,  skin  unit, 
repeated  at  intervals  of  one  to  two  weeks 
respectively.  This  is  known  as  fractional 


treatment.  In  the  deeper  and  more  com- 
plex pathologic  conditions,  such  as  the  gran- 
ulomata,  subintensive  treatment  is  usually 
more  satisfactory.  This  consists  of  doses 
of  a skin  unit  or  thereabout,  repeated  at  in- 
tervals of  about  a month.  Malignant  and 
premalignant  lesions  should  have  intensive 
treatment,  without  • regard  to  slight  skin 
damage. 

It  must  be  borne  in  mind  that  the  acute 
x-ray  burn  resulting  from  a single  large 
exposure  is  only  one  phase  of  x-ray  damage 
to  the  skin.  Too  long  continued  fractional 
treatment,  even  though  no  visible  reaction 
is  produced,  is  likely  to  be  followed  in  a 
year  or  two  bv  disfiguring  telangiectasia 
and  atrophy.  This  effect  must  be  avoided 
unless  the  seriousness  of  the  disease  war- 
rants taking  such  a chance. 

Altho  it  has  been  claimed  that  ultra  violet 
light  will  prevent  or  mitigate  x-ray  reac- 
tions1 this  is  not  proven.  In  fact,  the  re- 
cent work  of  MacKee  and  Andrews5  seems 
to  prove  the  oposite. 

The  x-rays  have  been  used  in  a great 
many  skin  diseases  with  results  varying 
from  brilliant  success  to  complete  failure 
and  positive  damage  to  the  skin.  A good 
example  of  the  latter  is  the  disfiguring  le- 
sion often  resulting  from  the  permanent  re- 
moval of  superfluous  hair.  This  treatment 
is  no  longer  used  by  dermatologists  or 
roentgenologists,  but  is  used  by  many  so- 
called  beauty  specialists  in  some  of  the  larg- 
er cities.  The  public  should  be  cautioned 
against  such  treatment. 

Only  small  doses  of  the  rays  should  be 
administered  to  the  scalp,  excepting  in 
those  cases  where  it  is  desirable  to  epilate 
the  hair.  Then  a carefully  measured  epilat- 
ing dose  should  be  administered  at  one  sit- 
ting. 

On  the  face,  where  cosmetic  defects  are 
most  noticeable,  benign  conditions  must  be 
treated  with  great  care  to  keep  the  dosage 
well  below  the  point  where  the  slightest 
erythema  is  produced. 

In  giving  x-ray  therapy  to  extreme 
blondes,  it  is  well  to  give  a test  dose  to  a 
small  area  on  the  inner  surface  of  the  thigh 
or  some  other  inconspicuous  place,  and  note 
any  hypersensitiveness  to  the  rays.  Blondes 
will  often  react  with  a slight  erythema  to 
a skin  unit,  when  brunettes  would  not. 

It  is  important,  while  a patient  is  taking 
x-ray  therapy,  that  no  irritating  drugs  be 
applied  to  the  skin,  as  these  increase  sensi- 
tiveness to  the  rays  and  may  result  in  a 
bum. 

The  skin  diseases  most  commonly  and 
successfully  treated  with  x-rays  will  be 
briefly  discussed. 
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Probably  ninety  percent  of  cases  of  acne 
vulgaris  can  be  permanently  cured  with  the 
x-rays.  The  important  effect  here  is  a 
gradual  diminution  of  the  sebaceous  hyper- 
activity which  is  the  basis  of  acne.  The 
diet  and  general  health  should  be  looked 
into,  as  defects  of  these  often  aggravate 
acne.  Fractional  therapy  is  used. 

The  lesions  of  eczema,  neurodermite,  and 
the  occupational  dermatoses  usually  respond 
well  to  a few  small  doses  of  x-rays.  This, 
however,  does  not  lessen  the  necessity  for 
searching  for  the  cause  and  eliminating  it 
if  possible. 

Seborrheic  dermatitis  clears  up  quickly 
as  a rule  under  fractional  treatment.  Faulty 
diet  and  digestive  disturbances  are  often 
partly  responsible  for  its  presence,  and 
should  be  corrected. 

Rosacea,  though  a very  stubborn  condi- 
tion, is  benefited  by  fractional  x-ray  ther- 
apy, in  connection  with  strict  diet  and  cor- 
rection of  digestive  disorders. 

Limited  areas  of  lichen  planus  are  most 
easily  cured  by  the  x-rays  on  the  lesions. 
More  extensive  cases  are  sometimes  bene- 
fited by  fractional  filtered  therapy  to  the 
proper  spinal  roots. 

In  herpes  zoster  involving  the  spinal 
nerves  the  pain  is  relieved  within  a fewr 
hours  by  a similar  treatment  to  that  iust 
mentioned  for  lichen  planus.  The  vesicles 
as  a rule  are  fairly  well  dried  by  the  third 
dav.  One  treatment  onlv  is  required. 

Recurring  herpes  simnlex  is  often  cured 
by  fractional  therapy.  The  chronic  exfolia- 
tion of  the  lips,  cheilitis  exfoliativa,  which 
is  so  troublesome,  also  responds  to  this 
therapy. 

Psoriasis,  in  my  experience,  responds 
more  quickly  to  x-ray  than  to  any  other 
accent.  Unfortunately,  however,  this  form 
of  treatment  cannot  he  administered  to  ex- 
tensive bodv  surfaces  without  fear  of  harm- 
ful systemic  effects. 

Pruritis  ani  and  vulvi  can  usually  be  re- 
lieved by  fractional  x-ray  therapy,  but  the 
rectum  and  pelvic  organs  should  be  searched 
for  pathology,  for  there  will  be  found  the 
most  frequent  causes  of  this  annoying 
symptom.  If  a cause  is  found,  the  pruri- 
tus may  be  relieved  without  the  x-ray. 

The  unpleasant  hyperidrosis  of  the  feet 
and  axillae  can  be  controlled  by  fractional 
treatment. 

Keloids  and  hypertrophic  scars  can  be 
made  less  noticeable  by  semi-intensive  ther- 
apy. Keloids  which  are  small  and  suitable 
for  excision  are  best  irradiated  before  and 
after  operation.  Otherwise  they  are  likely 
to  recur  in  a worse  form. 


Intensive  filtered  therapy,  given  early, 
will  often  abort  a carbuncle  and  prevent 
much  trouble. 

The  tuberculous  lesions  of  the  skin,  such 
as  lupus  vulgaris,  tuberculosis  verrucosa 
cutis,  and  erythema  induratum,  are  greatly 
benefited  by  subintensive  x-ray  therapy. 
In  a majority  of  my  cases  of  lupus  vulgaris 
and  tuberculosis  verrucosa,  however,  I have 
been  forced  to  resort  finally  to  electrodessi- 
cation  or  coagulation  before  effecting  a 
complete  cure  of  the  lesions. 

The  granulomata  caused  by  fungi,  blasto- 
mycosis, actinomycosis,  and  mycetoma,  are 
benefitted  by  x-ray  therapy  in  connection 
with  the  administration  of  iodides.  In 
mycetoma  the  results  are  not  what  would 
be  desired.  Most  cases  of  mycetoma  eventu- 
ally come  to  operation. 

The  x-ray  is  also  a valuable  adjunct  in 
the  treatment  of  the  more  superficial  fun- 
gus infections,  though  it  is  seldom  neces- 
sary except  in  infections  of  the  scalp  and 
beard,  where  it  may  be  necessary  to  epilate. 
In  scalp  infections  with  the  microsporon  or 
with  favus,  one  will  save  time  by  complete- 
ly epilating  the  scalp,  temporarily  of  course. 
However,  in  examining  a considerable  num- 
ber of  cases  of  ringworm  of  the  scalp  in 
El  Paso,  mostly  among  Mexicans,  I have 
yet  to  find  a case  of  infection  with  the 
microsporon  Audouini.  These  cases  were 
all  caused  by  large-spored  fungi.  This  or- 
ganism is  less  resistant  than  the  micro- 
sporon, and  these  cases  can  often  be  cured 
by  foreign  protein  therapy,  as  Engman3  has 
shown,  or  by  persistent  local  antiseptic 
treatment. 

Ringworm  infections  of  the  nail  and 
chronic  paronychia  are  benefited  by  x-ray 
therapy,  but  the  results  have  not  been  sat- 
isfactory. 

Plantar  wart,  a very  painful  condition  of 
the  foot,  responds  to  intensive  therapy. 

The  x-ray  has  been  a boon  in  the  treat- 
ment of  malignant  diseases.  In  epitheli- 
oma, and  Paget’s  disease,  a choice  between 
surgery,  diathermy,  x-ray,  and  radium  must 
be  made,  depending  upon  the  size,  stage, 
and  location  of  the  growth.  A combination 
of  several  of  these  agents  is  sometimes  de- 
sirable. The  infiltrations  of  leukemia  and 
mycosis  fungoides  are  best  controlled  by 
subintensive  x-ray  therapy,  but  at  each  sub- 
sequent exacerbation  of  the  disease  it  be- 
comes more  resistant  to  the  rays,  so  that 
finally  this  or  any  other  form  of  therapy 
is  hopeless. 

A discussion  of  all  the  diseases  in  which 
x-ray  has  been  used  would  be  an  almost 
endless  task,  but  in  these  few  diseases  I be- 
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lieve  I have  covered  the  field  of  greatest 
usefulness  of  x-ray  therapy  in  dermatology. 
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THE  BRONCHOSCOPE  AND  ITS  USES 

W.  E.  VANDEVERE,  M.  D. 

El  Paso,  Texas. 

Read  before  the  El  Paso  County  Medical  Society. 

In  1897  Killian  devised  tubes -with  which 
the  bronchi  were  examined,  light  being  re- 
flected through  them  by  an  electric  head 
mirror.  In  1905  Chevalier  Jackson  devised 
similar  instruments  in  which  illumination 
was  obtained  by  a small  electric  light  being 
placed  near  the  end  of  the  tube.  Jackson 
also  developed  a most  valuable  instrument 
in  his  direct  laryngoscope,  which  is  espe- 
cially useful  in  the  diagnosis  of  laryngeal 
conditions  and  for  the  passage  of  the 
bronchoscope. 

Acute  inflammatory  infections  in  the 
throats  of  young  children,  causing  an  inter- 
ference with  breathing,  is  common.  It  may 
be  a simple  spasmodic  croup,  or  it  may  be 
a case  of  laryngeal  diphtheria,  in  which 
there  is  no  membrane  to  be  seen  in  the 
pharynx.  In  these  cases,  an  examination 
of  the  larynx  with  Jackson’s  laryngoscope 
is  easily  done, — without  an  anesthetic  and 
the  diagnosis  made  with  more  certainty.  On 
the  other  hand,  I feel  after  some  experi- 
ence with  the  Lynch  suspension  laryngo- 
scope that  that  is  the  most  satisfactory  in- 
strument yet  devised  for  operative  proce- 
dure in  the  larynx. 

The  esophagoscope,  which  is  really  a 
modified  bronchoscope,  is  used  for  diagno- 
sis, treatment,  and  for  the  removal  of  for- 
eign bodies  in  the  esophagus.  It  is  some- 
times difficult  to  determine  whether  an 
esophageal  stricture  is  organic  or  function- 
al. The  passage  of  the  esophagoscope  gives 
a direct  view  and  allows  us  to  explore  a 
diverticulum  or  note  the  character  of  a stric- 
ture, if  present.  Such  studies  should  be 
combined  with  the  use  of  the  radiograph 
and  fluoroseope.  There  are  times  when  or- 
ganic strictures  are  difficult  or  impossible 
to  treat  without  the  aid  of  direct  vision 
through  the  esophagoscope.  This  instru- 
ment is  also  of  much  help  to  the  surgeon 
when  operating  on  esophageal  diverticula 
because  bougies,  passed  into  the  diverticula 
through  the  scope,  facilitate  the  operation 
by  enabling  the  surgeon  to  map  out  the 
process  more  clearly. 

In  considering  foreign  bodies  in  the 


esophagus,  we  should  bear  in  mind  that  this 
is  a musculomembranous.  elastic  and  thin- 
walled  canal  nine  or  ten  inches  in  length, 
commencing  opposite  the  sixth  cervical  ver- 
tebra and  terminating  at  the  stomach  oppo- 
site the  eleventh  thoracic  vertebra.  The 
diameter  varies  from  one-half  to  one  inch 
or  more  in  the  adult,  with  three  definite 
constrictions ; at  the  entrance,  where  crossed 
by  the  left  bronchus,  and  at  the  passage 
through  the  diaphragm.  It  is  at  these 
points  where  acid  or  lye  burns  are  most  se- 
vere or  where  foreign  bodies  are  most  like- 
ly to  lodge. 

Foreign  bodies  in  the  esophagus  include 
everything  from  fish  bones  to  false  teeth. 
Quite  often  a patient  is  positive  that  a for- 
eign body  has  lodged  in  the  esophagus  when 
the  tissues  have  merely  been  scratched  by 
the  passage.  However,  if  pain  remains,  and 
especially  if  an  increased  flow  of  saliva  con- 
tinues, we  most  likely  have  a foreign  body 
to  deal  with.  X-ray  will  quickly  settle  the 
question  in  case  of  opaque  bodies.  Removal 
of  foreign  bodies  from  the  esophagus  is  at- 
tended with  more  danger  than  removal 
from  the  bronchi  because  of  the  ease  with 
which  the  esophagus  is  perforated. 

Until  recent  years,  the  bronchoscope  was 
used  entirely  for  the  removal  of  foreign 
bodies,  but  now  is  being  used  in  the  treat- 
ment of  lung  abscesses  and  other  non-spe- 
cific infections.  The  removal  of  the  pus 
by  suction,  allowing  ventilation  and  drain- 
age, is  the  method  by  which  benefit  is  ob- 
tained. 

In  considering  manipulations  in  the  air 
passages,,  we  should  remember  that  in  the 
adult  the  trachea  is  about  four  and  a half 
inches  long  and  extends  from  the  sixth  cer- 
vical vertebra  to  the  fifth  thoracic,  where 
it  divides  into  the  right  and  left  bronchi. 
The  right  bronchus  is  about  one  inch  in 
length  and  more  vertical  in  direction  than 
the  left,  forming  an  angle  to  the  median 
plane  of  about  twenty-five  degrees,  while 
the  left  bronchus  is  about  two  inches  long, 
smaller  than  the  right,  and  forms  an  angle 
to  the  median  plane  forty-five  degrees.  It 
is  this  difference  in  the  two  bronchi  that 
explains  the  relative  frequency  of  foreign 
bodies  in  the  right  bronchus. 

Foreign  bodies  in  the  air  passages  are 
most  common  in  infants  and  children.  With 
a foreign  body  in  the  mouth,  the  child  sud- 
denly cries  or  laughs,  drawing  the  substance 
into  the  trachea.  At  first  there  is  violent 
coughing,  which  gradually  subsides  to  recur 
from  time  to  time.  The  symptoms  may 
simulate  influenza  or  pneumonia  in  recent 
cases  and  asthma  or  tuberculosis  in  the  old 
cases.  The  opaque  bodies  are  easily  seen 
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on  the  radiograph  or  fluoroscopic  screen 
and  no  obscure  chest  condition  should  be 
denied  the  use  of  the  x-ray.  Physical  signs 
in  these  cases  depend  on  the  size  and  shape 
of  the  foreign  body,  where  located,  and  how 
long  present.  Organic  bodies  are  not  very 
well  borne  in  the  bronchi  while  inorganic 
bodies  may  remain  for  years  with  little  dis- 
turbance. 

In  the  removal  of  foreign  bodies  from 
the  lungs  or  esophagus,  I prefer  ether  an- 
esthesia without  the  use  of  a preliminary 
hypodermic  or  morphine  or  similar  drug. 
With  a side  mouth  gag  in  place  and  head 
well  extended,  the  Jackson  direct  laryngo- 
scope is  introduced,  lifting  the  tongue  and 
epiglottis  forward  until  the  vocal  cords  are 
seen,  and  the  esophagoscope  or  broncho- 
scope as  the  case  may  be,  is  passed  by  di- 
rect vision.  The  laryngoscope  is  now  re- 
moved and  the  esophagus  or  bronchi  ex- 
plored until  the  foreign  body  is  located  and 
removed.  As  soon  as  the  scopes  are  passed, 
the  head  is  brought  forward  slightly,  reliev- 
ing the  strain  of  the  extreme  extension. 
By  bending  the  head  and  neck  slightly  to 
the  left,  the  scope  is  easily  passed  into  the 
right  bronchus,  and  then  by  withdrawing 
it  slightly  and  inclining  the  head  to  the 
right,  the  left  bronchus  is  entered.  The 
use  of  these  instruments  is  not  hard  and, 
if  done  carefully,  there  is  little  danger. 

REPORT  OF  CASES 

CASE  I — July  8,  1925.  A boy,  eight  years  old, 
at  the  age  of  two  was  seized  with  a sudden  cough- 
ing spell,  was  very  sick  for  three  weeks,  and  was 
thought  to  have  had  pneumonia.  He  had  been 
in  poor  health  since  then  and  had  had  various  diag- 
noses of  bronchitis,  asthma  and  tuberculosis.  His 
condition  was  growing  rapidly  worse  when  finally 
an  x-ray  examination  was  made  and  a tack  found 
in  the  left  bronchus.  As  soon  as.  he  had  recov- 
ered sufficiently  to  travel,  he  was  sent  to  me 
from  his  home  in  New  Mexico,  and  under  ether 
anesthesia  a Killian  bronchoscope  was  passed  and 
the  tack  quickly  located  and  removed.  This  case 
show's  the  value  of  the  x-ray  in  obscure  chest  con- 
ditions. 

CASE  II. — July  11,  1925.  A girl,  eleven  years 
old,  gave  a history  of  having  swallowed  a Mexi- 
can five-cent  piece  three  weeks  previously.  Liquid 
foods  were  all  that  she  had  been  able  to  take. 
The  foreign  body  was  located  by  x-ray,  removed 
through  the  esophagoscope  and  the  patient  re- 
turned to  her  home  the  following  day. 

CASE  III. — March  8,  1926.  A female,  eight  months 
of  age,  swallowed  an  open  safety-in.  The  pin  was 
small  and  lodged  just  within  the  entrance  to  the 
esophagus,  and  fortunately  the  closed  end  was  up- 
permost, which  made  it  a rather  easy  procedure 
to  remove  through  the  esophagoscope. 

CASE  IV. — May  3,  1926.  A boy,  one  year  old, 
while  eating  an  apple,  aspirated  a piece  of  the 
core  into  the  trachea.  It  was  necessary  to  re- 
move the  apple  piece  by  piece  because  of  its  fri- 
able nature.  A localized  pneumonia  developed  in. 
the  lower  right  lobe.  Recovery  was  complete  in 
ten  days. 

CASE  V. — June  2,  1926.  A female,  one  year 


old,  aspirated  a raw  frijote-bean.  The  child  had 
two  severe  choking  spells  following  efforts  of  the 
parents  to  dislodge  the  bean  by  holding  her  head 
down,  and  slapping  the  child  on  the  back.  The 
bean  would  merely  wedge  against  the  under  side 
of  the  vocal  cords  and  shut  off  the  passage  of 
air  until  it  again  slid  back  into  the  trachea.  Un- 
der ether  anesthesia,  the  bean  was  easily  grasped 
through  a 6 mm.  Killian  bronchoscope,  but  it  was 
so  swollen  from  the  moisture  in  the  lung  that  1 
was  unable  to  remove  it  between  the  vocal  cords. 
It  was  necessary  to  push  the  bean  down  to  the 
bifurcation  of  the  trachea,  where  I bit  it  off,  piece 
by  piece,  with  the  forceps,  and  removed  it  com- 
pletely in  that  way.  The  patient  was  able  to  re- 
turn to  her  home  the  following  day. 

:fs  4:  :f:  if: 

In  connection  with  the  use  of  the  esoph- 
agoscope in  the  treatment  of  esophageal 
strictures,  I wish  to  mention  a case  I re- 
cently had  in  Santa  Barbara,  California. 
A two  year  old  child  swallowed  some  lye, 
developing  a stricture  of  the  esophagus  at 
the  level  of  the  fifth  dorsal  vertebra.  Sev- 
eral unsuccessful  efforts  had  been  made  to 
pass  bougies  by  the  usual  methods,  but  by 
working  through  the  esophagoscope  by 
direct  vision,  I was  able  to  locate  the  small 
passageway  and  follow  it  through  with  my 
bougies  until  the  stricture  was  complete- 
ly dilated.  After  that  I was  able  to  pass 
the  bougies  from  time  to  time  without  the 
use  of  the  esophagoscope,  and  when  I left 
there,  the  patient  was  able  to  swallow  all 
of  its  food  without  difficulty. 

DISCUSSION 

DR.  F.  P.  SCHUSTER  demonstrated  the  Hasieu- 
ger  instrument  for  bronchoscopy,  citing  its  su- 
periority over  the  Lynch  suspension.  A much  less 
unwiieldly  apparatus  and  possessing  no  danger  of 
fracture  of  the  cervical  vertebrae — a danger  tnat 
cannot  entirely  be  eliminated  in  the  use  of  the 
Lynch  suspension. 

DR.  S.  A.  SCHUSTER  pointed  out  the  necessity 
of  careful  physical  examination  of  the  chest  and 
radiographs  in  all  cases  where  bronchoscopy  is  in- 
dicated. He  stated  that  the  suspension  apparatus 
seemed  unnecessary  and  dangerous.  In  cases  of 
stricture  of  the  esophagus  he  recommended  bougi- 
nage from  below  through  a gastrotomy.  He  dem- 
onstrated the  instrument  of  Ka.hler,  of  Vienna, 
which  was  both  an  instrument  of  simplicity  and 
one  in  which  both  hands  of  the  operator  were 
free. 

DR.  J.  A.  RAWLINGS  congratulated  the  three 
men  who  are  doing  this  class  of  work  in  El  Paso, 
stating  that  the  Southwest  was  fortunate  in  hav- 
ing men  competent  to  do  this  class  of  work  that 
requires  such  skill. 

DR.  F.  P.  MILLER  recalled  the  days  when  he 
and  Dr.  Cathcart  removed  foreign  bodies  by  utiliz- 
ing the  fluoroscope  and  uterine  forceps. 


ARIZONA  STATE  MEDICAL  ASSOCIA- 
TION 

Yuma,  Ariz.,  April  21  to  23,  1927 

The  Thirty-sixth  Annual  Session  of  the 
Arizona  State  Medical  Association,  held  a 
very  successful  meeting,  as  the  guests  of 
the  Yuma  County  Medical  Society,  at  Yuma, 
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Ariz.,  April  21  to  23,  1927.  An  outline  of 
the  general  scientific  program  follows: 

The  first  general  session  was  called  to 
order  at  10  a.  m.,  on  April  21st,  in  the  Elks 
Hall,  Dr.  George  A.  Bridge  of  Bisbee,  presi- 
dent, in  the  chair. 

Rev.  Brown  of  Yuma  gave  the  invocation. 
Dr.  Harry  A.  Reese,  on  behalf  of  the 
Yuma  County  Medical  Society  and  the  hon- 
orable mayor  of  Yuma,  welcomed  the  mem- 
bers and  guests  to  Yuma,  with  the  fol- 
lowing eloquent  address: 

Mr.  President,  Fellows  of  the  Arizona  Medical  As- 
sociation. Visiting  Physicians,  and  Friends:  Yuma, 

the  Sunshine  Capital  of  the  Great  Southwest,  bids 
you  a hearty  welcome.  Yuma  is  the  Sunshine  Cap- 
ital, and  sunshine  is  Yuma’s  capital.  Sunshine 
spreads  a carpet  of  velvet  green  over  Yuma  Valley 
at  Christmas  time;  ripens  the  winter  gardens;  puts 
sugar  in  the  grapes,  money  in  the  bank,  iron  in  the 
blood,  roses  in  the  cheeks,  and  tan  on  the  backs.  But 
beneath  that  coat  of  tan  you  may  find  hearts  of 
gold  a,nd  between  the  rosy  cheeks  tongues  of  sil- 
ver; silver  tongues  because  they  dare  speak  no  evil 
of  -any  man,  but  proclaim  the  beauty  of  fraternal 
love,  “peace  on  earth,  good  will  to  men.” 

We  welcome  you  into  our  homes  where  the  single 
standard  of  morality  is  believed  and  taught. 

Every  fraternal  order  in  the  city  opens  the  doors 
to  their  most  sacred  chambers  that  worthy  brothers 
may  enter  in.  The  portals  to  every  church  stand 
ajar  while  the  chimes  of  the  bells  invite  you: 
“Wait  and  worship  while  the  night  sets  her  eve- 
ning lamps  alight  through  all  the  sky.” 

The  Medical  Society  of  Yuma  County  welcomes 
you  as  battle-scarred  veterans  in  the  eternal  fight 
against  disease  asd  death.  You  have  won  more  bat- 
tles than  you  have  lost. 

The  scientific  program  is  well  worth  your  while, 
and  each  of  us  should  be  a better  physician  because 
of  this  assemblage.  But,  just  as  friends,  we  welcome 
you  to  the  banquet  table  of  good  things.  Bat,  drink 
and  be  merry.  There  is  plenty  of  water  in  the  Colo- 
rado, and  it  is  settled,  filtered,  and  chlorinated;  or 
you  may  imbibe  freely  of  milk  from  some  of  the 
finest  dairies  in  the  state,  and  eats,  say,  this  is 
where  they  grow.  We  want  you  to  tell  all  the  old 
jokes  over  again  about  the  excessive  heat  of  Yuma. 
And  don’t  forget  the  one  about  the  individual  who 
died  and  went  to  a climate  supposed  to  be  hotter 
than  this,  and  had  to  be  chained  to  a petrified  log 
to  keep  him  from  coming  back  after  his  overcoat. 
But  at  the  same  time  please  remember  that  if  he 
had  been  contented  with  his  lot  and  a ‘‘booster”  for 
his  town,  he  might  have  stayed  in  Yuma  in  the  first 
place;  and  even  at  this  late  day  if  he  should  break 
his  chains  and  come  back,  we  would  give  him  the 
glad  hand  of  fellowship.  Then  if  he  failed  after  the 
second  trial,  and  did  not  join  our  Chamber  of  Com- 
merce we  would  kick  him  out  for  good.  And  if. 
perchance,  some  of  you  may  have  served  time  in 
Yuma,  in  the  old  territorial  days,  we  invite  you  to 
look  over  your  old  stamping  ground  on  Prison  Hill. 
Only  a few  of  the  old  landmarks  remain,  and  they 
are  crumbling  before  the  toilers  who  will  begin  at 
once  the  construction  of  a quarter-million  dollar 
hotel.  So  visit  the  old  spot  today.  You  will  not  know 
it  when  you  come  back  again. 

Yuma’s  Honorable  Mayor,  Mr.  A.  L.  DeMund, 
bids  me  say: 

We  bring  the  keys  to  this  fair  city.  We  welcome  you. 
This  cold  reception  is  a pity.  We  welcome  you. 


We  like  to  see  your  happy  smile.  We  welcome  you. 
Take  off  your  hat  and  stay  awhile.  We  welcome  you. 

We’re  mighty  glad  to  have  you  here.  We  welcome 
you. 

This  is  our  home  the  whole  long  year.  We  welcome 
you. 

Throw  off  your  coat,  turn  on  the  fan.  We  welcome 
you. 

The  way  you'll  sweat  will  beat  the  band.  We  wel- 
come you. 

Our  hides  are  tan.  Our  hearts  are  gold.  We  wel- 
come you. 

Don’t  be  afraid,  you  won’t  take  cold..  We  welcome 
you. 

We  welcome  you  with  hot  sunshine.  We  welcome  you. 
We  welocme  you  with  strong  “moonshine.”  We  wel- 
come you. 

We  like  to  see  your  happy  smile.  We  welcome  you. 
Take  off  your  hat  and  stay  awhile.  We  welcome  you. 

Dr.  Willard  Smith,  of  Phoenix,  on  behalf 
of  the  Association,  responded  to  this  wel- 
come as  follows: 

“I  am  inclined  to  believe  that  Dr.  Reese  meant  it. 
At  any  rate,  it  feels  good  to  receive  words  of  welcome 
of  that  sort.  While  he  was  talking,  it  occurred 
to  me  that  there  is  one  story  I have  never  heard 
about  Yuma.  We  have  heard  many  stories  about 
folks  who  go  from  here  to  hell,  but  I have  never 
heard  of  any  one  who  went  from  here  to  heaven. 
That  would  be  too  cruel.  On  behalf  of  the  Associa- 
tion, we  acknowledge  this  welcome  with  thanks 
and  will  try  to  behave  ourselves  while  we  are  your 
guests.” 

Dr.  Bridge  then  introduced  the  incoming 
president,  Dr.  Charles  S.  Vivian  of  Phoenix, 
who  took  the  chair.  Dr.  Vivian  announced 
that  the  President’s  Address,  usually  sched- 
uled for  this  time  on  the  program,  had,  for 
special  reasons,  been  set  for  another  time, 
and  called  for  the  first  paper  on  the  gen- 
eral program. 

Dr.  Frank  J.  Milloy,  of  Phoenix,  read  his 
paper  on  “Blood  Transfusion,”  with  descrip- 
tion of  method  and  results  of  sixty  transfu- 
sions. The  method  advocated  was  a citrat- 
ed  blood  method,  using  large  syringes. 

Discussion  of  the  paper  was  opened  by 
Dr.  A.  C.  Carlson,  of  Jerome,  who  ques- 
tioned the  advantages  of  the  method  de- 
scribed over  the  direct  method.  Discussion 
was  continued  by  Drs.  J.  I.  Butler  of  Tuc- 
son, R.  D.  Kennedy  of  Globe,  with  Dr.  Mil- 
loy closing. 

The  next  two  papers  were  read  as  a sym- 
posium. Dr.  A.  B.  Cooke,  of  Los  Angeles, 
presented  the  subject  of  “The  Use  and 
Abuse  of  Iodine  in  the  Treatment  of  Goi- 
tre.” Dr.  Ross  Moore,  of  Los  Angeles,  read 
a paper  on  “Intangible  Thyroid  Manifesta- 
tions.” Dr.  Cooke’s  paper  discussed  the 
proper  use  of  iodine  in  the  different  types 
of  goitre  and  the  abuse  of  iodine.  Dr. 
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Moore’s  paper  discussed  the  relation  of  thy- 
roid disease  to  nervous  and  mental  symp- 
toms. 

The  discussion  was  opened  by  Dr.  Willard 
Smith  of  Phoenix,  who  stated  that  these 
two  papers  represented  the  approaches  to 
two  ends  of  a bridge  which  would  yet  span 
the  gulf  of  the  things  we  do  not  know 
about  thyroid  disease;  he  discussed  Dr. 
Moore’s  paper  at  some  length.  The  discus- 
sion was  continued!  by  Dr.  J.  I.  Butler  of 
Tucson.  Dr.  Cooke  and  Dr.  Moore  each 
extended  their  remarks,  in  closing,  explain- 
ing points  which  required  emphasis. 

Afternoon  Session,  April  21. 

The  first  feature  of  the  afternoon  pro- 
gram was  the  demonstration  of  the  “Yava- 
pai Plan,”  by  the  discussion  group  from 
Prescott  and  Whipple.  Dr.  C.  E.  Yount 
first  described  the  method  and  the  objects 
to  be  attained  by  it.  Dr.  R.  N.  Looney  act- 
ed as  chairman  of  the  group,  presenting  the 
first  speaker,  Dr.  W.  E.  McWhirt,  of  Whip- 
ple, who  recited  the  case  history  to  be  dis- 
cussed. Dr.  I.  D.  Loewy,  of  Whipple,  took 
up  the  discussion,  eliminating  all  the  pos- 
sible diagnoses  except  one,  and  Dr.  John  W. 
Flinn,  of  Prescott,  then  discussed  the  rea- 
sons for  making  this  diagnosis.  Without 
doubt,  this  was  the  star  feature  of  the  pro- 
gram. The  discussion  by  Dr.  Cabot  and 
the  autopsy  findings  were  then  read. 

The  next  paper  was  by  Dr.  C.  A.  Thomas, 
of  Tucson,  on  “Surgical  and  Postural 
Treatment  of  Diffuse  Peritonitis.”  He  ad- 
vocated a prone  position  with  hips  raised, 
long  incision  left  open  for  drainage,  and 
large  quantities  of  saline  per  rectum.  The 
discussion  was  opened  by  Dr.  Meade  Clyne 
of  Tucson,  who  was  not  entirelv  convinced 
of  the  uniform  advisability  of  the  method. 
Discussion  was  continued  by  Dr.  Ross 
Moore  of  Los  Angeles,  Dr.  J.  I.  Butler  of 
Tucson.  Dr.  Willard  Smith  of  Phoenix,  Dr. 
J.  M.  Greer  of  Mesa,  Dr.  H.  T.  Bailey  of 
Phoenix,  Dr.  H.  A.  Reese  of  Yuma,  Dr.  R. 
D.  Kennedv  of  Globe,  Dr.  C.  E.  Yount  of 
Prescott,  Dr.  George  A.  Bridge  of  Bisbee, 
Dr.  A.  B.  Cooke  of  Los  Angeles,  the  maior- 
ity  of  the  speakers  being  very  commenda- 
tory in  their  comments.  Dr.  Thomas  closed 
the  discussion. 

The  next  feature  of  the  program  was  a 
presentation  bv  Dr.  Stuart  Pritchard,  of 
Battle  Creek,  Mich.,  of  the  subject  of ‘‘Thor- 
acic Pain.”  Dr.  Pritchard,  wTho  is  an  old 
favorite  on  the  program  of  the  Arizona 
meetings,  gave  his  usual  concise  and  lucid 
presentation  of  the  various  types  of  chest 
pain,  their  causes,  diagnosis  and  treatment. 
The  discussion  was  opened  by  Dr.  John  W. 


Flinn,  of  Prescott,  continued  by  Dr.  H.  T. 
Bailey  of  Phoenix,  Dr.  W.  W.  Watkins  of 
Phoenix,  Dr.  George  A.  Bridge  of  Bisbee, 
Dr.  Willard  Smith  of  Phoenix,  Dr.  J.  I.  But- 
ler of  Tucson.  Dr.  Pritchard  closed. 

The  paper  of  Dr.  Bernard  L.  Melton  of 
Phoenix,  on  “Headache  of  Ocular  Origin,” 
was  read  by  title,  Dr.  Melton  being  detained 
by  illness. 

Morning  Session,  April  22. 

First  paper  was  by  Dr.  A.  A.  Shelley  of 
Phoenix,  on  “Granuloma  Fungoides,  with 
Report  of  a Case.”  The  case  reported  was 
a generalized  lesion,  apparently  hopeless,  in 
which  all  lesions  had  disappeared  under  x- 
ray  treatment.  Discussion  was  opened  by 
Dr.  W.  Warner  Watkins  of  Phoenix,  who 
described  the  method  of  x-ray  treatment. 
Discussion  was  continued  by  Dr.  T.  T.  Clo- 
bessy  of  Phoenix,  who  had  first  diagnosed 
the  condition  in  this  patient,  Dr.  0.  H. 
Rrown  of  Phoenix,  Dr.  J.  I.  Butler  of  Phoe- 
nix, with  Dr.  Shelley  closing  the  discussion. 

Dr.  M.  C.  Comer,  of  Tucson,  read  his  pa- 
per on  “Report  of  Six  Unusual  Cases,” 
which  were  recited  in  detail.  Discussion 
was  opened  by  Dr.  J.  J.  McLoone  of  Phoe- 
nix, who  discussed  briefly  each  of  the  six 
cases,  paying  special  attention  to  screw- 
worm  infestation.  Dr.  H.  T.  Bailey,  of 
Phoenix,  continued  the  discussion,  which 
was  participated  in  by  Dr.  R.  D.  Kennedy 
of  Globe,  and  Dr.  J.  I.  Butler  of  Tucson, 
Dr.  Comer  having  no  further  comment. 

The  next  paper  was  by  Dr.  R.  J.  Stroud 
of  Tempe.  on  “Myiasis  in  the  Southwest, 
with  Particular  Reference  to  the  Species 
Chrysomyia  Marcellaria.”  Sixteen  cases  of 
screw-worm  infestation  had  been  treated, 
with  one  death.  Discussion  was  opened  by 
Dr.  C.  E.  Yount  of  Prescott,  who  first  called 
the  attention  of  the  Drofession  of  Arizona 
to  this  subject  in  1907.  Discussion  was 
continued  by  Dr.  H.  D.  Ketcherside  of 
Yuma,  Dr.  J.  J.  McLoone  of  Phoenix,  with 
Dr.  Stroud  closing. 

At  this  point  in  the  program,  another 
special  feature  was  given,  with  the  pre- 
sentation of  the  subject  of  “Treatment  of 
Anginal  Pain  by  Injection  of  the  Cervical 
Sympathetic  Ganglion.”  Dr.  Walter  Bern- 
ard Coffey,  Chief  Surgeon  of  the  Southern 
Pacific  Railroad,  San  Francisco,  gave  a 
brief  summary  of  the  development  of  this 
method  of  treatment,  which  was  originated 
by  him.  The  anatomical,  clinical  and  surgi- 
cal studies  have  extended  over  several 
years. 

Dr.  Philip  King  Brown  of  San  Francisco, 
who  has  been  the  clinical  collaborator  with 
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Dr.  Coffey  in  this  development,  spoke  of 
the  medical  phases  of  angina  and  the  meth- 
ods of  study  pursued,  with  the  types  of 
cases  finally  subjected  to  surgical  treat- 
ment. 

Dr.  John  D.  Humber  of  San  Francisco, 
who  has  worked  for  two  years  at  Tulane 
University  in  the  anatomical  researches  on 
the  sympathetic  nerves  and  ganglia,  pi'e- 
sented  his  subject  with  about  eighty  lan- 
tern slides,  showing  the  entire  anatomy  of 
the  sympathetic  nerves,  after  injections  of 
the  nerve  sheaths  with  distilled  water. 
Many  nerves  whose  existence  was  never 
before  proven,  were  distinctly  shown.  This 
research  work  is  being  prepared  for  nub- 
lication  in  monograph  form.  Dr.  Hilary 
D.  Ketcherside.  of  Yuma,  expressed  the  ap- 
preciation of  the  Association  for  this  excel- 
lent special  feature. 

Afternoon  Session,  April  22 

The  paoer  by  Dr.  E.  C.  Colby  of  San 
Diego.  Calif.,  on  “Brittle  Bones  and  Blue 
Sclera,”  was  read  by  Dr.  George  E.  Shields 
of  Yuma,  and  the  four  cases  described  in 
the  paoer  were  shown.  Discussion  was 
opened  by  Dr.  R.  D.  Kennedv  of  Globe,  with 
discussion  by  Dr.  D.  F.  Harbridge  of  Phoe- 
nix, and  Dr.  Shields  closing. 

Dr.  Orville  H.  Brown  of  Phoenix,  sum- 
marized his  naner  on  “Some  Fundamental 
Princip’es  of  Diet,”  with  special  reference 
to  hospital  diets.  Discussion  was  opened 
hv  Dr.  I.  D t.qpwv  of  Whipple.  Tt  was  con- 
tinued bv  Dr.  phib‘p  King  Brown  of  San 
Francisco.  Dr.  R.  T Cabando'*  of  Tucson, 
Dr.  R.  J Stroud  of  Tempe,  with  Dr.  O.  H. 
Brown  closing. 

The  next  naper  was  bv  Dr.  Nelson  D. 
Rravton  of  Miami,  on  “Lupus  Vulgaris.” 
Dr.  Rravton  presented  a patient  to  illus- 
trate his  paper.  Discussion  was  opened  bv 
Dr.  T.  t;  Clohpssv  of  PhoQuix.  continued 
hv  Dr.  Victor  Randolph  of  PhnQm'x,  Dr.  W. 
W.  Watkins  of  R^oenix.  with  closing  re- 
marks bv  Dr.  Rravton.  expressing  the  ap- 
preciation of  the  Association  for  thp  ora- 
ciousness  of  the  patient  in  appearing  before 
the  meeting. 

Morning  Session,  Aoril  23. 

The  first  paper  of  the  morning  program 
was  by  Dr.  W.  C.  Cain  of  Somerton.  on 
“Treatment  of  local  and  General  Infections 
with  Mercurochrome,”  with  recital  of  sev- 
eral illustrative  cases.  Discussion  was 
opened  by  Dr.  R.  J.  Stroud  of  Tempe,  whose 
experience  had  not  been  favorable.  Dr.  M. 
C.  Harding,  of  San  Diego,  continued  the 
discussion  which  was  participated  in  by  Dr. 


Chas.  S.  Vivian  of  Phoenix,  with  Dr.  Cain 
closing. 

The  next  paper  was  by  Dr.  M.  C.  Hard- 
ing, of  San  Diego,  who  discussed  “Bunions: 
Different  Types,  Different  Treatment.” 
This  paper  was  illustrated  by  lantern  slides 
showing  the  various  conditions  treated.  In 
the  absence  of  Dr.  Edgar  H.  Brown,  of 
Phoenix,  on  account  of  sickness,  the  dis- 
cussion was  opened  by  Dr.  R.  D.  Kennedy 
of  Globe,  continued  by  Dr.  D.  F.  Harbridge, 
of  Phoenix,  Dr.  A.  E.  Gallant  of  Los  An- 
geles, with  closing  discussion  by  Or.  Hard- 
ing. 

The  next  paper  on  the  program  was  on 
“Pathology  and  Classification  of  Appendi- 
citis.” by  Drs.  Harlan  P.  Mills  and  W.  War- 
ner Watkins,  of  Phoen’x.  based  on  study  of 
records  of  350  patients  operated  at  St.  Jos- 
eph’s Hospital  during  three  years.  Dr. 
Watkins  asked  permission  to  give  up  the 
time  allotted  this  paoer  to  Dr.  Alfred  E. 
Gallant  of  Los  Angeles,  who  was  present 
and  had  a moving  picture  illustrating  treat- 
ment of  fractures.  This  was  granted  by 
the  Association,  and  the  paper  was  read 
by  title. 

Dr.  Charles  S.  Vivian,  president  of  the 
Association,  at  this  time  gave  the  Presi- 
dent’s Address  on  the  subject.  “Congenital 
Valvular  Obstruction  of  the  Posterior  Ure- 
thra.” This  address  appears  elsewhere  in 
this  issue  of  SOUTHWESTERN  MEDI- 
CINE. There  was  no  discussion  called  for. 

The  next  presentation  was  paper  by  Dr. 
Sterling  N.  Pierce  of  Los  Angeles,  on  “The 
Low  or  Cervical  Transperitoneal  Cesarean 
Section.”  This  very  interesting  paper  was 
freely  illustrated  by  beautifully  colored  lan- 
tern slides  showing  the  various  stages  of 
the  operation.  The  discussion  was  opened 
by  Dr.  Joseph  M.  Greer  of  Mesa;  it  was 
continued  bv  Dr.  A.  J.  McIntyre  of  Phoe- 
nix, Dr.  R.  D.  Kennedy  of  Globe,  Dr.  Wil- 
lard Smith  of  Phoenix,  Dr.  A.  C.  Carlson  of 
Jerome,  Dr.  C.  A.  Thomas  of  Tucson,  Dr. 
C.  E.  Irwin  of  Miami,  Dr.  Chas.  S.  Vivian 
of  Phoenix,  with  closing  remarks  by  Dr. 
Pierce. 

Afternoon  Session,  April  23. 

The  first  presentation  in  the  afternoon 
was  the  moving  picture  and  paper  by  Dr. 
A.  E.  Gallant,  of  Le=  Angeles,  on  “Treat- 
ment of  Fractumes  about  the  Shoulder.”  The 
discussion  of  this  presentation  was  opened 
by  Dr.  R.  D.  Kennedy  of  Globe,  continued 
by  Dr.  H.  C.  Harding  of  San  Diego,  with 
Dr.  Gallant  closing. 

The  next  paper  was  by  Dr.  Clarence  E. 
Rees  of  San  Diego,  Calif.,  on  “Cautery  in 
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Treatment  of  Cancer,”  advocating  the  use 
of  the  Percy  cautery  in  various  forms  of 
malignancy  and  pre-cancerous  lesions.  The 
discussion  was  opened  by  Dr.  C.  A.  Thomas 
of  Tucson,  continued  by  Dr.  A.  E.  Gallant 
of  Los  Angeles,  with  Dr.  Rees  closing. 

The  final  paper  of  the  scientific  program 
was  by  Dr.  E.  W.  Phillips  of  Phoenix,  on 
“Orris  Coryza,”  presenting  the  results  of 
extensive  original  researches  into  the  rela- 
tion between  orris  sensitivity  and  coryza. 
The  discussion  was  opened  by  Dr.  Charles 
S.  Kibler  of  Tucson,  continued  bv  Dr.  0.  H. 
Browm  of  Phoenix.  Dr.  D.  F.  Harbridge  of 
Phoenix,  Dr.  M.  C.  Harding  of  San  Diego, 
with  closing  summary  by  Dr.  Phillips. 

This  closed  the  scientific  program,  and 
the  general  scientific  session  adjourned. 

MEETINGS  OF  THE  COUNCIL 

The  first  meeting  of  the  Council  was  held 
at  the  Elks’  Club,  at  9 a.  m.,  April  21st, 
with  the  following  present: 

George  A.  Bridge,  president,  chairman. 

Charles  S.  Vivian,  president-elect. 

D.  F.  Harbridge,  secretary- 

C.  E.  Yount,  treasurer. 

W.  C.  Todt,  councilor  northern  district. 

W.  W.  Watkins,  councilor  central  district. 

Minutes  of  the  last  meeting  of  the  Coun- 
cil, held  in  Globe  in  1926,  were  read  bv  the 
secretary.  Correction  of  the  entry  relative 
to  the  Associate  Editor  was  asked  for  by 
Dr.  Watkins.  The  Editor  in  Chief  of  South- 
western Medicine  is  appointed  bv  the  Board 
of  Managers,  which  office  was  held  by  him 
(Dr.  Watkins).  Dr.  0.  H.  Brown.  Associate 
Editor,  is  the  official  representative  of  the 
Arizona  State  Medical  Association  on  the 
editorial  staff.  With  this  correction,  the 
minutes  were  approved. 

The  report  of  the  Secretary  was  present- 
ed as  follows: 

The  usual  routine  business  of  the  office  has  been 
carried  on.  Preparation  and  forwarding  to  the 
American  Medical  Association  the  annual  roll  ot 
membership,  the  answering  of  an  endless  amount  of 
correspondence,  the  filling  of  questionaires  and  in- 
formation relative  to  hospitals,  nurses,  sanatoria, 
homes,  etc.,  has  been  taken  care  of.  Much  thought 
and  effort  was  given  to  a consideration  of  the  draft 
of  the  new  constitution  and  by-laws,  periodic  health 
examination,  conferring  with  the  committee  on  pub- 
lic welfare,  radio  talks  in  conjunction  with  the  Mari- 
copa County  Medical  Society,  etc. 

During  the  absence  of  the  president  and  secre- 
tary, a special  meeting  of  the  House  of  Delegates 
was  called  by  President-Elect  Dr.  Charles  S Vivian, 
for  a consideration  of  the  fee  schedule  of  the  Ari- 
zona Industrial  Commission.  At  a later  conference 
with  the  Industrial  Commission,  for  final  ratifica- 
tion of  this  schedule,  the  secretary  was  present. 

The  secretary  confesses  to  inefficiency  in  not  se- 
curing a seal  as  directed  by  the  last  session.  He  ex- 
pects to  attend  to  this  matter  very  shortly.  In  this 


connection,  the  secretary  recommends  that  he  be  au- 
thorized to  secure  a proper  form  of  charter  to  be  is- 
sued to  each  component  county  society. 

The  accompanying  report  sets  forth  the  funds  re- 
ceived in  the  collection  of  annual  dues  and  also  the 
expenditures  vouched  for: 

Dues  collected  by  the  secretary  and  transmitted 
to  the  treasurer,  from  April  25,  1926,  to  April  16, 


1927: 

May  27,  1926 

June  2,  ” 

Sept.  2,  ” 

Sept.  2,  ” 

Sept.  7,  ” 

Sept.  8,  ” 

Nov.  2,  ” 

Nov.  9,  ” 

Dec-  28,  ” 

Jan.  8,  1927 

Jan.  17,  ” 

Feb.  1,  ” 

Feb.  10,  ” 

Feb.  10,  ” 

Feb.  17,  ” 

Feb.  18,  ” 

Feb.  21,  ” 

Feb.  25,  ” 

Feb.  25,  ” 

M’h  5,  ” 

M’h  8,  ” 

M’h  11,  ” 

M’h  30,  ” 

M’h  30,  ” 

M’h  30,  ” 

Apr.  1,  ” 

Apr.  1,  ” 

Apr.  3,  ” 

Apr.  8,  ” 

Apr.  9„  ” 

Apr- 14,  ” 

Apr.  16,  ” 


Mai'icopa  county  $20.00 

Santa  Cruz  county  10.00 

Mohave  county  10.00 

Cochise  county  90.00 

Yuma  county  10.00 

Yavapai  county  10.00 

Maricopa  county  40.00 

Greenlee-Graham  county  10.00 

Maricopa  county  20.00 

Coconino  county  60.00 

Greenlee-Graham  county  60.00 

Navajo-Apache  county  50.00 

Navajo-Apache  county  10.00 

Yuma  county  20.00 

Gila  county  230.00 

Cochise  county  220.00 

Yuma  county 70.00 

Yavapai  county  80.00 

Navajo-Apache  county  10.00 

Yuma  county  10.00 

Navajo-Apache  county  10.00 

Yavapai  county  30.00 

Cochise  county  10.00 

Mohave  county 30-00 

Pima  county  330.00 

Maricopa  county  800.00 

Maricopa  county  10.00 

Yavapai  county  30.00 

Pima  county  10.00 

Yavapai  county  10.00 

Santa  Cruz  county  40.00 

Yavapai  county  40.00 


TOTAL $2390.00 

Warrants  drawn  on  the  General  Fund,  during  the 
period  from  April  25,  1926,  to  April  16,  1927: 

Apr.  27,  1926 — J.  H.  McWhorter 

(reporting  1926  meeting) $125.00 

May  6,  1926 — 'Southwestern  Medi- 
cine (subscriptions) 468.00 

May  10,  1926 — American  Medi- 
cal Ass’n  (Periodic  Health 

Examination  pamphlets  19.92 

June  4,  1926 — Martindell,  Horne  & Co., 

(Treasurer’s  bond)  25.00 

Sept.  4,  1926 — Masonic  Temple 
(rent  for  special  meeting  House 

of  Delegates)  , 10.00 

Sept.  14 — W.  D.  O’Neil  (expense  of 

special  meeting)  27.05 

Sept.  18 — W.  D.  O’Neil  (expense  of 
Committee  on  Conference  with 

Industrial  Commission)  5.15 

Oct.  2 — Central  Florists  (floral 

tributes  for  members  15.00 

Dec.  9 — D.  F.  Harbridge  (expense 

secretary’s  office)  60.00 

Jan.  11,  1927 — A.  C.  Taylor  Print- 
ing Co.  (fee  schedules  of  In- 
dustrial Commission)  16.50 

Jan.  18 — A.  C-  Taylor  Print- 
ing Co.  (office  exp.)  3.25 

Feb.  22,  1927 — St.  Louis  Button 
'Co.  (badges  for  1927  meeting)  29.10 
April  14,  1927 — A.  C.  Taylor  Print- 
ing Co.  (programs)  28.00 


TOTAL 


853.65 
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Warrants  drawn  on  Medical 
Defense  Fund : 

Jan. 21, 1927 — Sloan,  Holton  & Scott 


(Melick-Rounseville  case)  95.45 

Annual  retainer  100.00 


195.45 

Report  of  the  Treasurer  was  presented, 
with  full  explanation  of  the  various  items 
and  method  of  handling  funds.  Detailed 
report  is  as  follows: 

To  the  Council  and  House  of  Delegates,  Arizona 
State  Medical  Association : 

Gentlemen:  I present  herewith  Treasurer’s  report 
for  the  year  ending  April  16,  1927.  (Books  closed 
this  date.) 


GENERAL  STATEMENT 

Total  Receipts,  all  sources: 

Balance  General  P und,  1926,  81,291.38 
(Of  this  amount  $500.00  is 
to  be  transferred  to  De- 
fense Fund). 

Dues,  1926  (242  members  at 

810.00)  2,420.00 

Defense  Fund  3,066.72 

Savings  Fund  5,285.69 


Total.  Receipts  all  funds.. .12,063.79 
Total  Disburs.  all  funds....  1,176.72 


Total  balance  all  funds 810.887.07 

ANALYSIS  AND  STATEMENT  BY  FUNDS 

( 1 )  General  Fund : 

Receipts  all  sources — balance 

from  1926  81,291.38 

242  members  pro  rated  at  84.00 

General  Fund  . 968  00 

242  members  pro  rated  at  80-00 

Medical  Defense  1,452.00 


Total  Receipts  Gen.  Fund  83.711.36 

Disbursements,  Duly  Authorized,  Paid  from 
General  Fund: 

A.  C.  Tavlor  Printing  Co 8 15.00 

■T.  H.  McWhorter  125.00 

Southwestern  Medicine  468.00 

American  Medical  Association  19.92 

Martindell,  Horn  & Co., 

treasurer’s  bond  25.00 

Rent  hall,  special  meeting, 

House  of  Delegates  10.00 

Typing,  W.  D-  O’Neil  27.05 

Multigraphing,  O’Neil  5.15 

Central  Florist- — Dr.  Ancil 

Martin’s  funeral  15.00 

W.  D.  O’Neil,  mimeographing  1 1.68 

D.  F.  Harbridge,  sec.  expense  60.00 

A.  C.  Taylor  Printing  Co 19.75 

Sloan,  Hatton,  McKesson  & Scott  195.45 

St.  Louis  Button  Co 28.53 

St.  Louis  Button  Co -57 


1,026.10 

Liquidated  Medical  Defense 

Account  to  date  1,526.55  2,552.65 


Bal.  in  Bank  of  Arizona,  Gen.  Fund  81,158.73 

( 2 )  Defense  Fund : 

Bal.  (in  Yavapai  County  Sav- 
ings Bank,  from  1926  report  $2,955.66 


Interest  June  30,  1926  50.94 

Interest  December  31,  1926  ....  60.12 

TOTAL  $3,066.72 


(3)  Savings  Fund: 

Bal.  from  1926  report  $5,077.38 

Interest  June  30,  1926  101.54 

Dec.  17,  1926,  semi-annual  cou- 
pons from  bonds  106.21 

Interest  December  31,  1926  ....  .56 

April  16,  1927,  Bal.  due  from 

General  Fund  1,526.55 


Total  receipts  Sav.  Fund  . .86,812-24 
Disbursements  Savings  Fund: 

July  6,  1926,  U.  S. 

Bonds  First  Lib- 
erty Loan  414%  $5,000.00 
Purchase  of  bonds  146.62 
Rent  of  Safety 

Deposit  Box  4.00  5,150.62 


Balance  in  Yavapai 
County  Savings  Bank 

Credit  of  Savings  Account  1,661.62 

(4)  Total  Amount  Available  for 
Medical  Defense: 

Defense  Fund  $3,066.72 

Savings  Fund  1,661.62 

U.  S.  Bonds, 

First  Lib.  Loan  5,000.00  9,728.34 


(5)  Total  Earnings  Interest 
Coupons  since  last  report: 

Defense  Fund  8 111.06 

Savings  Fund  102-10 

Coup.  U.  S.  B’ds  106.21  319.37 


(6)  General  Fund- — Clearing 
to  Medical  Defense: 

From  Medical  Defense,  1926 


Report  $ 500.00 

Medical  Defense,  242 
members  for  1927, 
at  86.00  ..  1,452.00 


$1,952.00 

Paid  out  of  Gen. 

Fund,  Med. 

Defense,  1926  $230.00 

Paid  out  of  Gen. 

Fund  for  Med. 

Defense,  1927  . 195.45  425-45  *$1,526.55 


81,526.55  by  check  April  16,  1927,  from  General 
Fund  to  Savings  Fund. 

(7)  Total  Expenses  Shown,  Charged 
Against  the  Proper  Funds: 

General  Fund S 830.65 

Charged  to  Medical 
Defense  Attoimey’s 

Fee,  1927  195.45 

Savings  Fund,  Pur- 
chase of  Bonds  ....  146.62 

Savings  Fund,  Saf- 
ety Deposit  Box  4.00 


$1,176.72 

Gross  Receipts  all  sources  ....$12,063.79 
Total  expense  1,176.72 


Total  Balance  all  funds  $10,887.07 

(8)  List  of  U.  S.  Liberty  Loan  ( Converting ) Bonds 

414%  Purchased  July  6 1926: 

Denomination  Serial  Number 

100  D-00611504 

100  B-00885317 

100  A -00885316 

100  D-00767759 

100  E-00767760 

500  E -00185115 
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500  E-00185125 

500  A-00185126 

1000  C-00100648 

1000  E-00181905 

1000  C-00135013 


(9)  Recommendations: 

1.  That  your  Treasurer  always  be  a bonded  of- 
ficer. 

2.  On  the  basis  of  our  funds  and  bonds  having 
earned  S319.37  for  1927 — while  our  Medical  Defense 
for  that  period  cost  only  S195.45,  I would  recom- 
mend to  the  Medical  Defense  Committee  the  feasi- 
bility of  a reduction  in  annual  dues  to  S8.00. 

Respectfully  submitted, 

C.  E-  YOUNT,  Treasurer. 

Dr.  Yount  stated  that,  inasmuch  as  it 
was  necessary  to  inspect  bank  records  in 
Prescott,  the  auditing  of  the  treasurer’s 
records  had  to  be  done  there.  He  had, 
therefore,  asked  Dr.  John  W.  Flinn  to  act 
as  an  unofficial  auditor,  which  he  had  done. 

Upon  motion  the  report  was  approved, 
and  Dr.  Flinn’s  service  as  auditor  accepted 
as  official  and  approved  by  the  Council. 
The  recommendation  appended  to  the  re- 
port, with  reference  to  dues  was  not  acted 
upon. 

Dr.  Watkins’  offer  to  serve  as  reporter 
for  the  session,  for  the  sum  of  $125.00  to 
be  paid  to  Southwestern  Medicine,  was  ac- 
cepted by  vote. 

The  second  meeting  of  the  Council  was 
held  April  23,  at  9 a.  m.,  in  the  Elks’  Club, 
with  Charles  S.  Vivian,  President,  in  the 
chair;  present:  George  A.  Bridge  (retiring 
president),  D.  F.  Harbridge  (secretary), 
W.  C.  Todt  and  W.  W.  Watkins  (councilors) . 

Upon  motion,  Dr.  Orville  H.  Brown,  of 
Phoenix,  was  appointed  Associate  Editor 
of  Southwestern  Medicine. 

Motion  was  made  and  voted,  that  the 
president  and  secretary  of  the  Association 
be  the  representatives  on  the  Board  of  Man- 
agers of  Southwestern  Medicine. 

With  regard  to  the  matter  of  budget 
which,  under  the  new  constitution,  the 
Council  is  expected  to  present  to  the  House 
of  Delegates  for  approval,  it  was  decided  to 
ask  the  House  of  Delegates  to  approve  the 
necessary  expenses  of  the  Association,  with- 
out budget,  for  the  coming  year,  as  the 
time  is  too  short  to  make  up  a proper 
budget  for  this  year. 

Council  adjourned  sine  die. 

D.  F.  HARBRIDGE, 

Secretary. 

HOUSE  OF  DELEGATES 
First  Meeting,  April  21,  4 p,  m. 

Present: 

President — Chas.  S.  Vivian. 

Secretary — D.  F.  Harbridge. 

Treasurer — C.  E.  Yount. 

Councilors — W.  C.  Todt  (Northern  District). 

W.  W.  Watkins ( Central  District.) 


DELEGATES 

Cochise  county — Geo.  A.  Bridge  and  John  Cook. 

Coconino  county — F.  P.  Manning. 

Yavapai  county — John  W.  Flinn  and  R.  N.  Looney. 

Maricopa  county — H.  T.  Bailey,  O.  H.  Brown,  J. 
M.  Greer*  A.  J.  McIntyre,  Victor  Randolph,  Willard 
Smith,  A.  A.  Shelley,  j.  J.  McLoone. 

Pima  county — J.  I.  Butler,  Meade  Clyne. 

Gila  county — R.  D.  Kennedy,  N.  D.  Brayton,  C.  E. 
Irwin. 

Yuma  county — H.  A.  Reese,  H.  D.  Ketcherside. 

Santa  Cruz — V.  A.  Smelker. 

Minutes  of  the  previous  meetings  of  the 
House  of  Delegates  tvere  presented  by  the 
secretary,  and,  with  one  correction,  were 
approved. 

President  appointed  the  following  Com- 
mittee on  Necrology:  Drs.  J.  I.  Butler  of 
Tucson,  V.  A.  Smelker  of  Nogales  and  H. 
A.  Reese  of  Yuma. 

Motion  made  by  R.  D.  Kennedy  that  the 
president  be  authorized  to  appoint  the  dele- 
gate to  the  American  Medical  Association; 
motion  was  seconded  and  carried. 

The  special  Committee  on  Revision  of  the 
Constitution  (Drs.  D.  F.  Harbridge,  O.  H. 
Brown  and  W.  W.  Watkins)  reported 
through  Dr.  Harbridge,  and  presented  a 
draft  of  the  proposed  new  Constitution  and 
By-Laws  for  action  by  the  House  of  Dele- 
gates. Dr.  Harbridge  explained  that  this 
special  committee  was  appointed  a year  ago 
to  study  the  model  constitution  of  the 
American  Medical  Association  and  recom- 
mend such  changes  as  they  might  see  fit. 

Dr.  Flinn  stated  that,  inasmuch  as  the 
delegates  had  not  had  time  or  opportunity 
to  study  this  proposed  new  constitution  and 
by-laws,  it  could  hardly  be  acted  upon  in- 
telligently without  consuming  much  valu- 
able time.  He  made  motion  that  each  coun- 
ty delegation  be  supplied  with  a copy  of 
this  report,  and  that  a committee  of  five 
members  of  the  House  of  Delegates  be  asked 
to  make  a special  study  of  the  report  and 
proposed  constitution  and  report  their  rec- 
ommendations at  the  next  meeting  of  the 
House.  In  this  way  a more  general  knowl- 
edge of  the  proposed  constitution  and  by- 
laws would  be  secured  and  the  House  of 
Delegates  could  vote  more  intelligently. 
This  motion  was  seconded  and  carried  with- 
out dissenting  vote.  The  chair  appointed 
on  this  committee  Drs.  John  W.  Flinn 
(chairman),  W.  C.  Todt,  Meade  Clyne, 
George  A.  Bridge  and  W.  W.  Watkins. 

Report  of  the  Editor  of  the  Journal  was 
called  for  and  given  by  Dr.  Watkins,  as  fol- 
lows : 

The  official  representative  of  this  Association  on 
the  editorial  staff  of  Southwestern  Medicine  is  Dr. 
O.  H.  Brown,  associate  editor.  As  indicated  to  the 
Council  - this  morning,  the  editor-in-chief  of  your 
journal  is  appointed  by  the  Board  of  Managers  of 
the  journal-  However,  since  I am  a little  more  con- 
versant with  the  business  affairs  of  the  journal,  I 
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will  make  a brief  report.  The  appointment  of  Dr. 
Brown  as  associate  editor  has  materially  strength- 
ened the  editorial  staff.  He  has  taken  charge  of  the 
book  reviews  and  reviews  of  current  literature,  two 
departments  which  require  considerable  work,  and 
which  had  never  before  received  proper  attention. 

The  journal  has  been  enlarged  by  eight  pages  an 
issue,  over  last  year,  by  virtue  of  a more  favorable 
arrangement  with  our  publishers.  We  have  a very 
excellent  publisher,  who  takes  personal  interest  and 
pride  in  this  magazine,  and  who  is  very  generous  in 
his  business  dealings  with  the  editorial  office.  There 
has  been  a recent  change  in  style  in  the  journal, 
which  we  think  improves  the  appearance  of  the  prod- 
uct; the  headings  are  now  single  column  instead  of 
double;  the  paper  has  been  improved,  and  with  the 
enlarged  issues,  our  magazine  stands  high  among 
the  constituent  state  journals  of  the  country. 

Report,  of  the  Program  Committee:  Dr. 
Charles  S.  Vivian,  chairman  of  the  com- 
mittee, reported  as  follows: 

The  innovation  was  tried,  this  year,  of  having  the 
president-elect  serve  as  chairman  of  the  program 
committee,  believing  that  there  would  be  a decided 
advantage  to  him,  in  presiding,  if  the  program  were 
one  which  had  been  in  his  charge  throughout.  The 
actual  report  of  the  committee  is  represented  by  the 
program,  of  which  the  committee  feels  proud.  At- 
tempt was  made  to  secure  synopsis  of  every  paper, 
and  much  time  and  some  money  was  spent  on  this 
effort,  which  was  well  rewarded,  as  the  finished 
program,  with  brief  synopsis  of  nearly  every  paper, 
was  distributed  through  the  journal  thirty  days  in 
advance  of  the  meeting. 

Whether  the  experiment  of  having  the  president- 
elect chairman  of  this  committee  is  a good  idea  or 
not,  is  for  you  to  decide.  Personally,  I feel  that  his 
keen  interest  in  the  coming  meeting,  over  which  he 
is  to  preside,  will  assure  a personal  interest  which 
will  result  in  a better  program  than  would  any  oth- 
er arrangement. 

Report  of  the  Committee  on  Medical  De- 
fense, from  Dr.  John  E.  Bacon,  chairman, 
was  read,  as  follows: 

The  Committee  on  Medical  Defense,  composed  of 
Drs.  John  E.  Bacon,  chairman,  F.  T.  Wright  and  D. 
F.  Harbridge,  have  been  in  communication  relative 
to  defense  cases  on  numerous  occasions.  The  past 
year  certainly  has  been  a most  fortunate  one  for 
members  of  the  Association,  both  financially  and 
because  of  the  fact  that  no  new  cases  have  been 
entered. 

Two  cases  are  now  pending:  One,  Bobbie  Waugh 
vs.  Dr.  L.  S-  Campbell  of  Yuma;  the  other  Jack 
Flannigan  vs.  Dr.  P.  A.  Melick  of  Williams.  Both 
look  very  much  as  if  they  would  be  dismissed  by  the 
court. 

The  total  expense  for  the  year  was  $195.45  The 
Medical  Defense  Fund  is  developing  so  splenaidly 
that  if  we  can  maintain  our  present  progress  for 
about  five  years  longer,  we  likely  will  have  a sinking 
fund,  the  interest  from  which  will  defray  all  expens- 
es of  this  department  of  our  activity.  The  accom- 
panying letter  from  our  attorneys  (Sloan,  Holton, 
McKesson  & Scott)  gives  a brief  review  of  their  ac- 
tions on  our  behalf : 

“We  beg  to  report  as  follows  on  the  pending  mal- 
practice cases  in  the  state  of  Arizona: 

“The  case  of  Bobbie  Waugh  vs.  Dr.  L.  S.  Campbell, 
of  Yuma,  was  filed  early  in  January,  1926.  We  at- 
tacked the  insufficiency  of  the  complaint  by  appro- 
priate pleading  and  appeared  before  the  court  and 
argued  the  same.  Thereafter  the  plaintiff  filed  an 
amended  complaint,  which,  however,  did  not  as  we 
view  it  cure  the  defects  in  his  original  complaint. 

“There  has  been  no  further  activity  on  the  part  of 
the  plaintiff  or  his  attorneys  with  respect  to  this 


case  since  the  filing  of  the  amended  complaint,  and 
it  is  apparent  that  the  case  will  die  a natural  death 
unless  some  activity  is  shown  within  the  next  few 
months,  as  the  case  is  subject  to  being  dismissed 
for  want  of  prosecution  at  the  expiration  of  two 
years  from  the  date  of  filing  the  same. 

“The  case  of  Jack  Flannigan  vs.  Dr.  A.  C.  Roume- 
ville  and  Dr.  P.  A.  Melick  was  filed  in  March,  1926. 
We  attacked  the  sufficiency  of  this  complaint  by 
appropriate  demurrers  and  motions  and  argued  the 
matter  before  Judge  Jones  of  Flagstaff,  with  the 
result  that  an  order  was  made  by  Judge  Jones  that 
the  complaint  be  amended  as  to  certain  essential 
matters.  An  amended  complaint  was  filed  and  the 
matter  was  allowed  to  rest  for  several  months.  How- 
ever, recently  the  plaintiff  has  endeavored  to  have 
the  matter  set  down  for  trial.  This  was  not  done, 
however,  upon  the  showing  made  by  us  that  Dr. 
Melick  is  ill  and  unable  to  attend  the  trial. 

“In  that  connection  it  might  be  well  to  state  that 
there  has  been  a suggestion  on  the  part  of  the 
plaintiff  that  a compromise  will  be  accepted  by 
him,  but  we  have,  as  representatives  of  the  Medi- 
cal Association,  given  the  plaintiff  to  understand 
that  there  will  be  no  compromise  in  this  case.  This 
is  upon  the  theory  that  it  would  be  an  extremely 
bad  precedent  to  compromise  any  malpractice  case 
in  this  state.  As  the  matter  now  stands  our  record 
is  very  good  in  these  cases,  as  no  contested  case 
has  ever  resulted  in  a verdict  for  the  plaintiff  in 
the  state  of  Arizona  so  far  as  we  know,  and  so 
long  as  that  condition  exists  it  will  have  a very 
salutary  effect  upon  the  bringing  of  further  litiga- 
tion.” 

Motion  that  this  report  be  accepted  as 
read  was  made  by  Dr.  A.  A.  Shelley,  and 
voted  without  dissenting  voice. 

Report  of  Councilors:  Dr.  W.  C.  Todt, 

councilor  of  the  northern  district,  reported 
that  he  has  not  made  official  visits  to  any 
county  societies  in  his  district,  as  none  of 
them,  except  Yavapai  County,  hold  meet- 
ings. 

Dr.  W.  W.  Watkins,  councilor  of  the  mid- 
dle district,  reported: 

That  he  has  not  made  visits  to  any  county  outside 
of  Maricopa,  as  he  could  not  secure  information  as 
to  when  they  were  going  to  meet.  Negotiations  are 
pending  with  some  of  the  doctors  in  Graham  county, 
looking  to  an  organization  of  a county  society  there. 
This  will  probably  be  done  some  time  this  year. 

The  matter  of  Councilor  District  Societies  has  been 
given  some  attention.  This  is  a subject  which  was 
discussed  at  some  length  in  the  annual  conference  of 
secretaries  of  state  associations,  in  Chicago  last 
November.  It  would  seem  that  it  might  well  be 
done,  with  a one  day  meeting  once  or  twice  a year  in 
each  of  the  districts.  In  the  northern  district,  for 
example,  a councilor  district  society  at  Flagstaff 
might  help  to  bring  together  the  men  of  the  north- 
ern counties,  when  they  would  have  no  other  meeting- 
The  type  of  meeting  could  vary  with  the  conditions 
in  each  district.  The  ideal  meeting  which  has  been 
tried  in  other  states  combines  a clinical  program 
with  a few  papers  and  a social  gathering  lasting  one 
day.  Such  societies  can  be  organized  by  the  coun- 
cilors, or  the  council,  only  when  approved  by  the 
House  of  Delegates. 

Dr.  R.  D.  Kennedy  moved  the  approval 
of  the  proposal  to  organize  councilor  dis- 
trict societies  where  the  county  societies 
are  favorable  to  the  idea.  Motion  was  sec- 
onded and  carried. 

Under  the  item  of  New  Business,  Dr.  J. 
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J.  McLoone  reported  upon  the  status  of  the 
Lye  Caustic  Bill. 

This  bill  is  a model  law,  pj-oposed  by  a special 
committee,  and  provides  for  the  labeling  of  caustic 
alkalies  as  poisonous.  The  bill  has  passed  congress 
and  the  legislatures  of  fifteen  states.  The  bill  was 
introduced  into  the  senate  ( Arizona  )}  passed  by  the 
committee  of  the  whole  favorably.  It  was  subse- 
quently objected  to  by  certain  grocers;  their  objec- 
tions were  met  and  withdrawn.  Bill  again  was  ap- 
proved and  recommended  out  of  the  committee,  but 
in  the  closing  turmoil  of  the  legislature,  bill  was 
side-tracked. 

Dr.  McLoone  made  motion  that  this  As- 
sociation go  on  record  as  heartily  approv- 
ing this  bill  and  urging  its  passage  on  the 
ground  that  it  is  a life-saving  measure, 
which  will  cost  no  one  anything  and  to 
which  there  is  no  objection  by  any  person 
or  organization. 

Motion  was  seconded  by  Dr.  Bailey  and 
carried  unanimously. 

Session  adjourned  to  meet  at  4 p.  m., 
April  22nd. 

Second  Session,  House  of  Delegates. 

Friday,  April  22,  1927,  4 p.  m. 

Called  to  order  by  President,  Chas.  S. 
Vivian. 

Present  at  roll  call: 

President — Chas.  S.  Vivian. 

Secretary — D.  F.  Harbridge. 

Councilors — W.  C.  Todt  and  W.  W.  Watkins. 

Cochise  county — Geo-  A.  Bridge,  John  Cook. 

Coconino  county — F.  P.  Manning. 

Yavapai  county — John  W.  Flinn,  R.  N.  Looney. 

Navajo  county — John  R.  Walls. 

Maricopa  county — O.  H.  Brown,  J.  M.  Greer,  A.  J. 
McIntyre,  Willard  Smith,  A.  A.  Shelley,  Victor 
Randolph,  R.  J.  Stroud- 

Pima  county — J.  E.  Huffman,  W.  V.  Whitmore,  C. 
A.  Thomas,  J.  I.  Butler. 

Yuma  county — H.  D.  Ketcherside,  H.  A.  Reese. 

Gila  county — R.  D.  Kennedy,  C.  E-  Irwin. 

Santa  Cruz  county — V.  A.  Smelker. 

Report  of  the  Committee  on  Public  Wel- 
fare was  called  for.  No  report  presented. 

Report  of  Special  Committee  on  Constitu- 
tion was  called  for.  Dr.  Flinn  recited  the 
history  of  the  efforts  to  have  the  constitu- 
tion revised.  For  two  or  three  years  the 
matter  has  been  before  the  Association. 
Last  year  the  model  constitution  of  the 
American  Medical  Association  was  brought 
before  the  House  of  Delegates,  at  their 
meeting  in  Globe,  and  effort  was  made  to 
consider  it  section  by  section.  When  it  be- 
came evident  that  this  would  be  too  time- 
consuming,  by  vote  of  the  House  of  Dele- 
gates a special  committee,  composed  of  Drs. 
Harbridge,  Watkins  and  0.  H.  Brown,  was 
appointed  to  study  this  constitution  and  re- 
port their  recommendations  at  this  meet- 
ing. In  order  to  secure  a more  general 
knowledge  of  the  contents  of  this  report,  it 
was  referred  to  another  committee  of  five 
members,  consisting  of  Drs.  Bridge,  Wat- 
kins, Todt,  Clyne  and  Flinn,  for  further 


study  and  report  at  this  meeting.  The  con- 
clusions of  this  committee  of  five  are  now 
ready  and  in  the  hands  of  Dr.  Bridge.  The 
committee  does  not  think  it  necessary  to 
take  up  each  article  in  detail,  but,  with  your 
permission,  will  pass  over  those  articles  on 
which  both  committees  are  agreed,  and  pre- 
sent only  those  in  which  this  committee  of 
five  recommends  changes  from  the  report 
of  the  original  committee  of  three.  Dr. 
Bridge  will  read  first  the  section  as  pro- 
posed by  the  original  committee,  and  then 
the  modifications  recommended  by  the  com- 
mittee of  five,  after  which  he  (Dr.  Bridge) 
will  move  the  adoption  of  the  report. 

Dr.  Smith  stated  that  he  knew  this  com- 
mittee of  five  had  been  working  on  the  con- 
stitution, because  he  had  heard  them  at  it 
most  of  the  night.  He  did  not  see  where 
the  House  of  Delegates  could  improve  on 
the  work  of  the  committee  and  would  only 
waste  valuable  time  trying  to  discuss  these 
sections.  He,  therefore,  moved  that  the 
House  of  Delegates  accept  and  adopt  the 
Constitution  and  By-Laws  proposed  by  this 
special  committee  of  three,  as  modified  by 
the  committee  of  five,  sight  unseen.  Mo- 
tion was  seconded  and  question  put,  result- 
ing in  unanimous  vote  in  affirmative. 

(The  Constitution  and  By-Laws  went  in- 
to immediate  effect,  the  last  clause  in  the 
by-laws  being  to  the  effect  that,  immediate- 
ly upon  its  adoption,  all  previous  regula- 
tions were  repealed.  The  further  conduct 
of  the  business  affairs  of  the  Association 
were,  therefore,  under  the  new  constitu- 
tion) . 

Dr.  Watkins  called  attention  to  the  fact 
that  the  new  constitution  left  the  manner 
of  nominations  onen  for  any  method  which 
the  House  of  Delegates  might  choose  ; that 
there  were  some  matters  connected  with 
the  selection  of  officers  which  it  seemed 
might  wisely  be  considered  by  a committee; 
therefore,  he  moved  that  a Nominating 
Committee,  composed  of  Dr.  Whitmore, 
chairman,  Dr.  Flinn  and  Dr.  Kennedy  be 
constituted  for  this  meeting,  to  consider 
these  matters  and  make  nominations  for 
officers  for  the  ensuing  year.  Motion  was 
seconded. 

Dr.  Flinn  stated  that  he  thought  it  was 
the  sense  of  the  special  committee  that  it 
would  be  preferable  for  the  Association  to 
follow  the  custom  of  the  past  and  nominate 
officers  from  the  floor,  without  committee 
recommendations.  He  moved  an  amendment 
to  the  motion  that  the  past  custom  of  floor 
nominations  be  followed.  After  consulta- 
tion with  counsel,  the  chair  declared  the 
amendment  out  of  order,  as  it  nullified  the 
original  motion. 
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The  motion  of  Dr.  Watkins  was  put  and 
lost  by  large  majority. 

Dr.  Flinn  then  made  motion  that  nom- 
inations be  made  from  the  floor.  Motion 
was  seconded  and  carried  unanimously. 

No  further  business  coming  before  the 
House,  adjournment  was  taken  until  the 
afternoon  of  April  23rd. 

Open  Meeting  of  House  of  Delegates 
April  23,  1927. 

Roll  call  showed  following  present: 

President — Charles  S.  Vivian. 

Secretary — D.  S.  Harbridge. 

Councilors — W.  C.  Todt,  W.  W.  Watkins. 

Yavapai  county — R.  N.  Looney,  John  W.  Flinn. 

Maricopa  county — O.  H.  Brown,  J.  M.  Greer,  A.  J. 
McIntyre,  Victor  Randolph,  Willard  Smith,  R.  J. 
Stroud- 

Pima  county — I.  E.  Huffman,  W.  V.  Whitmore, 
C.  A.  Thomas. 

Yuma  county — H.  A.  Reese,  George  Shields. 

Gila  county — R.  D.  Kennedy,  C.  E.  Irwin. 

Report  of  Committee  on  Necrologgy  was  called  for. 
Dr.  W-  V.  Whitmore  stated  that  he  had  been  asked 
by  Dr.  Butler,  chairman  of  this  committee,  to  serve 
in  his  stead.  The  committee  found  considerable 
work,  as  there  have  been  eight,  possibly  more,  deaths 
in  the  membership  during  the  past  year.  The  re- 
port is  not  ready,  and  only  a partial  report  can  be 
made. 

The  president  requested  Dr.  Whitmore  to 
continue  as  chairman  of  the  committee, 
complete  the  report  and  send  it  in  for  pub- 
lication with  the  minutes  of  the  meeting, 
or  at  such  time  as  it  may  be  ready. 

Report  of  the  Council:  This  was  given  by 
the  secretary,  who  abstracted  the  treasur- 
er’s report,  read  the  secretary’s  report  and 
the  report  of  the  Medical  Defense  Commit- 
tee. He  stated  that  the  Council  was  unable, 
in  the  short  time  available  since  the  adop- 
tion of  the  new  constitution,  to  make  up  a 
budget  as  provided  in  the  new  by-laws,  and 
asked  permission  from  the  House  of  Dele- 
gates to  continue  the  financial  policy  of  the 
Association,  as  in  the  past,  for  the  coming 
year.  Dr.  0.  H.  Brown,  of  Phoenix,  had 
been  appointed  Associate  Editor  of  South- 
western Medicine,  and  the  president  and 
secretary  of  the  Association,  ex-officio 
members  of  the  Board  of  Managers  of  that 
journal. 

Motion  by  Dr.  Kennedy  that  the  Report 
of  the  Council  be  accepted,  and  the  request 
of  the  secretary  relative  to  financial  policy 
be  granted.  Seconded  and  carried  unani- 
mously. 

The  president  stated  that,  under  the  new 
constitution,  the  Committee  on  Public  Wel- 
fare should  be  nominated  by  the  chair  and 
ratified  by  the  House  of  Delegates.  Inas- 
much as  the  member  in  mind  for  the  chair- 
manship of  this  committee  was  not  at  the 
meeting,  and  it  seemed  best  to  consult  with 
him  and  other  proposed  members  of  the 


committee  before  appointing  them,  permis- 
sion was  asked  to  make  these  appointments 
later. 

Motion  by  Dr.  Flinn  that  the  House  of 
Delegates  ratify  the  appointments  of  the 
president,  to  this  committee,  when  he  has 
made  them.  Seconded  and  carried. 

As  member  of  the  Committee  on  Medical 
Defense,  Dr.  John  E.  Bacon  was  nominated 
to  succeed  himself.  Appointment  was  rati- 
fied by  unanimous  vote. 

New  Business:  Dr.  C.  A.  Thomas  pre- 

sented the  matter  of  the  possibility  of  se- 
curing the  aid  of  the  University  of  Arizona 
in  their  Extension  Department,  in  having 
some  post-graduate  work  for  the  physicians 
of  the  state.  If  we  could  work  out  a plan 
whereby  several  nationally  recognized 
authorities  in  medicine  or  surgery  could  be 
brought  to  the  University  and  give  courses 
over  a period  of  five  or  six  days,  it  would 
certainly  seem  to  be  a very  attractive  plan. 
The  University  authorities  are  favorable  to 
the  idea,  but  have  raised  the  question  as  to 
the  degree  and  extent  of  the  interest  which 
would  be  manifested  by  the  medical  profes- 
sion, and  had  asked  how  many  of  the  doc- 
tors would  be  willing  to  register  and  pay  a 
registration  fee  of  $10.00  for  such  a course. 

Dr.  Flinn  said  that  he  was  much  im- 
pressed with  the  idea,  and  moved  that  the 
suggestions  of  Dr.  Thomas  be  referred  to 
the  Council  with  the  approval  of  the  House 
of  Delegates,  and  with  power  to  act.  Mo- 
tion was  seconded  and  unanimously  carried. 

Dr.  Harbridge  called  attention  to  the 
manual  on  periodic  health  examinations 
which  was  mailed  to  all  members  of  the  As- 
sociation. So  far  nothing  has  been  done  in 
this  line  in  the  state.  Moved  that  a com- 
mittee of  three  be  appointed  to  formulate 
definite  plans  and  try  to  get  some  interest 
in  this  work.  Motion  was  seconded  and 
carried. 

President  appointed  on  this  committee 
Drs.  D.  F.  Harbridge  (chairman),  O.  H. 
Brown  and  R.  J.  Stroud. 

Election  of  Officers:  Nominations  for 

President-elect  being  called  for,  Dr.  W.  V. 
Whitmore,  in  nominating  DR.  A.  C.  CARL- 
SON, of  Jerome,  for  this  office,  recalled 
that  his  one  contact  with  Dr.  Carlson  in 
meetings  of  the  Association  had  been  a 
humiliating  one.  At  the  last  meeting  in 
Yavapai  County,  after  delivering  three  ad- 
dresses of  welcome  for  the  Association  in 
Prescott,  the  meeting  moved  to  Jerome.  Dr. 
Carlson,  who  had  recently  been  elected  ma- 
yor of  Jerome,  gave  an  address  of  wel- 
come so  flavored  with  accompanying  re- 
freshments, that  all  Dr.  Whitmore’s  efforts 


MAY,  1927 


231 


were  completely  eclipsed.  Time  does  not 
permit  to  enumerate  all  the  excellent  quali- 
ties which  fit  him  for  this  position,  but 
with  Dr.  Carlson  as  President-elect  and  then 
President,  the  Association  affairs  will  be  in 
excellent  hands.  Nomination  was  second- 
ed by  Dr.  J.  M.  Greer  of  Phoenix. 

Motion  was  made,  seconded  and  carried, 
that  nominations  close  and  the  secretary 
cast  the  unanimous  ballot  of  the  Associa- 
tion for  Dr.  A.  C.  Carlson  as  President- 
elect. 

For  Vice-president  of  the  Association, 
Dr.  C.  A.  Thomas  nominated  Dr.  Hilary  D. 
Ketcherside  of  Yuma.  Dr.  H.  A.  Reese,  of 
Yuma,  seconded  this  nomination.  Motion 
was  made,  seconded  and  carried  that  the 
nominations  close  and  the  secretary  cast 
the  unanimous  ballot  of  the  Association  for 
Dr.  H.  D.  Ketcherside  as  Vice-president. 

For  Secretary  of  the  Association,  Dr.  W. 
C.  Todt  nominated  Dr.  D.  F.  Harbridge. 
Motion  was  made,  seconded  and  carried 
that  the  nominations  close  and  the  presi- 
dent cast  the  unanimous  ballot  of  the  As- 
sociation for  Dr.  Harbridge  as  Secretary. 

Dr.  Harbridge  stated  that  this  will  be 
the  eleventh  year  he  has  served  as  Sec- 
retary. He  knew  very  little  about  the  job 
at  that  time,  but  thought  it  might  be  an 
opportunity  to  help  develop  the  Association. 
The  work  is  done  under  some  disadvantag- 
es, but  if  the  organization  feels  that  he  can 
serve  in  this  capacity,  he  is  willing  to  con- 
tinue, provided  the  Association  will  feel 
perfectly  free  to  make  a change  whenever 
they  so  desire. 

For  Treasurer  of  the  Association,  Dr.  C. 
E.  Yount  was  nominated.  Motion  was  made, 
seconded  and  carried  that  nominations  close 
and  the  secretary  cast  the  unanimous  ballot 
of  the  Association  for  Dr.  Yount  as  treas- 
urer. 

There  was  some  discussion  over  the  of- 
fice of  Councilor  for  the  southern  district, 
looking  toward  the  selection  of  a suitable 
man.  Dr.  C.  A.  Thomas  of  Tucson  was 
finally  selected  by  vote  of  the  House  of 
Delegates. 

The  president  announced  that  Dr.  W.  C. 
Shultz,  of  Tucson,  had  been  appointed  dele- 
gate to  the  American  Medical  Association. 
Motion  was  made,  seconded  and  carried 
that  this  appointment  be  ratified. 

Dr.  Harbridge  nominated  Dr.  John  W. 
FI  inn  as  National  Legislative  Committee- 
man. Motion  made  and  seconded  that  Dr. 
Flinn  be  elected  to  this  office.  Carried. 

With  regard  to  the  place  of  meeting  for 
1928,  Dr.  Huffman  extended  the  invitation 


of  the  Pima  County  Medical  Society  to  hold 
the  meeting  in  Tucson.  Dr.  Todt  made  mo- 
tion that  this  invitation  be  accepted;  mo- 
tion was  seconded  and  carried  unanimously. 

Dr.  O.  H.  Brown  moved  a cordial  vote  of 
thanks  to  the  Yuma  County  Medical  Society 
for  their  lavish  entertainment.  Motion  was 
carried  by  rising  vote. 

Adjournment  was  taken  sine  die. 

D F.  HARBRIDGE, 

Secretary. 
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I)R.  C.  M.  YATER  LEAVES  NEW  MEXICO 

After  many  years  residence  and  practice 
in  New  Mexico,  Dr.  C.  M.  Yater,  of  Ros- 
well, retiring  secretary-treasurer  of  the 
New’  Mexico  Medical  Society  and  Associate 
Editor  of  Southwestern  Medicine,  has  re- 
moved to  Cleburne.  Texas,  to  associated 
in  nractice  there  with  his  two  brothers. 

The  service  which  Dr.  Yater  accom- 
plished for  the  New’  Mexico  Medical  Societv 
is  an  achievement  of  which  any  man  should 
be  proud.  He  practically  reconstructed  the 
organization  during  his  service  of  four  or 
five  years  as  secretary,  bringing  it  from 
the  bottom  of  the  list  in  nronortionate  mem- 
bership to  an  honored  position  near  the  top. 

His  service  to  Southwestern  Medicine 
w’as  no  less  distinguished,  as  Associate  Ed- 
itor. His  interest  in  recording  the  medical 
activities  of  his  state  w’as  keen  and  never 
waned  during  these  years.  It  has  been  a 
real  pleasure  to  work  with  him.  and  the  edi- 
torial office  w’ill  see  this  relation  severed 
with  great  regret.  We  wish  him  many 
years  of  success  in  his  newr  location,  and  in 
this  we  know  that  the  entire  medical  pro- 
fession of  New  Mexico  will  join  heartilv. 

w.  w.  w. 


GOOD  WORK  BY  PHOENIX  CHAMBER 
OF  COMMERCE 

When  the  Wilshire  “Ion-a-co”  health  belt 
fraud  started  to  exploit  the  Arizona  field, 
it  struck  two  or  three  unexpected  snags. 
The  first  one  was  a newspaper  whose  ad- 
vertising policy  excludes  from  its  columns 
palpable  frauds  upon  its  readers.  The 
Arizona  Republican  refused  to  accept  the 
advertising,  and  Wilshire  was  thereby 
barred  from  the  chief  advertising  medium 


of  the  state.  The  broadcasting  stations  of 
Phoenix  next  refused  to  allow  the  broad- 
casting of  direct  propaganda,  although  of- 
fered a handsome  prize  if  they  would  thus 
prostitute  their  service. 

Finally,  the  Phoenix  Chamber  of  Com- 
merce, through  their  Better  Business  Bu- 
reau, took  cognizance  of  the  fraud  and 
started  active  campaign.  Through  their  ef- 
forts, the  Arizona  Gazette,  w’hich  at  first 
accepted  the  advertising,  refused  to  con- 
tinue this.  Wilshire  had  meanwhile,  been 
joined  by  the  Dr.  Crane  Health  Belt  outfit, 
as  it  seemed  that  the  “oickings”  in  this 
field  should  be  good.  The  Chamber  of 
Commerce,  not  content  with  shutting  off 
the  advertising  privileges,  started  proceed- 
ings through  the  county  attorney’s  office. 
The  Crane  outfit  have  folded  their  tents 
and  flitted.  Ion-a-co  will  probably  hold  on 
awhile  longer,  but  the  field  has  been  spoiled 
for  them. 

It  is  a very  refreshing  incident  to  see  the 
business  men  of  a community  take  the  in- 
itiative against  a medical  fraud,  asking 
only  from  the  medical  profession  their  opin- 
ion as  to  the  value  of  the  appliance  or  rem- 
edy. The  Better  Business  Bureau  in  Phoe- 
nix used,  as  their  chief  source  of  informa- 
tion, the  magazine  of  the  American  Medical 
Association, — “Hygeia.” 


NEW  MEXICO  STATE  PUBLIC  HEALTH 
ASSOCIATION 

The  Annual  Meeting  of  the  New  Mexico 
State  Public  Health  Association  will  be  held 
this  year  at  Taos,  N.  M.,  on  June  2nd  and 
3rd.  This  is  a very  active  organization  and 
an  excellent  program  will  be  presented. 
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DEATHS  IN  ARIZONA 

The  Committee  on  Necrology,  appointed 
at  the  Yuma  meeting,  found  themselves 
faced  with  the  sad  obligation  of  recording 
suitable  resolutions  for  no  fewer  than  nine 
members  of  the  Association  who  had  died 
during  the  year,  two  of  them  while  the  As- 
sociation was  in  session. 

On  the  first  day  of  the  meeting,  word 
was  received  that  Dr.  Philip  B.  Newcomb 
of  Tucson  had  died  very  suddenly.  The  ex- 
pressions of  sympathy  and  regret  of  the 
Pima  County  Society  will  be  found  else- 
where in  this  issue. 

On  the  last  dav  of  the  meeting.  Dr. 
Leonard  Wood  of  Miami,  Ariz.,  a member 
of  the  Gila  Countv  Society,  died,  after  an 
illness  of  several  days. 

Among  the  deaths  of  the  past  year,  al- 
readv  recorded  in  this  journal,  are  those 
of  Drs.  Aneil  Martin.  F.  W.  Baum.  L.  D. 
Dameron,  and  -T.  A.  Ollerton,  all  of  Mari- 
copa County:  B.  G.  Fox  of  Gila  Countv: 
Charles  F.  Hawley  of  Cochise  Countv;  H. 
W.  Purdv  of  Santa  Cruz  County,  Charles 
L.  Edmundsonn,  of  Cochise  County. 

On  the  evening  of  Mav  6th.  the  most 
tragic  accident  which  has  befallen  the 
ranks  of  medical  profession  of  the  state  in 
many  years  occurred,  in  the  death  of  Dr. 
Robert  W.  Eaton  of  Phoenix.  Following  an 
explosion  in  his  home  in  which  a guest 
was  covered  with  flaming  linuid,  in  a heroic 
effort  to  save  her  life,  Dr.  Eaton  was  fatal- 
lv  burned  and  died  twelve  hours  afterwards. 
The  guest,  in  whose  behalf  Dr.  Eaton  sac- 
rificed his  life,  was  also  fatally  burned  and 
Mrs.  Eaton  was  dangerouslv  injured  by 
bums  over  the  lower  half  of  the  bodv.  Dr. 
Eaton  was  associated  with  Dr.  Robt.  W. 
Craig  and  had  established  a large  practice 
in  Phoenix,  where  his  careful,  consistent 
and  thorough  work  was  universally  recog- 
nized. 


PHILIP  B.  NEWCOMB 

The  Association  gathering  in  Yuma  was 
shocked  by  the  news  of  the  sudden  death  of 
Dr.  Philip  B.  Newcomb  on  April  21st.  The 
following  resolutions  of  sympathy  and  re- 
gret have  been  passed  bv  the  Pima  County 
Medical  Society  for  publication. 

“The  members  of  the  Pima  County  Medi- 
cal society — in  common  with  the  people  of 
the  community — were  shocked  by  the  un- 
timely death  of  Dr.  Philip  B.  Newcomb, 
which  occurred  April  21,  1927. 

“Dr.  Newcomb  was  serving  his  second 


term  as  secretary  of  this  society — in  which 
position  he  has  made  a most  enviable  rec- 
ord. His  strict  attention  to  the  duties  of 
the  office  and  his  untiring  zeal  won  the  re- 
spect and  affection  of  all  the  members. 

“He  was  educated  at  Washington  Uni- 
versity, at  St.  Louis,  and  selected  the  field 
of  pathology.  He  had  served  in  hospitals, 
asylums  and  laboratories  from  Maine  to 
California.  A few  years  ago  he  served  in 
our  own  state  hospital  at  Phoenix. 

“He  wras  one  of  the  brainy  men  of  this 
society — of  unusual  ability  and  wide  experi- 
ence in  his  chosen  field.  His  services  were 
most  valuable  to  the  profession  and  the 
public  not  only  because  of  his  rare  skill  as 
a technician  but  specially  because  of  his  in- 
telligence and  excellent  judgment  in  the  in- 
terpretation of  his  findings. 

“His  place  in  the  community  will  not 
easily  be  filled.” 


LEIGH  K.  PATTON 

After  a long  and  heroic  struggle  with 
tuberculosis,  during  which  period  he  created 
an  enviable  position  for  himself  in  the  med- 
ical profession  of  New  Mexico,  Dr.  Leigh 
K.  Patton  of  Santa  Fe  has  succumbed,  an- 
swering the  last  call  in  the  Presbyterian 
Hospital  in  Albuquerque,  with  terminal 
meningitis. 

Dr.  Patton  graduated  from  the  University 
of  Illinois  College  of  Medicine  in  1913.  He 
came  to  New  Mexico  in  1918,  and  served  on 
the  staff  of  the  Sunmount  Sanatorium  for 
several  years.  He  was  much  interested  and 
very  active  in  hospital  staff  and  society  or- 
ganizations of  Santa  Fe  County,  and  will 
be  sorely  missed  from  medical  circles  of 
New  Mexico. 


LEONARD  WOOD 

In  the  death  of  Dr.  Leonard  Wood,  of 
Miami,  Ariz..  the  profession  of  Gila  County 
suffer  the  deprivation  of  a very  valuable 
member,  the  only  representative  of  his  spe- 
cialty in  the  county.  Dr.  Wood  was  a grad- 
uate of  the  General  Medical  College  of  Chi- 
cago, class  of  1913.  He  came  to  Arizona 
in  1919  and  for  four  years  was  associated 
with  Dr.  J.  J.  McLoone  in  Phoenix.  He 
then  moved  to  Miami  to  fill  a very  press- 
ing need  for  a capable  eye,  ear,  nose  and 
throat  specialist.  He  was  very  successful 
and  his  passing  is  deeply  regretted  by  the 
medical  profession  of  the  county. 
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DR.  ROBERT  W.  EATON 
RESOLUTIONS  BY  ST.  JOSEPH’S  HOS- 
PITAL STAFF 

At  the  regular  monthly  staff  meeting 
of  St.  Joseph’s  Hospital  Staff,  on  May  9th, 
the  following  resolutions  were  read  and 
adopted  for  publication: 

In  the  tragic  death  of  our  confrere, 
Robert  W.  Eaton,  who  sacrificed  himself  in 
an  heroic  effort  to  save  the  life  of  a guest 
in  his  home,  the  Staff  of  this  hospital  has 
suffered  a great  loss ; therefore, 

Be  it  resolved,  that  we  express  our  great 
sorrow  in  this  personal  bereavement,  and 
our  sincere  sympathy  for  the  family  and  in- 
timate professional  associates  of  Dr.  Eaton. 
We  share  with  them  an  inexpressible  sense 
of  loss  from  our  ranks  of  one  whose  high 
professional  accomplishments  we  wish  to 
recognize;  whose  fidelity  to  duty,  always 
shown  in  his  work,  was  exemplified  in  his 
final  act  of  self  forgetfulness,  as  he  gave 
his  life  for  a friend. 

Bv  order  of  the  Staff. 

WILLARD  SMITH,  Chairman. 

W.  Warner  Watkins,  Secretary. 


M.  I).  TAYLOR 

The  April  issue  carried  obituary  notice 
for  Dr.  Me  Durham  D.  Taylor,  of  Aztec,  N. 
M.  The  following  resolutions  have  been 
sent  in  by  the  medical  profession  of  San 
Juan  County,  for  publication: 

Members  of  the  medical  profession  of  San  Juan 
County  are  deeply  grieved  over  the  departure  from 
their  midst  of  Dr.  M.  D.  Taylor  of  Aztec,  who 
passed  away  early  Wednesday  morning,  March 
16th.  at  St.  Vincents  Hospital.  Santa  Fe.  Cause 
of  death  was  pneumonia. 

No  citizen  of  San  .Tuan  County  could  be  missed 
as  much  as  Dr.  Taylor  will  be.  Being  a man  with 
extraordinary  ability,  sound  judgment  and  purity, 
he  took  the  lead  in  every  good  movement,  and  was 
the  counsel  and  guide  to  many  a soul. 

Dr.  Taylor  won  the  distinction  of  furnishing  thc- 
best  definition  of  a democrat  among  30,000  con- 
testants. The  contest  was  conducted  by  the  Path- 
finder not  very  long  ago. 

Dr.  Taylor  was  a Royal  Arch  Mason,  member  of 
the  Civil  Legion,  member  of  Isaac  Walton  League;, 
member  of  New  Mexico  Medical  Society,  San  Juan 
Basin  Medical  Society,  Colorado  State  Medical 
Society.  American  Medical  Association,  Health  Of- 
ficer of  San  Juan  County,  representative  of  San 
Juan  County  at  the  Eighth  Legislature,  former 
member  of  New  Mexico  Board  of  Education,  for- 
mer member  of  State  Board  of  Medical  Examiners. 

Dr.  M.  D.  Taylor  was  born  at  Freedom,  Ken- 
tucky, February  13,  1867.  He  graduated  in  medi- 
cine from  the  Kentucky  School  of  Medicine  in 
1894.  Interment  was  at  Aztec,  where  he  has  made 
his  home  the  past  twenty-one  years.  He  is  sur- 
vived by  his  wife,  Mrs.  Ella  Taylor,  and  his  son. 
Dr.  Wm.  F.  Taylor,  both  of  Aztec,  and  his  daugh- 
ter, Mrs.  Trimbell  of  Raton,  New  Mexico. 


CHARLES  L.  EDMUNDSON 

In  the  death  of  Dr.  Charles  L.  Edmund- 
son,  of  Bisbee,  another  representative  of 
the  ‘ old  Guard”  passed  away,  closing  a long 
and  honorable  career  in  Arizona.  In  addi- 
tion to  his  services  of  many  years  as  a 
member  of  the  Calumet  and  Arizona  Hos- 
pital staff,  Dr.  Edmundson  has  also  served 
his  community  as  city  and  county  health 
officer,  as  mayor  of  Bisbee  and  as  a mem- 
ber of  the  board  of  education. 

He  graduated  from  the  University  of  Col- 
orado School  of  Medicine  in  1891,  and  has 
practiced  medicine  in  Arizona  more  than 
twenty-five  years.  He  was  sixty-five  years 
of  age  at  the  time  of  his  death  on  April 
15th,  in  the  Calumet  and  Arizona  Hospital 
in  Bisbee,  from  uremia. 


GENIUS  AND  CREDULITY 

perfect  mentalitv  is  like  a circle,  but 
eery  few  human  intellects  attain  perfection. 
Usually  there  is  an  unequal  development  at 
some  point,  and  this  mav  be  so  marked  in 
one  direction  as  to  constitute  genius.  Along 
with  this  pseudonod  development  at  one 
point  on  the  circle  will  usually  go  instabil- 
ity of  some  sort.  It  has  long  been  known 
to  those  people  who  desire  to  perpetrate  a 
fraud  on  the  public  that  a man  with  a high 
degree  of  intellectual  development  in  a lim- 
ited field  will  be  an  “easy-mark”  if  ap- 
proached from  h’s  undeveloped  side. 

In  our  recent  experiences  in  Phoenix  with 
the  Health  Belt  frauds,  we  found  that  these 
fakirs  had  found  vulnerable  approaches  to 
David  Stan*  Jordan  and  Dr.  Frank  Crane, 
and  were  allowed  to  usej  their  names  for 
purposes  which  should  make  any  honest 
man  turn  in  his  grave.  These  are  not 
isolated  instances.  Sir  Oliver  Lodge,  with 
his  marvellous  development  along  the 
mathematical  tangent,  has  been  easy  pick- 
ing for  the  spiritualists.  Preachers,  high- 
ly developed  in  the  knowledge  of  spiritual 
things,  are  easy  marks  for  the  medical 
frauds  who  talk  only  of  physical  mysteries. 
Doctors,  profoundly  versed  in  the  human 
machinery,  are  proverbially  dumb  in  finan- 
cial matters,  as  any  oil  stock  salesman  can 
testify. 

However,  the  medical  profession  can 
hardly  forgive  Dr.  Frank  Crane  for  being 
misled  in  a field  where  he  should  have  suf- 
ficient knowledge  to  detect  a fraud  easilv 
visible  to  any  high-school  graduate.  It 
hardly  seems  that  the  plea  of  genius  can 
apply  in  such  an  instance  as  this. 
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Caution l 

THE  right  gelatine,  (Knox  Sparkling  Gelatine),  dissolved 
and  added  to  milk  for  the  bottle  baby,  will  make  it  easier 
for  the  baby  to  digest  the  milk  and  absorb  full  nourishment. 
It  largely  prevents  colic,  regurgitation,  diarrhea  and  other 
baby  ailments.  It  helps  malnourished  children.  It  has  great 
value  in  diets  for  diabetes,  tuberculosis,  convalescing  patients, 
surgical  cases,  etc. 

BUT — the  wrong  gelatine  will  curdle  the  milk! 

Any  plain  gelatine  with  an  acid  content  — is  the  wrong  gela- 
tine. Any  gelatine  that  is  flavored,  colored  or  sweetened,  is 
the  wrong  gelatine.  Any  gelatine  not  produced  under  constant 
bacteriological  control  is  the  wrong  gelatine! 

Knox  is  the  approved  gelatine  because  it  is  all  pure, 
plain  gelatine - — every  particle  of  it.  It  is  neutral — no 
acidity!  No  flavoring.  No  coloring.  No  sweetening.  All  fine 
bone  gelatine — the  type  of  gelatine  used  and  commended 
as  a milk  modifier  by  such  eminent  medical  authorities  as 
Jacobi,  Herter,  Alexander,  Ruhrdh  and  Friedenwald. 

Some  physicians,  not  realizing  the  difference  in  gelatines, 
occasionally  forget  to  specify  Knox  Gelatine  in  making  their 
prescriptions.  The  result  is  that  mothers,  in  some  cases,  are 
buying  brands  unsuitable  for  dietary  purposes.  As  a protection, 
therefore,  we  have  requested  the  Goverm?ient  to  raise  the  standards 
on  gelatine.  Pending  Government  action,  may  we  suggest  that 
you  specify  Knox  when  you  prescribe  gelatine? 

We  have  the  findings  of  recognized  authorities  to  prove  the 
importance  of  Knox  Gelatine  to  you  in  your  practice.  We 
have  the  experience  of  active  physicians.  We  have  valuable 
laboratory  reports,  not  only  discussing  gelatine  as  a milk 
modifier,  but  outlining  its  importance  in  various  kinds  of 
diets.  May  we  send  you  these  reports? 

METHOD  OF  COMBINING  GELATINE  WITH  MILK : 

Add  one  teaspoonful  of  Knox  Sparkling  Gelatine  — which  shoidd  first  be 
soaked  about  ten  minutes  in  a little  cold  milk  and  then  dissolved  over  hot 
water  or  in  hot  milk — to  the  glass  of  milk.  (In  inf  ant  feeding  formulas  use 
1 tablespoonful  of  gelatine,  dissolved  as  above,  to  the  quart  of  milk.) 

KNOX  GELATINE  LABORATORIES 

438  Knox  Ave.,  Johnstown,  N.  Y. 

KNOX 

SPARKLING 

GELATINE 

. The  Highest  Quality  for  Health” 


Producers  of 
high  grade  Gelatine  for 
38  years. 


Pioneers  in  conducting 
research  into  the  dietetic 
value  of  gelatine. 
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CONSTITUTION  and  BY-LAWS 
for  the 

ARIZONA  STATE  MEDICAL  ASSOCIA- 
TION. 


CONSTITUTION 

Article  I — Name  of  the  Association 

The  name  and  title  of  this  organization  shall  be 
the  Arizona  State  Medical  Association. 

Article  II. — Purpose 

The  purposes  of  this  Association  are  to  promote 
the  science  and  art  of  medicine,  the  protection  of 
public  health,  and  the  betterment  of  the  medical 
profession;  and  to  unite  with  similar  organiza- 
tions in  other  States  and  Territories  of  the  United 
States  to  form  the  American  Medical  Association. 

Article  III. — Component  Societies 

Component  Societies  shall  consist  of  those  coun- 
ty medical  societies  which  hold  charters  from  this 
Association. 

Article  IV. — Composition  of  the  Association 

This  Association  shall  consist  of  members  who 
shall  be  the  members  of  the  component  county 
medical  societies  who  have  been  certified  to  the 
headquarters  of  this  Association,  and  whose  dues 
and  assessments  for  the  current  year  have  oeen 
received  by  the  Secretary. 

Article  V. — House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative 
body  of  the  Association,  and  shall  consist  (1)  of 
delegates  elected  by  the  component  county  soci- 
eties, and  (2)  the  officers  of  the  Association 
enumerated  in  Section  1 of  Article  IX  of  this  con- 
stitution. 

Article  VI. — Council 

The  Council  shall  be  the  Board  of  Trustees  of 
this  Association,  and  shall  be  the  Finance  Com- 


mittee of  the  House  of  Delegates.  It  shall  con- 
sist of  the  Councilors,  the  President,  the  President- 
Elect,  the  Retiring  President,  the  Secretary  and 
the  Treasurer  of  the  Association.  Five  of  its  mem- 
bers shall  constitute  a quorum. 

Article  VII. — Sections  and  District  Societies 

The  House  of  Delegates  may  provide  for  a di- 
vision of  the  scientific  work  of  the  Association 
into  appropriate  sections,  and  for  the  organiza- 
tion of  such  Councilor  District  Societies  as  will 
promote  the  best  interests  of  the  profession,  such 
societies  to  be  composed  exclusively  of  members 
of  component  county  societies. 

Article  VIII. — Sessions  and  Meetings. 

Section  1.  The  Association  shall  hold  an  annual 
session  during  which  there  shall  be  at  least  two 
general  meetings,  open  to  all  registered  members, 
delegates  and  guests. 

Section  2.  The  time  and  place  for  holding  each 
annual  session  shall  be  fixed  by  the  House  of  Dele- 
gates. or  such  authority  may  be  delegated  to  the 
Council. 

Section  3.  Special  meetings  of  either  the  As- 
sociation or  the  House  of  Delegates  may  be  called 
by  a two-thirds  vote  of  the  Council  or  upon  peti- 
tion by  twenty  delegates. 

Article  IX. — Officers. 

Section  1.  The  officers  of  this  Association  shall 
be  President,  Vice  President,  President-Elect,  Sec- 
retary, Treasurer,  and  three  Councilors. 

Section  2.  The  officers,  except  the  Councilors, 
shall  be  elected  annually.  The  terms  of  the  Coun- 
cilors shall  be  for  three  years;  one  member  of  the 
Council  shall  be  elected  each  year.  All  these  of- 
ficers shall  serve  until  their  successors  are  elect- 
ed and  installed. 

Section  3.  All  officers  shall  assume  office  im- 
mediately following  the  session  at  which  they  are 


Southwestern  Surgical  Supply  Company 


No.  11  North  Third  Ave. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Phvsio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc 


ANNOUNCEMENT 

We  have  just  opened  a store  at  No.  11  North  Third  Ave.,  Phoenix,  Arizona,  and  the 
Profession  is  cordially  invited  to  call  and  inspect  our  stock. 

Exclusive  Sales  and  Service  Agents  in  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.— X-RAY  APPARATUS. 


We  are  also  agents  for  some  of  the  leading  manufacturers  of  Physio-Therapy  equip- 
ment, including — 

Hanovia  Chemical  & Mfg.  Co. — Quartz  Lamps 
Liebal-Florsheim  Co. — Physio-Therapy 
H.  G.  Fischer  & Co. — Diathermy  Machines 
Engeln  Electric  Co. — Diathermy  & X-ray  Machines 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 
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X'Ray  Standards  that 
are  } bur  Standards 

NEVER  has  the  Victor  X-Ray  Corporation  considered 
itself  solely  a manufacturer  of  X-Ray  equipment.  Its 
aim  has  always  been  to  play  a leading  part  in  the  advance- 
ment of  roentgenological  technique,  thru  the  development  of 
new  and  improved  apparatus  which  makes  this  possible. 

Thus  the  quality  of  Victor  X-Ray  equipment  is  perhaps 
not  easily  explained  except  when  this  attitude  of  the  Victor 
X-Ray  Corporation  is  taken  into  consideration.  If  you  hear 
it  said  that  Victor  X-Ray  apparatus  is  better  than  necessary, 
remember  that  we  have  developed  this  equipment  in  cooper- 
ation with  medical  science.  The  standards  of  the  roentgen- 
ologist have  guided  us— -rather  than  the  question  of  a large 
or  small  profit. 

Victor  research — from  which  some  of  the  outstanding 
developments  in  X-Ray  apparatus  have  resulted — is  simply 
the  manifestation  of  our  ambition  to  be  of  service  to  the 
medical  profession.  Thirty-three  branches,  advantageously 
placed,  make  it  possible  for  the  Victor  user  to  share  to  the 
utmost  in  all  that  Victor  has  to  offer. 

Write  for  address  of  Victor  Branch  nearest  you. 

VICTOR  X-RAY  CORPORATION 

2012  Jackson  Boulevard,  Chicago 
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elected.  The  President-Elect  will  assume  the  of- 
fice of  President  at  the  first  session  of  the  Annual 
Meeting  of  the  year  following  his  election. 

Article  X. — Funds  and  Expenses. 

Funds  shall  be  raised  by  an  equal  per  capita 
assessment  on  each  component  society.  The 
amount  of  the  assessment  shall  be  fixed  by  the 
House  of  Delegates.  Funds  may  also  be  raised  by 
voluntary  contributions  and  in  any  other  manner 
approved  by  the  House  of  Delegates.  The  Council 
shall  submit  an  annual  budget  to  the  House  of 
Delegates.  All  resolutions  providing  for  appropria- 
tions shall  first  be  referred  to  the  Council. 

Article  XI. — Referendum. 

At  any  general  meeting  of  the  Association  it 
may,  by  a two-thirds  vote,  order  a general  refer- 
endum upon  any  questoin  pending  before  the 
House  of  Delegates.  The  House  of  Delegates  may. 
by  a vote  of  its  members,  submit  any  question  to 
the  membership  of  the  Association  for  its  vote.  A 
majority  vote  of  all  the  members  of  the  Associa- 
tion shall  determine  the  question. 

Article  XII. — Seal. 

The  Association  shall  have  a common  seal.  The 
power  to  change  or  renew  the  seal  shall  rest  with 
the  House  of  Delegates. 

Article  XIII. — Amendments. 

The  House  of  Delegates  may  amend  any  article 
of  'this  Constitution  by  a two-thirds  vote  of  the 
Delegates  present  at  any  Annual  Session,  provided 
that  such  amendment  shall  have  been  presented  in 
open  meeting  at  the  previous  Annual  Session,  and 
that  it  shall  have  been  published  twice  during 
the  year  in  the  bulletin  or  journal  of  this  Associa- 
tion, or  sent  officially  to  each  component  society 
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No  Hospital 


No  Sanitorium 


SIX  HUNDRED  AND  FIFTY  ROOMS 
(ALL  OUTSIDE)  IN  OUR  HOTEL 


A place  where  your  patients  can  find  attractive  surround- 
ings with  adequate  medical  service  and  supervision. 

"Logan  Clendening  in  his  recent  clasic,  ‘Modern  Methods 
of  Treatment,’  says,  ‘The  benefits  to  be  derived  from  a Cure 
at  a Mineral  Springs  depend,  almost  entirely,  upon  the  effi- 
ciency of  the  medical  organization  thereat.-  This  principle 
has  always  been  and  still  is  the  one  which  has  so  largely 
contributed  to  the  deserved  fame  of  the  French  Lick  Springs 
Hotel  at  French  Lick,  Indiana.” 

When  your  patients  are  tired  of  home  or  hospital  send 
them  to  French  Lick  for  final  recuperation. 

Write  for  Booklet 


at  least  two  months  before  the  meeting  at  which 
final  action  is  to  be  taken. 


BY-LAWS 

Chapter  I. — Membership. 

Section  1.  The  name  of  a physician  on  the  of- 
ficial roster  of  this  Association,  after  it  has  been 
properly  reported  by  the  secretary  of  bis  county 
society,  shall  be  prima  facie  evidence  of  membar- 
ship  and  of  his  right  to  register  at  the  Annual 
Session. 

Section  2.  No  person  who  is  under  sentence  of 
suspension  or  expulsion  from  any  component  soci- 
ety of  this  Association,  or  whose  name  has  been 
dropped  from  its  roll  of  members,  shall  be  entitled 
to  any  of  the  rights . or  benefits  of  this  Associa- 
art  in  any  of  the  proceedings  of  the  Annual  Session 
until  he  has  complied  with  the  provisions  of  this 
section  of  the  By-Laws. 

Section  3.  Each  member  in  attendance  at  the 
Annual  Session  shall  register,  when  his  right  to 
membership  has  been  verified  by  reference  to  the 
records  of  this  Association.  No  member  shall  take 
part  in  any  of  the  proceedings  of  this  section  of 
the  By-Laws. 

Chapter  II. — General  Meetings. 

Section  1.  The  General  Meetings  shall  be  open 
to  all  registered  members  and  guests.  Before 
them,  at  such  time  as  may  have  been  arranged, 
shall  be  delivered  the  annual  report  of  the  retir- 
ing President  and  the  address  of  the  incoming 
President  and  the  annual  orations. 

Section  2.  No  address  or  paper,  except  those 
mentioned  in  Sec.  1 of  this  Chapter,  shall  occupjr 
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Get  Our  Price  List  and  Discounts 
Before  You  Purchase 

WE  MAY  SAVE  YOU  FROM  10%  TO  25% 
ON  X-RAY  LABORATORY  COST 

Among  the  Many  Articles  Sold  Are 
X-RAY  FILM,  Duplitized  or  Dental,  Eastman,  Superspeed 
or  Agfa  Film.  Heavy  discounts  on  standard  package 
lots.  X-Ograph,  Eastman,  Justrite  and  Rubber  Rim 
Dental  Film,  fast  or  slow  emulsion. 


BRADY’S  POTTER  BUCKY 
DIAPHRAGM  insures  finest 

radiographs  on  heavy  parts,  such  as  kidney,  spine,  gall- 
bladder or  heads. 

Curved  Top  Style — up  to  17x17  size  cassettes $250.00 

Flat  Top  Style — holds  up  to  11x14  cassettes 175.00 

BARIUM  SULPHATE.  For  stomach  work.  Finest  grade. 

Low  price.  Special  price  on  100-pound  lots. 
DEVELOPING  TANKS,  4,  5 or  6 compartment  stone, 
will  end  your  dark  room  troubles.  Ship  from  Chicago, 
Brooklyn,  Boston  or  Virginia.  Many  sizes  of  enameled 
steel  tanks. 

DENTAL  FILM  MOUNTS.  Black  or  gray  cardboard  with 
celluloid  window  or  all  celluloid  type,  one  to  fourteen 
film  openings.  Special  list  and  samples  on  request. 
Either  stock  styles  or  imprinted  with  name,  address. 


etc. 

INTENSIFYING  SCREENS— Patterson,  T.  E.,  or  Buck  X- 
Ograph  Screens  for  fast  exposure  alone  or  mounted  in 
Cassettes.  Liberal  discounts.  All-metal  cassettes. 
Several  makes. 
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more  than  twenty  minutes  in  its  delivery.  Mo 
member,  except  by  unanimous  consent,  shall  speak 
more  than  once  in  the  discussion  of  any  paper  nor 
longer  than  five  minutes  at  any  one  time. 

Section  3.  All  papers  read  before  this  Associa- 
tion shall  be  its  property.  Each  paper,  when  it 
has  been  read,  shall  b'e  deposited  with  the  Sec- 
retary. Authors  of  papers  read  before  this  Associa- 
tion shall  not  cause  them  to  be  published  elsewhere 
until  after  they  have  been  published  in  its  Journal. 

Chapter  III. — House  of  Delegates. 

Section  1.  The  House  of  Delegates  shall  meet 
annually  at  the  time  and  place  of  the  Annual 
Session. 

Section  2.  Each  component  county  society  shall 
be  entitled  to  send  each  year  one  delegate  or  one 
alternate  to  the  House  of  Delegates  for  each  ten 
full-paid  mmbers  or  fraction  thereof  in  this  As- 
sociation; provided,  however,  that  each  county  so- 
ciety shall  be  entitled  to  at  least  one  delegate  or 
one  alternate. 

Section  3.  Fifteen  delegates  shall  constitute  a 
quorum  of  the  House  of  Delegates  All  meetings 
of  the  House  of  Delegates  shall  be  open  to  mem- 
bers of  the  Association. 

Section  4.  From  among  members  of  the  House 
of  Delegates  the  President,  for  the  purpose  of  ex- 
pediting proceedings,  shall  appoint  such  Reference 
Committees  as  are  necessary  to  which  reports  and 
resolutions  shall  be  referred. 

Section  5.  The  House  of  Delegates  shall  elect 
delegates  to  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  in  accordance  with  the 
Constitution  and  By-Laws  of  that  body. 

Section  6.  The  House  of  Delegates  shall  divide 
the  State  into  Councilor  Districts,  specifying  what, 
counties  each  district  shall  include,  and,  when  the 
best  interest  of  the  Association  and  the  profession 
will  be  promoted  thereby,  may  organize  in  each 
a district  medical  society,  of  which  all  members 
of  the  component  county  societies  shall  be  mem- 
bers. 

Section  7.  The  House  of  Delegates  shall  have 
authority  to  appoint  committees  for  special  pur- 
poses from  among  members  of  the  Association 
who  are  not  members  of  the  House  of  Delegates. 
Such  committees  shall  report  to  the  House  of  Dele- 
gates, and  may  be  present  and  participate  in  the 
debate  on  their  reports. 

Section  8.  The  House  of  Delegates  shall  ap- 
prove an  annual  budget  of  expense. 

Secfr’on  9.  It  shall  approve  all  memorials  and 
resolutions  issued  in  the  name  of  the  Association 
before  they  shall  become  effective. 

Chapter  IV. — Election  of  Officers. 

Section  1.  The  election  of  officers  shall  be  the 
first  order  of  business  of  the  House  of  Delegates 
in  open  meeting  at  the  last  session  of  the  House. 

Section  2.  All  elections  of  officers  shall  be  by 
ballot  and  a majority  of  the  votes  cast  shall  be 
necessary  to  elect. 

Chapter  V. — Duties  of  Officers. 

Section  1.  The  President  shall  preside  at  all 
meetings  of  the  Association  and  of  the  House  of 
Delegates;  he  shall  appoint  all  committees  not 
otherwise  provided  for;  he  shall  deliver  an  annual 
address  at  such  time  as  may  be  arranged,  and 
shall  perform  such  other  duties  as  custom  and 
parliamentary  usage  may  require.  He  shall  be  the 
real  head  of  the  profession  of  the  State  during  Ms 
term  of  office,  and,  as  far  as  practicable,  shall 
visit,  by  appointment,  the  various  sections  of  the 
State  and  assist  the  Councilors  in  building  up  the 
county  societies,  and  in  making  their  work  more 
practical  and  useful.  He  shall  remain  a member 
of  the  Council  during  the  year  succeeding  his 
term  as  president. 
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St.  Joseph's  Hospital 

Phoenix,  Arizona 


Accredited  Class  A General  Hospital  of  125  beds. 

Open  Staff  Organization 
with  Resident  House  Physician 


SURGICAL: — The  Surgical  Department  consists  of  three  major  and 
two  specialist  operating  rooms,  with  anesthetic  and  all  accessory  rooms. 
It  is  completely  equipped  with  every  surgical  convenience;  nitrous  oxide 
and  ethylene  gas  apparatus. 

OBSTETRICAL: — The  Obstetrical  Depaii;ment  is  in  the  Annex, 
and  has  its  own  operating  and  delivery  rooms,  with  all  accessory  equip- 
ment for  any  type  of  emergency  obstetrical  work. 

LABORATORY: — Under  direction  of  a competent  pathologist;  im- 
mediate frozen  sections  and  diagnosis,  when  desired.  All  blood,  serolog- 
ical and  chemical  examinations  promptly  performed  by  competent  tech- 
nicians under  direct  supervision  of  the  pathologist. 

X-RAY  AND  RADIUM: — Fluoroscopic  and  radiographic  work  by 
competent  radiologist.  Urological  department  adjacent  to  x-rav  room 
for  prompt  pyelographic  work.  High  voltage  x-ray  equipment  for  pre- 
operative and  post-operative  therapy.  Radium  available  for  cases  re- 
quiring this  treatment. 

BASAL  METABOLISM: — This  work  is  in  charge  of  a competent 
metabolist  and  can  be  done  at  bedside  or  in  metabolism  room. 

DIETARY: — A trained  dietician  working  in  conjunction  with  the 
clinical  laboratory  makes  possible  the  accurate  study  of  patients  whose 
diets  need  to  be  adjusted,  particularly  diabetics  who  require  the  deter- 
mination of  carbohydrate  tolerance  and  insulin  requirements. 
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Section  2.  The  Vice-President  shall  assist  the 
President  in  the  discharge  of  his  duties-.  In  the 
event  of  the  President’s  death,  resignation,  re- 
moval or  extended  absence,  the  Vice-President 
shall  assume  the  duties  of  the  office. 

Section  3.  The  President-Elect  shall  be  a mem- 
ber of  the  Council,  and  shall  be  chairman  of  the 
Committee  on  Scientific  Work. 

Section  4.  The  Treasurer  shall  give  bond  in 
the  sum  of  ten  thousand  dollars.  He  shall  receive 
all  funds  due  the  Association,  together  with  be- 
quests and  donations.  He  shall  pay  money  out 
of  the  Treasury  only  on  a written  order  of  the 
President,  countersigned  by  the  Secretary;  he 
shall  subject  Ms  accounts  to  such  examination  as 
the  House  of  Delegates  may  order,  and  he  shall 
annually  render  to  the  Council  an  account  of  his 
doings  and  of  the  state  of  the  funds  in  his  hands. 

Section  5.  The  Secretary  shall  attend  the  Gen- 
eral Meetings  of  the  House  of  Delegates,  and  shall 
keep  minutes  of  their  respective  proceedings  in 
separate  record  books.  He  shall  be  Secretary  of 
the  Council.  He  shall  be  custodian  of  all  record 
books  and  papers  belonging  to  the  Association, 
except  such  as  properly  belong  to  the  Treasurer, 
and  shall  keep  account  of  and  promptly  turn  over 
to  the  Treasurer  all  funds  of  the  Association  which 
come  into  his  hands.  He  shall  provide  for  the 
registration  of  the  members  and  delegates  at  the 
Annual  Session.  He  shall,  with  the  cooperation  of 
the  secretaries  of  the  component  societies,  keep  a 
card-index  register  of  all  the  legal  practitioners  of 
the  State  by  counties,  noting  on  each  his  status  in 
relation  to  his  county  society,  and  shall  transmit 
a copy  of  this  list  to  the  American  Medical  Associ- 
ation, transmitting  to  its  secretary  each  month  a 
report  containing  the  names  of  new  members  and 
the  names  of  those  dropped  from  the  membership 
roster  during  the  preceding  month.  He  shall  con- 
duct the  official  correspondence,  notifying  mem- 
bers of  meetings,  officers  of  their  election  and 
committees  of  their  appointment  and  duties.  He 
shall  employ  such  assistants  as  may  be  ordered 
by  the  Council  and  shall  make  an  annual  report 
to  the  House  of  Delegates.  He  shall  supply  all 
component  societies  with  the  necessary  blanks  for 
making  their  annual  reports,  and  shall  collect  from 
them  the'  regular  per  capita  assessments  and  turn 
the  same  over  to  the  Treasurer.  The  amount  of 
his  salary  shall  be  fixed  by  the  Council. 

Chapter  VI. — Council. 

Section  1.  The  Council  shall  meet  at  convenient 
times  during  the  Annual  Session,  and  at  such  other 
times  as  necessity  may  require,  subject  to  the 
call  of  the  chairman.  It  shall  make  an  annual 
report  to  the  House  of  Delegates. 

Section  2.  Each  Councilor  shall  be  organizer, 
peacemaker  and  censor  for  his  district.  He  shall 
visit  each  county  in  his  district  at  least  once  a 
year  for  the  purpose  of  organizing  component  so- 
cieties where  none  exist,  for  inquiring  into  -the  con- 
dition of  the  profession,  and  to  keep  in  touch  with 
the  activities  of  and  to  aid  in  the  betterment  of 
the  component  societies  of  his  district.  He  shall 
make  an  annual  report  of  his  work,  and  of  the 
condition  of  the  profession  of  each  county  in  his 
district  at  the  Annual  Session  of  the  House  of 
Delegates.  The  necessary  traveling  expenses  in- 
curred by  each  Councilor  in  the  line  of  duties 
herein  imposed  may  be  allowed  on  a proper  item- 
ized statement,  but  this  shall  not  be  construed  to 
include  his  expense  in  attending  the  Annual  Ses- 
sion of  the  Association. 

Section  3.  The  Council  shall  be  the  Board  of 
Censors  of  the  Association.  It  shall  consider  all 
questions  involving  the  right  and  standing  of  mem- 
bers, whether  in  relation  to  other  members,  to 
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the  component  societies,  or  to  this  Association.  All 
questions  of  an  ethical  nature  brought  before  the 
House  of  Delegates  or  the  General  Meeting  shall 
be  referred  to  the  Council  without  discussion.  It 
shall  hear  and  decide  all  questions  of  discipline  af- 
fecting the  conduct  of  members  or  component  soci- 
eties on  which  an  appeal  is  taken  from  the  deci- 
sion of  an  individual  Councilor.  Its  decision  in 
all  cases,  including  questions  regarding  member- 
ship in  this  Association,  shall  be  final. 

Section  4.  Charters  shall  b'e  issued  to  county 
societies  only  on  approval  of  the  Council,  and 
shall  be  signed  by  the  President  and  Secretary  of 
this  Association.  Upon  the  recommendation  of 
the  Council,  the  House  of  Delegates  may  revoke 
‘he  charter  of  any  component  society  whose  ac- 
tions are  in  conflict  with  the  letter  or  spirit  of  this 
Constitution  and  By-Laws. 

Section  5.  In  sparsely  settled  sections  the  Coun- 
cil shall  have  authority  to  organize  the  physicians 
of  two  or  more  counties  into  societies,  to  be  suit- 
ably designated  so  as  to  distinguish  them  from 
district  societies,  and  these  societies,  when  organ- 
ized and  chartered,  shall  be  entitled  to  all  rights 
and  privileges  provided  for  component  societies  un- 
til such  counties  shall  be  organized  separately. 

Section  6.  The  Council  shall  provide  for  and 
superintend  the  issuance  of  all  publications  of  the 
Association,  including  proceedings,  transactions 
and  memoirs,  and  shall  have  authority  to  appoint 
an  editor  and  such  assistants  as  it  deems  neces- 
sary. It  shall  prescribe  the  methods  of  account- 
ing and  shall  audit  all  accounts  of  this  Asisociia- 
tion.  The  Council  shall  prepare  an  annual  budget 
providing  for.  the  necessary  expenses  of  the  As- 


sociation, which  shall  be  presented  with  its  annual 
report  to  the  House  of  Delegates. 

Chapter  VII. — Committees. 

Section  1.  The  standing  committees  of  this 
Association  shall  be  as  follows: 

A Committee  on  Scientific  Work. 

A Committee  on  Public  Welfare. 

A Committee  on  Medical  Defense. 

Unless  otherwise  provided  in  these  Bv-La/ws, 
each  of  these  committees  shall  consist  of  three 
members,  each  of  whom  shall  serve  for  a term  of 
three  years.  One  member  of  each  of  these  com- 
mittees shall  be  appointed  annually  by  the  Presi- 
dent, by  and  with  the  consent  of  the  House  of  Del- 
egates, provided  that  at  the  Annual  Session  of 
1927  one  member  of  each  of  the  foregoing  com- 
mittees shall  be  appointed  for  a term  of  three 
years,  one  each  for  a term  of  two  years,  and  one 
each  for  a term  of  one  year. 

Section  2.  The  Committee  on  Scientific  Work 
shall  consist  of  three  members,  with  the  President- 
Elect  as  chairman  the  Secretary  as  one  member, 
and  a third  member  from  the  local  entertaining 
society  for  the  next  Annual  Meeting.  This  com- 
mittee shall  determine  the  character  and  scope  of 
the  scientific  proceedings  of  the  Association  for 
each  session,  subject  to  the  instructions  of  the 
House  of  Delegates.  Thirty  days  previous  to  each 
Annual  Session  it  shall  prepare  and  issue  a pro- 
gram announcing  the  papers  and  discussions  which 
will  be  presented. 

Section  3.  The  Committee  on  Public  Welfare 
shall  consist  of  three  members,  with  the  President 
and  Secretary.  There  shall  be  a joint  meeting  of 
this  committee  and  an  auxiliary  committee,  as 
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34th  & Broadway,  Kansas  City 
Sanitarium : 8100  Independence  Road,  Kansas  City. 
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provided  fox’  in  Chapter  II,  Section  10  of  these  By- 
Laws,  held  annually,  as  may  he  ordered  on  the 
call  of  the  chairman  or  three  members  of  the  Com- 
mittee on  Public  Welfare.  The  chairman  of  this 
Committee,  and  in  his  absence,  the  President,  shall 
act  as  chairman  at  the  joint  committee  meetings. 
Under  the  direction  of  this  Committee,  the  joint, 
committee  shall  represent  the  Association  in  se- 
curing and  enforcing  legislation  in  the  interest 
of  public  health  and  of  scientific  medicine. 

Section  4.  The  Committee  on  Medical  Defense 
shall  prepare  plans  and  establish  rules  for  the  de- 
fense of  members  of  this  Association  against  whom 
suits  for  alleged  malpractice  have  been  brought. 
It  may  assist  in  the  defense  of  any  member  sued 
for  alleged  malpractice  only  if  the  member  was 
'n  goood  standing  and  had  complied  with  the  rules 
of  the  committee  when  the  service  on  account  of 
which  suit  was  brought  was  rendered. 

Chapter  VIII. — Dues  and  Assessments. 

Section  1.  The  annual  dues  and  assessments 
shall  be  determined  by  the  House  of  Delegates, 
and  shall  be  levied  per  capita  on  the  members  of 
the  Association.  They  shall  be  payable  on  or  be- 
fore January  1,  of  the  year  for  which  they  are 
levied.  The  Secretary  of  each  component  society 
shall  cause  to  be  collected  and  shall  forward  to 
the  off.ee  of  the  Secretary  of  the  Association  the 
dues  and  assessments  for  its  members,  together 
with  such  data  as  shall  be  required  for  a record 
of  its  officers  and  membership.  Any  member 


whose  name  has  not  been  reported  for  enrollment 
and  whose  dues  for  the  current  year  have  not  been 
remitted  to  the  Secretary  of  this  Association  on 
or  before  April  1,  shall  stand  suspended  until  his 
name  is  properly  reported  and  his  dues  for  the 
cui'rent  year  properly  remitted. 

Section  2.  The  record  of  payment  of  dues  and 
assessments  on  file  in  the  offices  of  the  Associa- 
tion shall  be  final  as  to  the  fact  of  payment  by 
a member  and  as  to  his  right  to  participate  in 
the  business  and  proceedings  of  the  Association 
and  of  the  House  of  Delegates. 

Section  3.  Any  county  society  which  fails  to 
make  the  reports  required  before  the  Annual  Ses- 
sion of  the  State  Association  shall  be  held  suspend- 
ed, and  none  of  its  members  or  delegates  shall  be 
permitted  to  participate  in  any  of  the  proceedings 
of  the  Association  or  of  the  House  of  Delegates. 

Chapter  IX. — Ethics. 

The  ethical  principles  governing  the  members 
of  the  Amei'ican  Medical  Association  shall  govern 
members  of  this  Association. 

Chapter  X. — Rules  of  Order. 

The  deliberations  of  this  Association  shall  be 
conducted  in  accordance  with  parlaimentary  usage 
as  defined  in  Robert’s  Rules  of  Order. 

Chapter  XI. — Component  Societies. 

Section  1.  All  county  societies  now  in  if  filia- 
tion with  the  State  Association  or  those  that  may 
hereafter  be  organized  in  this  State,  which  have 
adopted  principles  of  oi’ganization  not  in  conflict 
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with  this  Constitution  and  By-Laws  shall,  upon  ap- 
plication to  the  Council,  receive  charters  from  this 
Association,  provided  that  their  Constitutions  and 
By-Laws  shall  have  been  submitted  to  the  Coun- 
cil and  received  its  approval. 

Section  2.  Only  one  component  medical  society 
shall  be  chartered  in  each  county. 

Section  3.  Each  county  society  shall  judge  of 
the  qualifications  of  its  members,  subject  to  re- 
view and  final  decision  by  the  Council  of  the  State 
Association.  Every  reputable  and  legally  qualified 
physician  who  does  not  practice,  nor  profess  to 
practice  sectarian  medicine,  and  who  is  a bona- 
fide  resident  of  the  same  county,  shall  be  eligible 
to  election  to  membership. 

A member  of  a component  society  whose  license 
has  been  revoked  shall  be  dropped  from  member- 
ship automatically  as  of  the  date  of  revocation. 
The  Counc.l  of  the  State  Association  shall  have 
authority  to  suspend  or  expel  a member  subject 
to  final  action  by  the  House  of  I)  legates  should  a 
component  county  society  fail  to  do  so  after  being 
so  requested  by  the  Council. 

A physician  living  near  a county  line  may  hold 
his  membership  in  that  county  most  convenient 
for  him  to  attend,  on  permission  of  the  component 
society  in  whose  jurisdiction  he  resides. 

Section  4.  Any  physician  who  may  feel  ag- 
grieved by  the  action  of  the  society  of  his  county 
iu  suspending  or  expelling  him,  shall  have  the  right 
to  appeal  to  the  Council.  A county  society  shall 
at  all  times  be  permitted  to  appeal  or  refer  ques 
tions  involving  membership  to  the  Council  of  the 
State  Association  for  determination. 

Section  5.  In  hearing  appeals  the  Council  may 
admit  oral  or  written  evidence  as  in  its  judgment 
will  most  fairly  present  the  facts,  but  in  the  case 


of  every  appeal  both  as  a board  and  as  individuals, 
the  Councilors  shall,  preceding  all  such  hearings 
make  efforts  at  conciliation  and  compromise. 

Section  6.  When  a member  in  good  standing  in 
a component  county  society  moves  to  another 
county  in  this  State  he  shall  be  given  a written 
certificate  of  these  facts  by  the  Secretary  of  his 
Society  without  cost  for  transmission  to  the 
Secretary  of  the  society  in  the  county  to  wnich 
he  moves.  Pending  his  acceptance  or  rejection  by 
the  society  in  the  county  to  which  he  removes- 
such  member  shall  be  considered  to  be  in  good 
standing  in  the  county  society  from  which  he  was 
certified  and  in  the  State  Association  to  the  end 
of  the  period  (respectively)  for  which  his  dues 
have  been  paid. 

Section  7.  Each  county  society  shall  have  gen- 
eral direction  of  the  affairs  of  the  profession  in 
the  county  and  its  influence  shall  be  constantly 
exerted  for  bettering  the  scientific,  moral  and 
material  condition  of  every  physician  in  the  coun- 
ty. Systematic  efforts  shall  be  made  by  each  mem- 
ber, and  by  the  society  as  a whole,  to  increase 
the  membership  until  it  includes  every  eligible 
physician  in  the  county. 

Section  8.  At  some  meeting  in  advance  of  the 
Annual  Meeting  of  this  Association,  each  com- 
ponent society  shall  elect  one  or  more  delegates 
and  an  equal  number  of  alternates  to  represent  it 
in  the  House  of  Delegates  of  this  Association,  in 
accordance  with  Chapter  III,  Section  2,  of  these 
By-Laws.  The  secretary  of  each  county  society 
shall  send  in  a list  of  such  delegates  and  alter- 
nates to  the  Secretary  of  this  Association  before 
the  Annual  Session.  Representation  in  the  House 
of  Delegates  shall  be  contingent  on  compliance 
with  the  foregoing  provision. 
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Section  9.  The  Secretary  of  each  county  society 
shall  keep  a roster  of  its  members,  and,  if  prac- 
ticable, a list  of  non-affiliated  physicians,  in  which 
shall  be  shown  the  full  name,  address,  college,  and 
date  of  graduation,  date  of  license  to  practice  in 
this  State,  and  such  other  information  as  may  be 
deemed  necessary  by  the  Council.  He  shall  send 
a copy  of  the  program  of  each  county  meeting  to 
bis  district  Councilor  and  to  the  Secretary. 

Section  10.  Each  county  society  shall  appoint 
or  elect  one  of  its  members  as  a member  of  the 
auxiliary  Committee  on  Public  Welfare,  and  the 
county  society  secretary  shall  send  his  name  and 
address  at  once  to  the  Secretary  of  this  Associa- 
tion. The  Committee  on  Public  Welfare  of  this 
Association  shall  formulate  the  duties  of  this 
auxiliary  committee  and  shall  supply  each  mem- 
ber with  a copy.  The  auxiliary  committeemen 
shall  be  accountable  to  their  county  societies  and 
to  the  Council  for  prompt  response  to  and  con- 
tinued cooperation  with  the  Committee  on  Public 
Welfare  of  this  Association. 

Chapter  XII. — Amendments. 

Section  1.  These  By-Laws  may  be  amended  at 
any  Annual  Session  by  a majority  vote  of  the 
delegates  present  at  that  session,  if  the  proposed 
amendment  has  been  properly  submitted  to  the 
House  of  Delegates  and  has  lain  on  the  table  for 
one  day. 

Section  2.  Upon  the  adoption  of  this  Constitu- 
tion and  these  By-Laws,  all  previous  Constitutions 
and  By-Laws  are  thereby  repealed. 


PERSONALS 

DR.  E.  L.  CHRISTENSEN,  formerly  associated 
with  Dr.  J.  J.  McLoone,  in  Phoenix,  has  taken  over 
the  practice  of  Dr.  Leonard  Wood  (deceased)  in 
Miami,  Ariz. 

DR.  C.  H.  OLIVFR,  a recent  arrival  in  Arizona, 
is  takina  care  of  the  practice  of  DR.  R.  C MAR- 
TIN. of  Glendale,  Ariz.  Dr.  Martin  is  in  the  east 
taking  postgraduate  work  which  is  expected  to  ex- 
tend thrm'vh  the  summer. 

DR.  LOUTS  DUNN,  of  Minneapolis,  is  spending 
several  months  in  Phoenix,  and  has  been  a wel- 
come visitor  to  the  various  medical  meetings.  He 
recently  read  a short  paper  before  the  Maricopa 
Countv  Medical  Society,  describing  an  original 
method  of  handling  large  umbilical  hernias.  His 
discussions  on  surgical  subjects  have  been  an  add- 
ed attraction  to  several  of  the  meetings. 

DR^.  W.  WARNER  WATKINS  and  JOHN  WIN 
THOMAS  will  be  absent  from  Phoenix  for  several 
weeks,  beginning  the  latter  part  of  May.  With 
their  families,  they  expect  to  make  an  extensive 
automobile  tour  through  the  eastern  states,  re- 
turning to  Phoenix  about  the  middle  of  July. 

DR.  I.  O.  CHURCH  has  been  appointed  full-time 
health  officer  of  Chaves  County,  N.  M..  effective 
June  1 He  has  been  health  officer  of  Topeka, 
Kansas,  for  the  past  two  years  and  was  a full-time 
health  officer  in  Geary  County,  Kansas,  for  three 
years  prior  to  that.  Dr.  Church  is  a graduate  of 
Nebraska  Wesleyan  University  and  of  the  Nebraska 
University  College  of  Medicine,  receiving  his  medi- 
cal degree  in  1920.  He  is  married  and  has  two 
children. 

DR.  ROBERT  W.  CRAIG,  of  Phoenix,  was  re- 
cently operated  for  a fulminating  appendicitis. 
Twenty-four  hours  before  operation,  Dr.  Craig  was 
in  his  office  with  no  suspicion  of  illness,  yet  at 
operation  the  appendix  was  found  gangrenous  and 
perforated.  He  has  rallied  in  a very  gratifying 
manner  and  is  believed  to  be  well  on  the  way  to 
recovery. 

The  medical  profession  of  Phoenix  and  Arizona 
received,  with  much  interest,  the  recent  announce- 


ment of  the  marriage  in  Phoenix  of  DR.  S.  I. 
BLOOMHARDT  and  KATHERINE  DUNBAR, 
daughter  of  Dr.  R.  W.  Craig,  all  of  Phoenix.  Dr. 
and  Mrs.  Bloomhardt,  after  a short  honeymoon  in 
Northern  Arizona,  are  now  at  home  in  Phoenix. 


BOOK  REVIEWS 

Shell  Shock  and  Its  Aftermath,  by  Norman  Pen- 
ton.  Ph  D„  Associate  Professor  of  Psychology, 
Ohio  University;  formerly  at  Base  Hospital  117, 
A.  E.  F..  and  with  the  National  Committee  for 
Mental  Hygiene;  author  of  “Self-Directon  and 
Adjustment:”  with  an  introduction  by  Thomas  W. 
Salmon,  M.  D..  Professor  of  Psychiatry,  Columbia 
University;  formerly  Senior  Consultant  in  Neuro- 
psychiatry. A.  E.  F.,  and  Medical  Director  of  the 
National  Committee  for  Mental  Hygiene;  Illustrat- 
ed; St.  Louis;  The  C.  V.  Mosby  Company:  1926: 
S3. 00. 

The  author  tells  oi  the  “shell  shock”  problem 
in  the  A.  E.  F.  from  first-hand  knowledge;  he  de- 
scribes Base  Hospital  117  and  a typical  group  of 
the  victims.  He  goes  into  their  social  and  eco- 
nomic background.  Then  he  presents  a study  of 
the  war  neurotic  back  home  in  1919-1920  and  again 
in  1924-1925,  with  the  interval  of  five  years. 

Of  the  genesis  of  the  neuroses,  he  says  that 
emotion  and  instinct  are  two  phases  of  the  same 
thing.  Emotion  isi  subjective  and  instinct  is  ob- 
jective. A man  subjected  to  the  terrible  stresses 
and  strains  of  war  may  have  his  nervous  system 
affected  so  that  he  is  mute  or  so  that  he  con- 
stantly cries,  or  so  that  he  runs  or  does  something 
else  he  would  not  and  should  not  do.  If  the  iueas 
so  engendered  are  allowed  to  keep  hold  of  him 
they  are  like  habits  constantly  practiced;  they 
become  stronger.  The  time  to  teach  a naughty 
child  not  to  be  naughty  is  when  he  first  begins 
to  be  naughty.  So,  when  a person  has  a neurosis 
of  any  type,  the  time  to  cure  him  of  his  affliction 
is  early  in  the  development  of  the  neurosis. 
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Parke,  Davis  & Company’s 

Diagnostic  Protein  Extracts 

In  Paste  Form  for  the  Rapid  and  Effective 
Determination  of  Protein 
Sensitization 


Jff  <vny  individuals  react  in  an  unusual  way  to  proteins,  having  been 
rendered  hypersensitive  to  one  or  more  of  these  substances.  Asthma, 
hay-fever,  urticaria,  eczema,  gastro-intestinal  disturbances,  and  other 
pathologic  conditions  have  been  traced  in  many  cases  to  such  hyper- 
susceptibility. 

It  is  essential  to  determine  the  specific  offending  agent  for  the  proper 
diagnosis  and  treatment  of  such  cases.  Protein  Extracts,  Diagnostic, 
P.  D.  N Co.,  are  especially  adapted  to  this  purpose.  They  enable  the 
busy  practitioner  economically  and  rapidly  to  ascertain  the  nature  of 
the  protein  or  proteins  to  which  his  patient  is  susceptible  and  to  insti- 
tute the  proper  treatment  for  his  relief. 

Protein  Extracts,  Diagnostic,  P.  D.  & Co.,  are  especially  convenient, 
being  put  up  in  the  form  of  paste  with  a glycerin-boric  acid  base  in  col- 
lapsible tin  tubes.  Single  or  grouped  protein  extracts  are  supplied  in 
individual  tubes  to  save  the  time  of  both  physician  and  patient  in  reach- 
ing a diagnosis. 

The  application  of  these  extracts  is  very  simple.  The  skin  of  the  upper 
part  of  the  back  or  the  forearm,  depending  on  the  number  of  tests  to  be 
made  at  one  sitting,  is  cleansed  and  a small  area  or  a series  of  areas  is 
scarified.  A minute  quantity  of  the  paste  is  expressed  from  the  tube, 
taken  up  on  the  flat  end  of  a>  sterile  toothpick,  and  rubbed  into  the 
scarification.  This  process  is  repeated  (with  an  unused  toothpick,  of 
course)  for  each  test. 


Literature  will  be  promptly  mailed  to  physicians  on  request . 
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Diagnostic  Protein  Extracts,  P.  D.  & Co.,  have  been  accepted  for  inclusion  in  N.  N.  R. 
by  the  Council  on  Pharmacy  and  Chemistry  ofthe  American  Medical  Association 
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GASTRON 

A complete  gastric  gland  extract 

A clinical  resource  against  disorders  of  gas- 
tric function,  acute  and  under  strain  and 
stress  of  exhausting  disease.  Gastron  con- 
tains the  enzymes,  co-ferments,  associated 
organic  and  inorganic  constituents  of  the  en- 
tire gastric  mucosa;  is  of  standardized  pro- 
teolytic energy;  grateful,  agreeable  to  the 
stomach.  Prescribed  simply  by  the  name 
.GASTRON. 

Fairchild  Bros.  S Foste 

New  York 


Pollen  Antigens  '^ederle 

PC  HAY  fever 


Extensive  clinical  experience  of  physicians  in  all  sections 
of  the  United  States  has  demonstrated  during  the  past 
thirteen  years  that  hay-fever  can  be  prevented  or  alleviat- 
ed with  Pollen  Antigens  (Lederle). 

Pollen  Antigens  (Lederle)  has  been  prepared  during  the 
past  thirteen  years  by  the  method  devised  and  originated 
in  the  Lederle  Antitoxin  Laboratories.  This  method  has 
been  shown  to  provide  the  maximum  antigenic  qualities  of 
the  pollens  and  to  insure  uniform  stability  of  the  extract. 

Pollen  Antigens  (Lederle)  since  their  introduction  to  the 
medical  profession  in  1914,  have  been  standardized  by  the 
complement-fixation  method  which  accurately  determines 
the  amount  of  antigenically  active  pollen  protein  in  the  ex- 
tract and  thus  insures  accurate  dosage. 

The  scheme  of  dosage  of  Pollen  Antigens  (Lederle)  with 
terminal  doses  of  3,000  pollen  units  meets  the  require- 
ments of  the  intensive  form  of  hay-fever  treatment  recom- 
mended by  Brown,  Bernton,  Kahn,  Grothaus,  and  others. 


'Material  for  Diagnostic  Skin  Tests  will  be’ 
furnished  physicians  without  charge,  Illus- 
trated booklet  with  complete  information  for 
the  diagnosis  and  treatment  of  hay-fever  sent 
on  request. 


PATHOLOGICAL  LABORATORY 

PHOENIX,  ARIZONA. 
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Radium  and  X-Ray  Therapy 


Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  provides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 


Radium  Therapy — An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 

Deep  X-ray  Therapy — Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalization. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 
cases. 


We  desire  to  confer  and  cooperate  with  the  medical  pro- 
fusion, and  welcome  inquiries  pertaining  to  this  work 


Rex  Duncan,  M.  D. 


E.  D.Ward,  M.  D. 
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Specialists  in 

the  Southwest 

EL  PASO,  TEXAS 

K.  D.  LYNCH,  M.  D. 

Genito  urinary  Surgery 

E.  A.  DUNCAN,  M.  D. 

bib  Mills  Bldg.  El  Paso 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 

W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal 

W.  E.  VANDEVERE,  M.  D. 

Diseases 

Eye,  Ear.  Nose  and  Throat 

921  First  National  Bank  Bldg.  El  Paso 

Bronchoscopy  and  Esophagoscopy 

218  Mills  Bldg.  El  Paso 

W L.  BROWN.  M.  D.  C.  P.  BROWN.  M.  D 

BROWN  AND  BROWN 

FRANKLIN  D.  GARRETT,  M.  D. 

Suite  bOb  Roberts-Banner  Bldg.  El  Paso 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

H.  P.  DEADY,  M.  D. 

Special  Attention  to 

G.  WERLEY,  M.  D. 

Surgery  and  Gynecology 

Diseases  of  the  Heart 

First  National  Bank  Bldg.  El  Paso 

b01-2  Roberts-Banner  Bldg.  El  Paso 

L.  G.  WITHERSPOON,  M.  D. 

PAUL  ELY  M’CHESNEY,  M.  D. 

Plastic  Surgery 

Neurology  and  Psychiatry 

31b  Roberts  Banner  Bldg.  El  Paso 

52b  Mills  Bldg.  El  Paso 

JAMES  VANCE,  M.  D. 

JOHN  W.  CATHCART,  M.  D. 

Practice  Limited  to 

and 

Surgery 

C.  H.  MASON,  M.  D. 

313-b  Mills  Bldg.  El  Paso 

Practice  Limited  to 

X-Ray  and  Radium 

HOURS:  11  TO  12:30 

311  Roberts-Banner  Bldg.  El  Paso 

J.  A.  RAWLINGS,  M.  D. 

LESLIE  M.  SMITH,  M.  D. 

and 

Practice  Limited  to 

HARRY  LEIGH,  M.  D. 

Dermatology  and  Syphilology 

Practice  Limited  to 

Diseases  of  Children  and 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

Obstetrics 

UOb  Roberts-Banner  Bldg.  El  Paso 

1029  First  National  Bank  Bldg.  El  Paso 

Ill 


PHOENIX,  ARIZONA 


CHAS.  S.  VIVIAN,  M.  D. 

UROLOGY 

306  Goodrich  Bldg.  Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
b07  Goodrich  Bldg.  Phoenix 


H.  T.  BAILEY,  M.  D. 

Practice  Limited  to 

Eye.  Ear.  Nose  and  Throat 

323  Ellis  Bldg.  Phoenix 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Skin 

224-5  Luhrs  Bldg.  Phoenix 


HARRY  R.  CARSON,  M.  D. 

Diseases  of  Children 
Heard  Building  Phoenix 


EDGAR  H.  BROWN.  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

614  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN.  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 
503  Goodrich  Bldg.  Phoenix 


I.  L.  GARRISON,  M.  D. 

Diseases  of  Women 
Intravenous  Chemotherapy 

205-6-7  Goodrich  Bldg.  Phoenix 


H.  M.  PURCELL,  M.  D. 

U ROLOGY 

207  Goodrich  Bldg.  Phoenix 


TUCSON,  ARIZONA 


M.  C.  COMER,  M.  D.,  F.  A.  C.  S. 

Eye.  Ear.  Nose  and  Throat 
Peroral  Endoscopy  and  Uranoplasty 

Thomas  Davis  Clinic  Tucson,  Arizona 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


“UNIVERSAL”  SPECTRO-SUN 

The  Easiest  Ultra  Violet  Lamp  To  Use 

$225. 

COMPL 

< 
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w 

ff/ 

oo4Wsupreme 

ETE  ^jr  V IN 

SAFETY- 

Maximum  Germicidal  and 
Biologic  reactions  wit/i- 
C A R E 0 N OUt  lniurlnZ  normal  tissue 

ARC  ? EFFICIENCY- 

■,K  \ II  1 jl ! Jl,  Simultaneous  use  of  Ultra 

J.- 1 L L i Violet,  Radiant  Light  and 
Infra-Red  rays  gives  deeper 
\ penetration  and  greater 

1 V clinical  efficiency. 

ENTIRELY 

g AUTOMATIC  DOSAGE— 

Energy  never  varies,  thus 

l >- — — for  the  first  time  in  his-  h 
tory  standardized  Ultra  i 
” Violet  dosage  is  possible. 

WRITE  FOR  LITERATURE 

FREE  CLINICAL  DEMONSTRATION  in  your  office 

PAUL  E.  JOHNSON,  Inc. 

1824-30  S.  ALBERT  ST.  CHICAGO 
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THE  EL  PASO 
PASTEUR  INSTITUTE 

12th  F'oor  First  National  Bank  Bldg. 

□ □ □ 

An  institution  for  the  preventive  treatment 
of  rabjes.  Conducted  upon  strictly  ethical 
principles  and  the  technique  as  outlined  by 
Pasteur  rigidly  adhered  to. 

E <tab!ished  in  1908 

Treatment  lasts  twenty-one  days 

□ □ □ 

HUGH  S.  WHITE,  M.  D. 

FRED  C.  LAMB,  Analytical  Chemist 


The  Homan  Sanatarium 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 
Descriptive  Booklet  on  Request 

Telephone  1616 


Waite’s  Laboratory 


Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 


PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 
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ALBUQUERQUE  SANATORIUM 


Located  in  the  heart  of  the  great  Southwest — the  Land  of  Sunshine  Average 
annual  rainfall  less  thin  7 inches.  Altitude  moderate.  On  the  mtin  line  of  the 
Santa  Fe. 

The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern,  fire-proo"  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available 

W.  A.  GEKLER,  M.  D.,  Medical  Director 
A.  L.  Hart,  M.  D.  H.  P.  Rankin,  M.  D.  B.  J.  Weigel,  M.  D. 


Trademark 

Registered 


STORM 


Trademark 

Registered 


Binder  and  Abdominal 
Supporter 


(Patented) 


Trade 

Trade 

Mark 

Mark 

Res. 

Zam  » 

Reg. 

For  Men,  Women  and 
Children 


For  Ptosis.  Hernia,  Obesity,  Pregnancy,  Re- 
laxed Sacroiliac  Articulations,  High  and  Low 
Operations,  Florting  Kidneys,  Etc. 

Ask  for  36-page  Illustrated  Folder 

Mail  orders  filled  at  Philadelphia  only — within  24  hoars 

Katherine  L.  Storm,  M.  D. 

Originator,  Patentee,  Owner  and  Maker 
1701  Diamond  Street  PHILADELPHIA 


Providence 

Hospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 


Tycos 

APPARATUS  FOR 
CARDIO  RESPIRATORY 
TEST 

(.VEIT7  ENGLAND  MUTUAL  METHOD) 


Literature  upon  request 


PACIFIC  SURGICAL  MFG.  Co. 

616  SO.  FIGUEROA  ST. 

LOS  ANGELES,  CAL. 


P.  S. — On  your  next  trip  to  Los  Angeles  visit  this  store — the  most  attractive  surgical 
store  in  the  west. 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  pf  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Appai'atus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 

Write  i‘s  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 


Cardio-Resjnratory  Apparatus 


Dr  Frost’s  article  sent  gratis  on  request 


M INSTkllMHWTS 


[aloei 


great  SURGICAL 


1819-21-23  OLIVE  ST. 


ST.  LOUIS,  MO. 
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SPECIAL  ATTENTION  UROLOGISTS 

We  are  now  carrying  a very  complete  stock  of  the 
products  of  the  Eynard  Factory  in  Paris,  consisting  of 
catheters  and  bougies,  both  urethral  and  ureteral  in  a 
variety  of  sizes  and  styles. 

Telephone  orders  given  prompt  attention.  We  will 
be  glad  to  take  care  of  your  patient’s  needs  for  this 
class  of  goods. 

KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Everything  for  the  hospital  and  doctor. 

A good  stock  of  Kny-Scheerer,  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  of  Stille-Scanlon  Company. 


"U0S£ 

Keeping  Step  with 
the  Progress  of  the  Medical  Profession 

From  a tiny  store  in  i860  to  a mammoth  building  of  50,000  sq.  ft.  of 
floor  space — in  1927  — is,  in  a few  words,  the  history  of  our  de- 
velopment to  a national  institution,  the  proof  of  the  superior  manner 
in  which  we  have  served  the  Physicians,  Surgeons  and  Hospitals  of 
America — and  of  our  keeping  step  with  the  progress  of  the  Medical  Pro- 
fession. ' '(fin  this  great  building  is  assembled  the  best  in  Surgical  In- 
struments from  Europe  and  America : finest  in  “White  Steel”  Furniture, 
Physio-Therapy  Equipment,  Hospital  Supplies,  Orthopedic  Apparatus, 
etc., — a World  Mart  — and  all  this  no  farther  from  you  than  your 
nearest  Mailbox. 

A Post  Card  will  bring  our  Catalog 

A.  S.  ALOE  COMPANY 
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Summer  Diarrhea  • 

The  following  formula  is  submitted  as  a means  of  preparing  suitable  nourish- 
ment in  intestinal  disturbances  of  infants  usually  referred  to  as  summer  diarrhea: 

Mellin’s  Food  4 level  tablespoon  fills 

Water  (boiled,  then  cooled)  16  fluidounces 

This  mixture  contains  proteins,  carbohydrates  and  mineral  salts  in  a form 
readily  digestible  and  available  for  immediate  assimilation. 

The  need  for  protein  is  well  understood  as  is  also  the  value  of  mineral  salts, 
which  play  such  an  important  part  in  all  metabolic  processes.  Carbohydrates  are 
a real  necessity,  for  life  cannot  be  long  sustained  on  a carbohydrate-free  diet.  It 
should  also  be  stated  that  the  predominating  carbohydrate  in  the  above  food  mixture 
is  maltose — which  is  particularly  suitable  in  conditions  where  rapid  assimilation 
is  an  outstanding  factor. 

Above  all  is  the  satisfactory  result  from  the  use  of  this  suggested 
nourishment,  which  is  well  supported  by  clinical  evidence. 

Mellin’s  Food  Company,  177  State  Street,  Boston,  Mass. 


STOVARSOL 


(REG.  U S.  PATENT  OFFICE 


Acetylamino-oxyphenylarsonic  Acid 

Indicated  in  Amebic  Dysentery 

Accepted  by  Council  of  Pharmacy  and  Chemistry  A.  M.  A. 

Distributed  in  bottles  of  25  tablets,  each  tablet  0.25  grams 
May  be  obtained  through  your  druggist 


Literature  furnished  on  request 


MANUFACTURED  BY 

FOWERS-WEIGHTMAN-ROSENGARTEN  CO. 


New  York 


PHILADELPHIA 


St.  Louis 
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SQUIBB  Professional  Service  Representa- 
tives are  serving  thousands  of  physicians 
yearly,  bringing,  as  they  do,  valuable  infor- 
mation concerning  improvements  on  old- 
established  products,  and  vital  facts  con- 
cerning recent  discoveries. 


These  Representatives  are  proud  of  their 
work,  proud  of  their  House,  and  the  Prod- 
ucts which  bear  its  name.  Physicians 
everywhere  recognize  their  helpfulness  and 
are  ever  pleased  to  welcome  them. 


Wars  may  be  won  in  Training  Camps 


i 


1 N wars  of  the  past,  a silent,  re- 
lentless battle  was  waged  in  training 
camps  and  behind  the  active  fronts, 
which  involved  an  even  greater  loss 
of  life  than  on  the  battle  line.  It 
was  the  war  against  Typhoid  Fever. 
This  dreaded  disease  is  virtually  un- 
known among  soldiers  today.  Yet 
typhoid  accounted  for  60  per  cent, 
of  the  total  German  mortality  in 
the  Franco  - Prussian  War,  and 
another  tremendous  loss  of  men  in 
the  Spanish-American  War.” 

“Do  you  realize,  Doctor,  that  if  the 
same  prevalence  of  Typhoid  Fever 
existed  in  the  World  War,  as  it  did 
in  the  Spanish-American  War,  our 
loss  of  men  would  have  been  twice  the 
number  that  were  killed  in  battle?  ” 

“Fortunately,  the  disease  was  so 
effectually  controlled  by  the  Army 
Officials  through  the  use  of  Typhoid 


Vaccine,  that  there  were  only  156 
deaths.  That  great  strideshave  b^en 
made  in  eradicating  this  disease  from 
American  communities  is  shown  by 
the  fact  that  it  is  practically  unknown 
today  in  some  communities  where  it 
was  once  prevalent  every  summer.” 

Squibb  Typhoid  Vaccines  are  pre- 
pared from  the  same  strains  and  ac- 
cording to  the  method  used  by  the 
Medical  Department  of  the  United 
States  Army.  They  contain  only  a 
minimum  quantity  of  preservative. 
Typhoid  Vaccine  so  prepared  is  con- 
sidered by  the  best  authorities  to 
yield  more  satisfactory  results. 

A few  words  to  our  Professional 
Service  Department  expressing  your 
interest  will  bring  additional  in- 
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THE  USE  AND  ABUSE  OF  IODINE 

IN  THE  TREATMENT  OF  GOITER 

A.  B.  COOKE,  M.  D. 

Los  Angeles,  California 

Read  before  tihe  Thirty-sixth  Annual  Meeting  of 
the  Arizona  State  Medical  Association  held  at 
Yuma,  Arizona,  April  21  to  23,  1927. 

In  some  one  of  his  books  or  papers,  Crile 
poetically  says  that  the  thyroid  gland  is  the 
musical  instrument  upon  which  nature 
plays  the  tune  of  life.  In  the  same  fanciful 
vein  it  may  be  said  that  iodine  determines 
the  key  and  pitch  of  the  tune — whether  it 
shall  be  one  of  sustained  harmony  or  one 
of  discordant  jazz. 

Long  before  there  was  any  real  knowl- 
egde,  or  even  suspicion,  of  their  true  rela- 
tionship, iodine  was  used  empirically  in  the 
treatment  of  goiter;  and,  with  all  the  broad- 
ened understanding  of  this  scientific  age,  it 
must  be  admitted  that  empiricism  on  the 
subject  still  flourishes  to  a most  regrettable 
degree. 

That  iodine  has  a place,  and  an  important 
place,  in  the  treatment  of  goiter,  is  one  of 
the  established  truths  of  modern  therapy. 
But  its  indiscriminate  use  constitutes  a dis- 
tinct and  growing  menace.  In  reality  it  is  a 
two-edged  sword,  as  patent  for  harm  as  for 
good.  To  employ  the  agent  merely  because 
there  is  a goiter  to  be  treated,  is  often 
woefully  to  misuse  a valuable  remedy,  with 
serious  and  sometimes  disastrous  results  to 
a trusting  patient. 

It  is  not  the  purpose  at  this  time  to  in- 
quire into  the  chemistry  of  the  thyroid  se- 
cretion or  to  theorize  as  to  how  and  why 
iodine  operates  as  its  essential  ingredient. 
Accepting  the  conclusions  of  the  laboratory 
as  well-proved  facts,  let  us  try  to  under- 
stand the  practical  phases  of  the  subject, 
to  the  end  that  we  may  employ  the  remedy 
intelligently,  with  a definite  idea  of  what 
we  seek  and  expect  to  accomplish  when  we 
do  employ  it. 

Iodine  is  not  indicated  in  all  goiters.  With 
the  single  important  exception  of  its  use  as 
a preventive  in  childhood,  the  only  indica- 


tion for  the  exhibition  of  iodine  is  hyper- 
trophy or  hyperplasia  of  the  thyroid  tissue. 
This  condition  is  found  in  non-toxic,  as  well 
as  in  toxic,  goiters.  But  not  every  increase 
in  size  of  the  thyroid  gland  is  due  to  hyper- 
plasia. Very  often  the  accumulation  of  col- 
loid, representing  the  so-called  “resting 
stage”  of  the  gland,  accounts  for  the  simple 
hypertrophy  which  results  in  visible  en- 
largement. Here  there  is  no  decrease  in 
the  iodine  content,  as  may  readily  be  dem- 
onstrated in  the  laboratory,  and  to  exhibit 
the  agent  in  such  a case  is  nothing  short  of 
malpractice.  This  applies  particularly  to 
the  quiescent  or  non-toxic  adenomatous 
goiters  in  which  the  administration  of 
iodine,  even  in  minute  quantities,  is  apt  to 
excite  active  symptoms. 

THE  USE  OF  IODINE 

Frst. — As  a preventve.  Since  the  brlliant 
and  conclusive  work  of  Marine  in  certain 
goitrous  sections  of  the  Great  Lakes  dis- 
trict, it  has  been  accepted  universally  that 
endemic  goiter  is  due  to  iodine  deficiency. 
Perhaps  the  term  universally  accepted  is 
somewhat  .too  inclusive,  for  McCarrison,  in 
the  British  Medical  Journal  for  January, 
1927,  asserts  that  iodine  has  nothing  to  do 
with  the  causation  of  endemic  goiter,  but 
that  it  is  due  to  sundry  impurities  in  the 
drinking  water.  In  passing,  it  may  be  said 
that  this  rather  strange  opinion  has  no  sup- 
port so  far  as  it  applies  to  the  goitrous  re- 
gions of  the  United  States.  Marine’s  ob- 
servations have  been  too  often  and  too  com- 
pletely corroborated  by  other  invesitgators 
for  the  question  even  to  be  raised.  It  is  in- 
teresting to  recall  in  this  connection  that, 
some  twenty  years  ago,  the  elder  Kocher 
stated  as  his  definite  conclusion  that  the 
prevalence  of  goiter  in  Switzerland  was  due 
to  something  not  in  the  melted-snow  drink- 
ing water. 

The  prevention  of  endemic  goiter  has  be- 
come the  much  simplified  problem  of  iodine 
medication  of  the  school  children  in  the  af- 
fected zones.  The  amount  required  is  small 
and  the  administration  simple,  the  remedy 
being  given  at  intervals  in  the  drinking- 
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water  or  food,  without  the  knowledge  of 
those  taking  it. 

Second. — In  the  treatment  of  simple  goi- 
ter. The  one  type  of  non-toxic  goiter  which 
is  benefited  by  iodine,  is  the  simple  hyper- 
trophy of  puberty  and  early  adolescence  in 
which  enlargement  of  the  gland  is  merely 
an  expression  of  nature’s  effort  to  elaborate 
a supply  adequate  to  the  system’s  increased 
needs.  This  is  the  only  form  of  goiter  which 
is  capable  of  being  really  cured  by  iodine, 
though  the  majority  of  cases  will  get  well 
of  themselves  if  left  to  the  ministrations 
of  time  alone. 

It  has  been  one  of  the  keenest  pleasures 
of  my  experience  to  be  able  to  reassure  an- 
xious mothers  by  advising  that  their  young 
daughters  did  not  require  operation,  and  to 
watch  the  deforming  goiters  melt  away  un- 
der iodine  therapy.  Since  the  advent  of 
the  iodine  treatment,  I have  not  found  it 
necessary  to  operate  on  a single  patient  be- 
low eighteen  years  of  age,  and  on  only  a 
few  below  the  age  of  twenty. 

Of  course  toxic  goiter  may,  and  does, 
occur  at  a very  early  age,  so  that  no  in- 
violable rule  on  the  subject  can  be  laid 
down.  But,  in  justice  to  our  patients  and 
to  ourselves,  we  should  be  extremely  slow 
to  suggest  surgery  in  any  goiter  at  this 
period  of  life. 

The  goiters  not  infrequently  found  associ- 
ated with  hypothyroidism  also  sometimes 
respond  quite  favorably  to  iodine  medica- 
tion. Here,  however,  thyroxin  or  thyroid 
extract  is  far  preferable,  because  iodine  de- 
ficiency alone  can  not  be  charged  with  the 
myxedematous  condition. 

Third — In  the  treatment  of  toxic  goiter. 
In  a paper  so  logical  in  its  reasoning  and  so 
forceful  in  its  expression  that  it  can  not 
fail  to  impress  the  average  reader  in  spite 
of  any  convictions  he  may  hold  upon  the 
subject,  Graham*  argues  that  there  is  no 
essential  difference  between  the  hypothy- 
*Journal  A.  M.  A.,  August  28,  1926,  p.  628. 
roidism  of  toxic  adenoma  and  that  of  exo- 
phthalmic goiter,  and  that  beneficial  effect 
follows  the  judicious  exhibition  of  iodine  in 
both  conditions  equally.  With  the  first 
conclusion,  i.  e.,  as  to  the  identity  of  the 
hyperthyroidism  in  the  two  conditions,  I am 
entirely  in  accord.  But  I am  profoundly 
convinced  that  in  the  case  of  exophthalmic 
goiter  there  is  something  other  and  more 
to  be  reckoned  with  than  mere  hyperthy- 
roidism. The  nature  of  this  something  and 
its  method  of  action,  while  obscure,  are  at 
least  suggested  by  one  uniform  etiologic 
feature  which  is  common  to  all  cases  of 
Grave’s  disease ; namely,  emotional  stress. 


The  dysfunction  is  of  sudden  onset  and  the 
characteristic  changes  occur  rather  abrupt- 
ly in  thyroids  previously  perfectly  normal. 

It  is  easy  to  argue  on  the  subject  from 
the  viewpoint  of  the  laboratory,  building 
plausible  theories  on  hypothesis  and  con- 
jecture. But  the  clinician  knows  that  the 
greatest  aid  available  to  him  in  solving  ob- 
scure problems  of  disease  often  comes  from 
careful  consideration  of  etiology.  The  im- 
portance * of  emotional  disturbance  as  a 
causative  factor  in  exophthalmic  goiter  can 
not  be  ignored  or  minimized.  And  it  is  not 
difficult  to  understand  that  such  involve- 
ment of  the  nervous  system  should  so  mod- 
ify the  clinical  expression  of  the  hyperthy- 
roidism as  to  justify  its  being  classed  as  a 
separate  disease. 

When  Graham  states,  as  the  first  of  his 
seven  conclusions,  that  “we  have  been  un- 
able to  recognize  a single  symptom  or  sign 
that  is  necessarily  pathognomonic  for  exo- 
phthalmic goiter  as  opposed  to  toxic  ad- 
enoma,” he  refuses  to  recognize  the  sign 
from  which  the  former  derives  its  very 
name.  Toxic  adenoma  does  not  cause  exo- 
phthalmos. 

Whether  iodine,  known  to  be  of  the  great- 
est value  in  Grave’s  disease,  is  really  of 
value  in  toxic  adenoma,  is  another  question 
which  the  clinician  must  decide.  If  we 
agree  that  the  over-activity  of  the  gland 
which  produces  the  hyperthyroidism  is  due 
to  lack  of  iodine,  it  would  seem  logical  to 
conclude  that  the  administration  of  the 
agent  should  be  benefifial.  But  the  fact  is 
that  in  many  instances  it  undoubtedly  ag- 
gravates the  symptoms. 

It  has  long  seemed  to  the  writer  that 
the  most  radical  explanation  of  this  appar- 
ently erratic  action  of  iodine  may  be  found 
in  the  fact  that  a greater  or  less  degree  of 
hyperplasia  is  practically  always  associated 
with  toxic  adenoma.  It  is  conceivable  that 
in  certain  cases  the  hyperplasia  predom- 
inates to  such  an  extent  that  the  character- 
istically favorable  response  of  this  tissue 
to  the  iodine  therapy  accounts  for  the  im- 
provement in  symptoms,  while  in  other 
cases,  where  the  adenomatous  element  pre- 
dominates, an  unfavorable  reaction  is  seen. 
And  the  latter  class  is  certainly  much  the 
larger.  A wise  working  rule,  then,  is  to 
observe  the  strictest  caution  in  the  use  of 
iodine  in  all  cases  of  toxic  adenoma.  If 
the  doses  are  small  and  the  case  is  carefully 
watched,  the  remedy  may  be  withdrawn  up- 
on the  first  appearance  of  any  increase  in 
toxicity  before  real  harm  is  done. 

In  the  light  of  the  foregoing,  it  is  obvious 
that  accurate  differential  diagnosis  is  of 
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the  utmost  importance  before  prescribing 
iodine  in  any  case  of  toxic  goiter.  Ordi- 
narily this  is  not  difficult,  particularly  if 
the  clinical  picture  has  not  already  been 
modified  and  confused  by  the  taking  of  the 
remedy.  Unfortunately,  information,  or 
rather  misinformation,  on  the  subject  has 
been  so  widely  disseminated  through  the 
public  press  and  other  channels  that  no  pa- 
tient with  a goiter  long  escapes  the  iodine 
danger.  And,  sad  to  say,  when  medical  ad- 
vice is  sought  there  is  an  even  chance  that 
the  same  danger  will  be  encountered. 

There  are  certain  fundamental  points 
which  must  be  kept  constantly  in  mind  in 
the  treatment  of  toxic  goiter  with  iodine: 

(1)  It  has  no  power  to  cure  the  disease. 
In  properly  selected  cases  the  improvement 
is  so  immediate  and  decided  as  to  seem 
truly  magical,  but  it  is  always  temporary. 

(2)  Iodine  is  contraindicated  in  clearly 
diagnosed  cases  of  toxic  adenoma.  In  doubt- 
ful cases  it  may  serve  as  an  aid  to  diagnosis, 
but  should  be  employed  with  the  greatest 
caution. 

(3)  The  favorable  action  of  iodine  may 
be  expected  to  reach  its  acme  in  about  two 
weeks;  to  be  maintained  for  a similar 
period;  and  then  gradually  to  lose  its  ef- 
fect, with  a return  of  the  toxic  symptoms. 

(4)  It  is  most  important  to  remember 
that  one  course  of  the  iodine  medication 
seems  to  establish  a tolerance  and  that  the 
patient  usually  can  not  be  brought  under  its 
control  again. 

(5)  Since  iodine  is  not  curative,  and 
since  its  beneficial  action  is  only  temporary, 
it  should  be  definitely  understood,  when 
the  agent  is  employed  in  toxic  goiter,  that 
the  purpose  is  to  prepare  the  patient  for 
safe  surgery.  In  other  words,  it  merely 
does  away  with  the  necessity  of  preliminary 
ligations  and  other  makeshift  expedients 
(e.  g.,  x-ray  treatment)  which  were  for- 
merly so  often  resorted  to  in  desperate 
cases. 

THE  ABUSE  OF  IODINE 

The  more  conspicuous  abuses  and  dan- 
gers may  be  grouped  under  three  headings: 

Frist. — Failure  to  recognize  the  indica- 
tions for  the  remedy  and  to  realize  its  clear 
cut  limitations. 

Second. — The  tendency  to  regard  it  as  a 
curative  agent  in  the  treatment  of  toxic 
cases. 

Third. — The  commercial  exploitation  of 
iodine,  e.  g.,  iodized  salt. 

The  first  two  have  received  attention  al- 
ready and  are  mentioned  again  simply  for 
emphasis.  But  the  last  calls  for  an  addi- 
tional word.  Iodized  salt,  or  rather  its  com- 


mercial exploitation,  has  become  a very  real 
menace.  The  tendency  to  self-medication  is 
prevalent  to  an  alarming  extent,  and  the 
tendency  is  certainly  not  discouraged  by  the 
modern  hodge-podge  drug  stores  writh  their 
counter-prescribing  clerks  of  both  sexes. 
Practically  every  goiter  patient  that  comes 
into  my  hands  has  tried  a round  of  iodized 
salt  or  some  other  iodine  preparation,  not 
because  it  was  indicated  in  the  particular 
case,  but  because  some  one  had  told  him 
that  iodine  “was  good  for  goiter.” 

Very  recently  a young  woman  from  Chi- 
cago, who  was  visiting  in  my  home,  com- 
placently informed  me  that  she  used  noth- 
ing but  iodized  salt  on  her  table.  I had 
known  her  since  her  early  childhood  and 
was  sure  that  she  had  never  had  a sign  or 
svmptom  of  goiter.  In  reply  to  my  ques- 
tion as  to  why  she  used  it,  she  replied,  “Oh, 
so  I will  not  develop  goiter.” 

Personally  I have  no  doubt  that  the  not- 
able increase  of  recent  years  in  disease  of 
the  thyroid  gland  among  the  adult  popula- 
tion is  largely  due  to  this  evil.  Many  in- 
dividuals undoubtedly  have  small  adenomata 
which  would  remain  permanently  latent  and 
symptomless  if  it  were  not  for  the  misuse 
of  iodized  salt  and  other  iodine  prepara- 
tions with  which  a sophisticated  public  has 
become  sadly  too  familiar.  And  this  con- 
clusion gains  weight  when  the  frequency 
with  which  goiter  in  men  is  encountered 
at  the  present  time,  is  considered. 

The  use  of  iodine  has  contributed  much 
to  the  solution  of  the  goiter  problem.  In- 
telligence and  due  care  will  eliminate  the 
abuses. 


INTANGIBLE  THYROID  RELATION- 
SHIPS 

ROSS  MOORE.  M.  D 
Los  Angeles,  California 

Read  before  the  Thirty-sixth  Annual  Meeting  of 
the  Arizona  State  Medical  Association  held  at 
Yuma,  Arizona,  April  21  to  23,  1927. 

A few  days  ago  I heard  somebody  be- 
moaning the  fact  that  we  have  only  one 
gland-function  test — the  metabolic  rate  for 
the  thyroid.  He  inferred,  and  then  went 
on  to  explain  in  detail,  that  if  we  could 
only  test  all  other  glandular  activity  as  we 
do  that  of  the  thyroid,  we  should  be  in  a 
much  better  diagnostic  and  therapeutic  po- 
sition. A moment  later  he  ingenuously  and 
freely  admitted  that  the  determination  of 
metabolic  rate  measures  only  a part  of  thy- 
roid activity. 

I believe  I am  rather  glad  that  there  are 
no  other  real  laboratory  tests  of  gland 
activity,  because  we  are  therefore  and 
thereby  forced  to  think  in  a philosophic  way 
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about  gland  functions,  and  not  content  our- 
selves with  the  half  truths  revealed  by  test- 
tube  and  reagent.  Anything  that  will  tickle 
our  medical  mentalities  into  philosophic 
activity  is  worth  retaining  and  developing. 

The  thyroid  metabolic  test  is  quite  paral- 
lel, in  the  glandular  realm,  to  the  psycho- 
metric or  intelligence  test  used  by  psycholo- 
gists in  estimating  mental  capacity.  Though 
\ye  had  just  as  accurate  tests  for  all  other 
glands  as  the  basal  metabolic  rate  is  for 
thyroid  activity,  yet,  all  of  them  taken  to- 
gether could  be  of  little  greater  value  than 
are  the  various  modifications  of  the  Binet 
intelligence  test  when  it  comes  to  determin- 
ing the  total  personality  of  an  individual. 

The  difficulty  in  all  so-called  “exact” 
methods  of  testing  mentality,  lies  in  the 
fact  that  the  mind  is  not  a single,  simple, 
unattached  entity,  but  is  a complex  and  in- 
separable part  of  the  total  human  person- 
ality. In  like  manner,  all  possible  tests  of 
gland  activity  can,  in  the  very  nature  of 
things,  give  but  a fragmentary  and,  there- 
fore, inadequate  and  incorrect  idea  of  what 
part  the  glands  of  our  bodies  are  constantly 
playing  in  carrying  on  life  processes  and 
giving  us  our  personality. 

So  I repeat,  it  is  well  that  we  have  no  so- 
called  “specific”  tests  for  glandular  activ- 
ity because,  having  none,  our  minds  are  not 
fettered  to  semi-facts  and  fragmentary  evi- 
dence, and  are  thus  enabled  to  make  deduc- 
tions and  form  conclusions  freely,  on  the 
basis  of  total  nervo-glandular  personality 
rather  than  laboratory  minutiae.  We  an- 
alyze and  synthesize  general  reactions  rath- 
er than  bits  of  incidental  biochemistry. 

I have  just  made  use  of  a rather  curious, 
complex  name ; i.  e.,  total  nervo-glandular 
personality.  This  term  requires  definition 
or,  at  least,  explanation.  It  is  expressive 
of  the  rapidly  increasing  realization  by  both 
clinician  and  physiologist  that  each  glandu- 
lar function  is  inextricably  tangled  with  the 
others;  and  also  that  the  activity  of  all 
glands,  both  singly  and  collectively,  is  large- 
ly correlated  and  governed  by  the  nervous 
system.  Nerves  and  glands  must  always 
be  considered  together  in  future  medical 
thought  and  research  . Their  combined  in- 
fluence is  great  enough  to  warrant  the 
statement  that  human  personality  is  large- 
ly the  result  of  nerve  and  gland  activity. 
Hence,  it  is  allowable  to  coin  the  term  “to- 
tal nervo-glandular  personality.” 

If  it  is  granted  that  human  personality 
develops  largely,  or  entirely,  from  nervo- 
glandular  activity,  then  it  is  necessary  to 
go  a step  farther  back  and  determine  what 
is  the  ultimate  source  of  that  stimulus 


which  causes  personality  to  develop.  What 
sets  the  whole  complex,  sequential  human 
mechanism  going;  what  constantly  moulds 
the  physical  body,  and  the  mental  body, 
and  the  emotional  personality  so  that  they 
develop  and  retain  their  proper  and  natural 
forms?  To  the  inquirer  who  proceeds  un- 
hampered by  the  strictures  of  mysticism, 
tradition  or  trespassing  theological  precon- 
ceptions, there  is  but  one  answer  to  the  sin- 
gle question  just  now  stated  in  three  dif- 
fering forms — the  sex  or  reproductive 
glands. 

It  must  be  true  that  there  is  a central, 
dominating  organ  or  area  from  which  all 
somatic  activities  are  moulded  and  direct- 
ed, the  physical  counterpart  of  the  central 
dominating  area  where  mental  activities  are 
moulded  and  directed. 

The  brain  is  the  area  of  mental  moulding 
and  direction.  The  sex  glands  seem  to  per- 
form the  same  function  for  the  physical 
personality.  Neither  area  is  simple  and 
complete  in  itself.  Each  must  depend  on 
a multitude  of  agents  to  carry  out  its  com- 
mands. It  is  necessary  to  proceed  a step 
further  and  say  that  each  of  these  areas, 
i.  e.,  the  brain  and  the  sex  glands,  is  quite 
dependent  on  the  other  for  full  and  normal 
activity. 

Human  personality  is  distinctly  bisexed — 
it  is  male  and  female.  Male  personality  can 
become  and  remain  male,  and  female  be- 
come and  remain  female,  only  through  the 
activity  of  a dominating  and  physiological- 
ly irresistible  force.  That  force  comes  from 
the  sex  glands.  It  acts  upon  every  part  and 
portion  of  the  body,  to  masculinize  or  fem- 
inize as  the  case  may  be.  It  furnishes  to 
every  other  gland  in  the  body  the  primary 
stimulus  to  secretory  activity. 

The  predominating  position  of  the  sex 
glands  in  creating  physical  and  physiologi- 
cal personality  has  long  been  known,  but 
the  concept  of  their  great  role  in  moulding 
the  less  tangible  qualities  of  general  human 
personality  is  not  so  clear  in  our  minds. 
The  reflex  relationship  which  exists  be- 
tween the  total  personality  of  the  human 
individual  and  the  functional  condition  of 
the  body,  is  not  only  not  understood  but  its 
very  existence  is  too  seldom  taken  into  ac- 
count when  etiology  is  being  studied. 

This  may  be  stated  another  way  for  the 
sake  of  clearness,  viz : The  personal  make- 
up of  a man  or  a woman  is  able  to  reflexly 
modify  various  functions  of  the  body. 

A familiar  and  simple  example  of  this 
reflex  modifying  ability  of  the  human  per- 
sonality is  seen  in  the  effect  of  bad  news 
suddenly  received.  Some  people  are  physio- 
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logically  undisturbed  by  emotional  shocks 
such  as  the  receipt  of  a telegram  contain- 
ing bad  new.  Others  are  so  upset  physio- 
logically that  they  are  unable  to  digest  food 
or  even  to  finish  a meal  already  begun. 

The  general  argument  presented  by  this 
paper  is,  that  the  emotional  level  of  human 
personality  is  a distinct  and,  frequently,  a 
preponderating  influence  in  determining  the 
functional  activity  of  human  organs  and 
glands. 

The  specific  argument  is  that  thyroid 
activity  is  frequently  so  disturbed  by  long- 
continued  worries  and  stresses  that  definite 
thyroid  symptomatology  develops  which 
may  easily  be  mistaken  for  primary  thyroid 
disease. 

This  leads  unerringly  to  the  conclusion 
that  any  and  all  treatment  of  such  thyroid 
disturbance  will  inevitably  fail  if  its  per- 
sonality origin  is  not  recogn'zed. 

It  would  be  interesting  to  construct  a new 
classificat:on  of  thyroid  manifestations  on 
this  basis,  but  the  scope  of  this  paper  for- 
bids. One  thing  would  appear  as  soon  as 
such  a classification  came  into  general  use ; 
viz,  the  application  of  surgical  procedures 
to  thyroid  problems  would  become  much 
less  frequent  because  personality  etiology 
would  be  recognized  early  enough  to  prevent 
surgical  thyroid  conditions  from  develop- 
ing. 

A concrete  case  will  be  illustrative  of 
this  tbyro-personality  relationship.  A thir- 
ty-three year  old  unmarried  woman  com- 
plains of  paroxysmal  tachycardia,  depres- 
sion and  occasional  exhaustion.  Her  pulse 
rate  goes  up  to  120  or  130  without  appar- 
ent reason,  and  it  remains  at  that  rate  for 
from  one  to  four  days,  then  quickly  or 
gradually  returns  to  a normal  rate.  She 
feels  mentally  and  physically  weak  and  ef- 
fortless during,  before  or  after  such  spells 
of  rapid  heart  action.  She  has  feelings  of 
unworthiness  and  inadequacy.  A fine  tre- 
mor of  hands  is  irregularly  present  in  con- 
nection with  the  tachycardia. 

She  is  well  educated  and  of  attractive 
presence. 

The  working  diagnosis  in  this  case  is 
symptomatic  depression  originating  in  long- 
continued  emotional  stresses,  and  paroxys- 
mal tachycardia  due  to  psychogenically  ir- 
ritated thyroid. 

Further  etiological  history.  Patient  was 
born  of  religious  parentage.  Received  only 
the  repressed  type  of  unconscious  sex  train- 
ing from  mother  during  her  babyhood.  Re- 
ceived no  uninhibited  sex  information  from 
parents  in  childhood  and  young  girlhood ; 
received  no  warning  concerning  menstrua- 
tion. She  was  so  repressed  by  the  time  she 


matured  that  the  whole  subject  of  sex  was 
taboo  even  to  thought.  She  became  sex- 
conscious and  began  to  masturbate.  Mas- 
turbation produced  self-abasement  and  feel- 
ings of  inferiority.  These,  later,  prevented 
her  from  freely  associating  and  becoming 
married. 

She  changed  occupation  at  twenty-three 
because  of  restlessness.  The  restlessness 
was  due  to  lack  of  satisfaction  with  life  as 
she  was  having  to  live  it,  and  to  lack  of  ex- 
pectation of  future  contentment. 

This  patient  is  extremely  intelligent  and 
ready  to  cooperate,  thus  making  it  possible 
actually  to  reconstruct  the  progress  of  her 
disabling  psychosis  from  the  beginning  of 
her  ability  to  register  things  in  memory. 
It  would  be  very  interesting  and  profitable 
to  minuteyl  trace  this  progress,  but  time 
does  not  permit.  Enough  has  been  related 
to  show  that  a girl  who  was  endowed  with 
a good  mind  and  a vivid  imagination  came 
up  to  the  marr'age  period  so  repressed  and 
obsessed  that  she  could  not  accomplish  a 
union.  As  she  approached  thirty  she  grad- 
ually became  conscious  that  her  failure  to 
to  minutelv  trace  this  progress,  but  time 
become  biologically  complete,  i.  e..  to  marry 
and  bear  children,  was  due  to  inhibitions 
within  herself.  She  could  not  break  them. 
They  broke  her. 

Another  most  interesting  matter  might 
be  discussed  just  here,  the  question  of  just 
what  role  the  inherited  biochemical  make- 
up of  the  ovaries  played  in  producing  this 
patient’s  inhibitions  and  obsessions.  The 
ultimate  origin  of  the  simplest  and  most 
primitive  sex  ideas  is  doubtless  the  biochem- 
ical and  biophysical  activity  of  the  repro- 
ductive system.  Possiblv  the  inherited  con- 
sitution  of  this  patient’s  reproductive  sys- 
tem was  in  large  part  responsible  for  her 
inability  to  acquire  reasonable  sex  educa- 
tion in  the  first  place. 

The  net  result  of  all  this  unfortunate  tan- 
gle of  personality  difficulties  was  that  her 
thwarted  emotional  self  turned  in  on  her 
physiological  self  and  caused  havoc.  Her 
paroxysmal  tachycardia  was  due  directly  to 
the  occasional  reflection  of  her  despair  on 
her  thyroid  glandular  activity.  It  could  do 
this  only  after  the  patient  had  been,  for 
years  and  years,  subject  to  the  constant  ir- 
ritation of  unsatisfied  desire  for  mother- 
hood. 

If  this  tachycardia  had  happened  to  be 
constant  rather  than  paroxysmal,  then  this 
patient  might  have  been  subjected  to  long 
rest  cures,  or  artery  ligations,  or  thyroid- 
ectomies, with  no  benefit. 

On  the  other  hand,  if  the  psychogenesis 
of  her  rapid  pulse  rate  had  been  looked  in- 
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to  and  understood  at  the  time  of  its  first 
development,  it  might  have  been  removed 
early  enough  to  prevent  the  suffering  and 
disability  present  when  she  came  under  my 
care. 

CONCLUSIONS 

1.  Thyroid  disturbances  are  frequently 
due  to  emotional  causes. 

2.  Inferentially,  other  gland  disturbances 
are  also  due  to  psychic  or  emotional  causes. 

3.  Treatment  directed  at  the  local  thy- 
roid condition,  without  regard  to  its  psychic 
or  emotional  causation,  will  fail  and  con- 
tinue to  fail. 

4.  At  the  present  stage  of  our  knowl- 
edge concerning  the  causation  of  hyper-  or 
dis-thyroidism,  many  surgical  procedures 
are  necessary,  because  thyroid  tissue  has 
become  organically  diseased  by  reason  of 
long-continued  psychogenic  irritation. 

5.  In  the  future  there  will  be  much  less 
thyroid  surgery  because  the  emotional  or 
personality  causes  of  thyroid  mal-function 
will  be  recognized  early  enough  to  prevent 
the  development  of  organic  pathology. 

6.  Future  medical  philosophers  will 
gradually  untangle  glandular  and  emotional 
relationships  until  it  is  seen  that  the  emo- 
tional level  of  human  personality  has  very 
much  to  do  with  both  normal  and  pathologi- 
cal glandular  activity. 

DISCUSSION 

DR.  WILLARD  SMITH,  Phoenix,  Ariz.,  (open- 
ing) : If  this  meeting  continues  to  produce  papers 

of  this  sort,  it  will  be  a valuable  meeting.  I do  not 
know  whether  Drs.  Cooke  and  Moore  collaborated  in 
this  matter  or  not,  but  it  seems  to  me  that  each  one 
has  builded  an  approach  to  a bridge.  Drs.  Cooke 
from  the  purely  materialistic  view  point  has  given 
us  a paper  which  is  incontestable  and  leaves  nothing 
to  argue  about  ;it  is  historically  correct  and  a very 
timely  warning.  Dr.  Mcore  has  builded  an  approach 
to  the  other  end  of  the  bridge  leading  to  what  we 
doctors  must  eventually  learn.  I wonder  how  many 
of  you  have  read  Andrew  D.  White’s  “Conflict  Be- 
tween Science  and  Theology  in  Christendom.”  If 
you  have  not,  you  should  read  it,  because  it  is  an 
accurate  account  by  a truly  historical  genius.  He 
discusses  the  advance  of  science  into  the  vague  realm 
of  theology  and  shows  how  every  advance  was  vig- 
orously opposed  because  it  took  away  the  livelihood 
of  the  priestly  cult.  When  they  would  feel  their 
feet  slipping,  they  would  endeavor  to  compromise. 
Lastly,  when  no  longer  able  to  resist  the  truth,  they 
would  pat  the  scientist  on  the  back  and  call  him  a 
good  fellow  and  say,  “we  knew  that  all  the  time 
but  the  people  were  not  ready  to  receive  it.”  And 
the  doctors  were  a part  of  the  people,  maybe  a little 
less  intelligent  than  the  regular  mass,  because  we 
depend  upon  them  for  our  bread  and  butter  and 
toady  to  them.  Whenever  the  time  comes  that  we 
are  able  to  grasp,  in  its  implications  and  its  literal 
practical  application,  what  Dr.  Moore  has  told  us 
this  morning,  we  will  be  ready  to  begin  to  be  true 
physicians.  Dr.  W.  W.  Keen  once  said  that  the 
stethoscope  and  microscope  had  destroyed  the  clin- 
ician, and  it  is  true.  We  have  some  reason  to  be- 
lieve that  in  some  ways  we  are  dissipating,  or  watch- 
ing the  abatement  of,  the  fog.  As  a matter  of  fact, 


we  do  not  know  anything  yet  about  our  complex 
system  of  ductless  glands.  There  has  been  a vast 
amount  of  detail  investigation,  but  we  have  not  fig- 
ured out  the  entire  relationship.  Dimly  through  the 
fog  the  idea  is  beginning  to  emerge  that  there  is  a 
mainspring.  These  other  things  are  a chain  of  gears 
actuated  by  the  mainspring,  and  upon  their  ac- 
curate relationship  depends  the  eventual  physiologic 
and  sociologic  manifestations  of  life.  The  main- 
spring is  exactly  to  what  Dr.  Moore  has  called  our  at- 
tention. He  let  me  read  his  paper  before  the  meet- 
ing, and  it  made  me  think  of  something.  Not  so 
long  ago,  a female  patient  came  under  my  observa- 
tion. I diagnosed  her  trouble  as  thyroid  disease  and 
operated  upon  her;  she  did  not  get  any  better; 
eventually  it  dawned  on  me  that  all  she  needed  was 
warming  up  and  I contrived  to  steer  her  into  a set 
of  circumstances  in  which  she  lost  that  most  in- 
valuable relic  upon  which  the  priesthood  has  fat- 
tened,—the  maidenhead, — and  discovered  like  a 
stroke  of  lightning  the  cause  of  her  thyroid  trouble. 
Since  that  time  she  has  been  totally  unmoral, — I do 
not  say  immoral,  having  been  in  the  South  Seas  too 
much, — and  has  become  a happy  and  healthy  wo- 
man. The  drag  of  superstition  and  religion  is  so 
strong  that  it  bothers  her  some.  A few  days  ago  I 
had  a patient  with  breast  amputation  who  developed 
fever  that  I did  not  understand,  as  there  was  no 
evidence  of  infection.  I found  out  a few  days  later 
that  a niece  of  hers  had  been  urged  so  by  her  school 
to  get  a passing  grade  in, — what  do  you  suppose 
the  subject  was?  We  pay  taxes  to  hire  school 
teachers  and  this  poor  girl  was  made  to  try  again 
and  again  to  get  a passing  grade  in  the  standing 
high  jump!  In  her  final  effort  she  broke  her  leg 
and  that  explained  the  fever  in  my  patient.  As  a 
people,  we  are  not  ready  to  accept  what  Dr.  Moore 
was  telling.  In  dealing  with  mechanical  experi- 
ments, we  have  learned  a few  things,  but  have  not 
gotten  to  the  point  where  we  can  face  the  human 
problems  definitely  and  openly,  as  the  Creator  made 
us.  When  we  do,  we  will  add  to  our  laboratory  of 
chemistry  and  laboratories  of  various  other  things, 
a laboratory  of  sexual  technic  for  our  high  school 
pup ds.  When  we  tear  away  the  veil  of  superstition 
and  send  the  priesthood  to  the  Gehenna  it  deserves, 
then,  and  not  till  then,  will  Dr.  Moore’s  ideas  come 

into  cheh  own.  . 

DR.  A.  B.  COOKE,  Los  Angeles,  (closing)  : There 
is  little  that  I can  say  on  Dr.  Moore’s  paper— which 
seems  to  be  the  chief  theme  of  discussion.  If  he 
had  taken  me  to  one  side  and  let  me  study  the 
paper  beforehand,  I might  be  able  to  discuss  it.  I 
have  no  question  but  that  Dr.  Moore  s line  of 
thought,  as  it  develops  in  the  coming  years,  will  be 
the  correct  line  of  approach  for  our  researches  into 
glandular  activity-  Unless  we  take  this  into  consid- 
eration end  practice  it  more  or  less  in  the  treat- 
ment of  every  cast  that  comes  to  our  hands,  we  can- 
not do  fair  justice  to  the  patient.  As  some  of  my 
old  teachers  used  to  say,  “remember  you  are  treat- 
ing a patient  and  not  a disease.”  That  is  a homely 
way  of  expressing  what  Dr.  Moore  has  said,  though 
he  went  much  more  deeply  into  it  than  I can. . 

With  regard  to  the  case  quoted  by  Dr.  Smith,  I 
hesitate  to  talk  about  it,  but  wish  to  say  this, 
operated  this  patient  and  secured  no  result,  did  no 
good;  afterwards  the  establishment  of  certain  un- 
mentionable relations  effected  a cure.  I very  much 
question  the  correctness  of  that  statement,  and  it 
should  not  pass  unchallenged  in  a body  like  this, 
because  we  know,  and  Dr.  Smith  knows,  that  we  do 
not  always  get  immediate  results  following  a thy- 
roidectomy, however  successfully  done.  It  is  some- 
times weeks  or  months  before  the  correction  of 
glandular  activity  is  secured.  He  also  knows  that 
sometimes  surgeons  make  mistakes  in  operative 
work;  the  mechanism  of  surgery  is  nearly  perfect, 
but  we  make  errors  in  judgment  and  may  not  take 
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enough  gland  to  get  results.  Sometimes  we  take 
out  more  than  is  necessary  and  have  to  give  drugs 
for  correction  of  the  symptoms.  I do  not  believe 
that  he  has  sufficient  basis  for  the  statement  that 
the  suggestion  made  to  the  patient  is  to  be  given 
credit  for  the  cure  in  the  case.  The  facts  are  not 
complete  enough ; if  he  had  assured  us  that  he  took 
out  all  of  the  gland  except  a small  piece,  just  enough 
to  keep  up  the  maintenance  of  secretion,  then  he 
would  have  laid  some  foundation  for  the  opinion  that 
this  other  thing  is  true.  I do  not  believe  in  his 
suggestion  that  we  should  establish  a school  of  sex- 
ual technic  for  children.  I have  not  gotten  olong 
quite  that  far  in  social  development.  There  has  been 
established  in  me  so  deeply  a belief  in  the  correct- 
ness of  the  teachings  of  morality  that  I cannot  listen 
to  that  statement,  without  taking  issue  with  it. 

DR.  ROSS  MOORE,  Los  Angeles,  (closing)  : 
There  is  much  that  I might  say  in  closing  this  dis- 
cussion. Dr.  Cooke  and  I did  not  collaborate  in 
writing  these  papers,  except  to  the  extent  of  telling 
each  other  our  subjects.. 

Fourteen  years  ago  I attended  an  Arizona  Med- 
ical Society  meeting  in  Globe,  where  I read  a paper 
on  poliomyelitis.  At  that  mie  we  knew  very  little 
about  the  causation  of  poliomyelitis.  If  I were  to 
speak  to  you  now  on  that  subject,  I could  present  it 
much  more  intelligently  because  of  progress  made  in 
understanding  it  since  that  time.  We  are  in  very 
much  the  same  situation  today  regarding  thyroid 
disease  as  we  were  fourteen  years  ago  with  refer- 
ence to  poliomyelitis.  Our  knowledge  of  basic  thy- 
roid etiology  will  develop  during  the  next  fourteen 
years  much  as  our  knowledge  of  poliomyelitis  has 
developed  during  the  last  fourteen. 

When  I had  been  a year  or  so  in  practice.  I ran 
across  a poem,  of  which  only  one  line  now  remains 
in  memory,  “ ’Tis  not  the  body  but  the  mind  is  ill.” 
This  has  been  a guiding  star  to  me.  I wish  I could 
express  clearly  to  you  my  ideas  of  the  ultimate 
basis  of  thought  and  the  emotional  life.  Thought 
and  motion  are  products  of  physiological  activity. 
There  is  no  mystery  about  them.  They  are  not  soul 
products,  they  are  body  products.  If  we  will  dis- 
sociate the  idea  of  human  personality  from  the  soul 
idea  and  say  to  ourselves,  “the  soul,  if  there  is  a 
soul,  comes  into  the  body  from  outside  it  and  is  there- 
fore not  an  essential  part  of  it,”  then  we  have  pro- 
vided ourselves  with  a point  of  departure  from  which 
the  questions  of  morals,  religion,  sex,  etc.,  can  be 
solved.  The  question  of  sex  is  not  a soul  question. 
It  is  a body  question.  Sex  difficulties  exist  purely 
because  a million  or  so  years  ago  the  family  group 
became  the  accepted  unit  for  human  society.  A 
male  animal  and  a female  animal  were  placed  to- 
gether as  man  and  wife  and  these  two  were  made 
to  live  together  and  with  no  one  else.  This  was 
quite  contrary  to  many  milleniums  of  human  animal 
heredity.  Our  natural  inborn  animal  heredity  has 
not  yet  become  moulded  into  that  new  form  which 
we  call  the  single  standard  of  morality.  Thereby 
hangs  the  tale  of  repressions  and  conflicts  and 
functional  illnesses  which  are  the  bane  of  twentieth 
century  human  existence. 

The  thing  I want  to  show  in  this  paper  is  that 
certain  thyroid  disturbances  can  come  directly  from 
emotional  conflicts  and  stresses,  in  susceptible  in- 
dividuals. They  are  the  remote  result  of  improper 
training  or  lack  of  training,  and  the  direct  result  of 
non-satisfaction.  This  statement  may  not  be  clear. 
I am  trying  to  say  that  certain  thyroid  conditions 
are  definitely  and  distinctly  the  result  of  psycho- 
genic factors  involving  the  most  personal  part  of 
the  human  organism, — the  reproductive  system.  Any 
treatment  of  such  thyroid  conditions  will  fail,  unless 
and  until  the  warped  and  twisted  reproductive  urge 
responsible  for  it,  is  properly  valued  and  treated. 

Dr.  Cooke’s  paper  is  extraordinarily  helpful  in 


pointing  the  way  to  the  proper  handling  of  fully  de- 
veloped thyroid  disease. 

My  paper  is  designed  to  contribute  an  item  or  two 
to  the  understanding  of  ailing  or  repressed  patients 
of  today,  in  order  that  they  may  be  prevented  from 
becoming  the  thyroid  patients  of  the  future. 


INDICATIONS  AND  CONTRA-  INDICA- 
TIONS FOR  CESARIAN  SECTION 

ELTON  R.  CHARVOZ,  M.  D. 

Phoenix,  Ariz. 

Definition : — The  removal  of  the  child 
from  the  uterus  through  an  incision  in  the 
abdominal  wall,  is  cesarian  section. 

INDICATIONS 

I.  Pelvic  Contractions. 

Indications  may  be  either  absolute  or  rel- 
ative. 

Absolute.  All  agree,  regardless  of  con- 
dition of  mother  and  fetus,  that,  in  a con- 
tracted pelvis  with  a conjugate  vera  of  5 
cm.  (two  inches),  cesarian  section  is  indi- 
cated. 

Relative.  A pelvis  with  a conjugate  vera 
of  5 to  7.5  cm.  (two  to  three  inches)  is  an 
absolute  indication  with  some  authorities, 
relative  according  to  others ; that  is.  if  the 
mother  and  fetus  are  in  good  condition.  If 
the  fetus  is  dead  or  the  mother  infected, 
cesarian  should  not  be  done. 

Relative.  Flat  pelvis  with  measurement 
7.5  to  8.5  cm.,  or  a generally  contracted  pel- 
vis with  diameter  of  7.5  to  9 cm.  A study 
of  the  case  during  the  last  month  of  preg- 
nancy must  decide,  as  several  factors  enter 
in.  (a)  The  size  of  the  head,  and  whether 
it  fits  into  the  pelvis;  whether  it  is  prefer- 
able to  induce  labor  at  eight  and  a half 
months ; whether  lower  point  of  head  can 
be  brought  to  the  lower  margin  of  sym- 
physis ; whether  there  are  pelvic  tumors 
which  might  interfere  (examine  with  half 
hand  and  anesthetic,  if  necessary)  ; if  pa- 
tient is  multipara  and  in  this  class  and  has 
bad  previous  disasters,  (b)  Probable  char- 
acter of  labor:  if  patient  is  rachitic  and 
pelvis  flat,  labor  is  apt  to  be  normal ; in  pa- 
tients with  generally  contracted  pelvis,  la- 
bor is  apt  to  be  weak  and  uterine  muscle 
flabby ; history  of  irregular  and  painful 
menses  may  mean  weak,  infantile  uterus ; 
sometimes  a few  hours  trial  of  labor  may 
be  advisable.  (c)  Dilatability  of  cervix ; 
membranes  rupturing  early  may  furnish  in- 
dication for  cesarian : follow  the  course  in 
the  early  hours  of  labor  by  rectal  examina- 
tions, in  borderline  cases;  when  pains  are 
irregular  and  weak  in  borderline  cases, 
cesarian  should  usually  be  done,  (d)  The 
moulding  power  of  the  head  as  felt  through 
the  cervix:  if  the  fontanelles  are  large  and 
the  bones  soft,  labor  may  proceed;  if  not, 
cesarian  may  be  indicated,  (e)  The  prob- 
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able  effect  on  the  patient  of  a hard  labor 
is  a factor  in  borderline  cases:  if  there  is 
heart  disease,  in  a certain  nervous  type  of 
patient  that  can  hardly  stand  the  ordinary 
buffets  of  life;  if  there  is  mitral  stenosis 
or  aortic  regurgitation,  or  recent  signs  of 
decompensation ; all  may  alter  the  indica- 
tions. 

Relative.  A conjugate  vera  of  9 cm.  or 
more  seldom  calls  for  cesarian  unless  the 
child  is  too  large.  The  important  thing  is 
the  comparison  of  the  size  of  the  child  with 
the  size  of  the  pelvis,  and  not  simply  the 
measurements  in  themselves.  In  primipara, 
a face  or  transverse  presentation  in  this 
class  would  favor  cesarian. 

Contraction  of  Outlet.  This  is  the  most 
common  type  of  deformity  in  women  in  the 
United  States.  A transverse  diameter  of  7 
cm.,  or  less,  is  generally  considered  an  indi- 
cation for  cesarian.  If,  however,  there  is 
a corresponding  lengthening  of  the  posterior 
sagittal  or  bi-ischial  diameter,  this  may  not 
be  so.  Here,  again,  it  is  the  size  of  the 
head  in  nroportion  to  the  outlet  that  is  the 
main  thing;  after  a few  hours  of  labor,  if 
the  head  can  be  pushed  down  to  the  pelvic 
floor  (i.  e.,  past  the  ischial  spines)  there  is 
no  need  to  worry.  A persistent  occiput 
posterior  in  this  class  would  favor  cesarian. 

Rarer  Conditions  of  Contraction.  (1) 
Kyphosis  of  lum bo-sacral  spine.  (2)  Spon- 
dylolisthetic pelvis,  if  conjugate  vera  is  9 
cm.  or  under,  calls  for  cesarian.  (3)  Hip 
disease  of  childhood,  in  which  the  well  leg 
pushes  the  pelvis  upward,  inward  and  back- 
ward, causing  an  obliquely  contracted  pel- 
vis ; measurements  are  of  no  help  here ; ex- 
amine under  an  anesthetic  and,  if  delivery 
seems  improbable,  cesarian  should  be  done. 
(4)  Obliquely  contracted  or  Nagele  pelvis; 
ordinarv  measurements  of  no  help  and  there 
is  no  limp;  one  ilium  will  be  higher  than 
the  other  and  scoliosis  will  be  present; 
caused  by  lack  of  development  of,  or  even 
absence  of,  sacral  ala  on  one  side.  (5)  If 
the  sacral  alae  are  affected  on  both  sides  a 
transversely  contracted  pelvis  (Robert)  re- 
sults and  cesarian  is  indicated.  (6)  Osteo- 
malacia is  an  absolute  indication.  (7)  Ex- 
ostoses of  the  bony  wall  of  the  pelvis,  as 
well  as  tumors  of  the  pelvis  are  indication 
for  cesarian. 

II.  Non-Pelvic  Conditions. 

Tumors  and  Disease  of  Uterus  and  Other 
Pelvic  Organs.  In  fibroids  with  rigid,  un- 
dilated cervix,  after  a few  hours  of  labor, 
with  weak  pains,  etc.,  cesarian  may  be  re- 
quired ;if  the  fibroids  are  in  the  lower  seg- 
ment or  in  the  cervix,  they  may  offer  a real 
obstruction  to  the  entrance  of  the  head  into 


the  pelvis.  In  carcinoma  of  the  cervix,  do 
cesarian  and  treat  the  carcinoma  as  soon  as 
recognized,  regardless  of  the  length  of  term. 
In  ovarian  tumor,  remove  as  soon  as  rec- 
ognized unless  in  the  last  month,  when  it 
is  permissible  to  wait  and  do  an  elective 
cesarian,  with  removal  of  tumor  at  the 
same  time.  If  belly  must  be  opened  for  re- 
moval of  tumor,  it  is  reasonable  that  pa- 
tient can  stand  this  better  with  an  elective 
cesarian  than  she  can  after  a more  or  less 
exhausting  labor.  Among  other  less  com- 
mon conditions  which  may  offer  indications 
for  cesarian,  are : prolapsed  kidney  or  spleen 
(normal  or  enlarged)  ; echinococcus  cyst; 
tumor  or  bladder  or  bladder  stones;  tumors 
of  rectum  or  pelvic  connective  tissue. 
Cicatricial  stenosis  of  cervix  or  any  part  of 
the  birth  canal  may  prove  to  be  so  unyield- 
ing as  to  make  delivery  impossible  and  cesa- 
rian after  trial  by  labor  may  best  be  done; 
this  would  apply  also  to  repair  work  in 
multipara  with  history  of  previous  hard  la- 
bors. 

Uterine  Displacements.  If  the  pregnancy 
goes  to  full  term,  can  usually  relieve  by 
dilatation  and  version,  but  cesarian  may  be 
the  best  course,  especially  if  the  cervix  is 
turned  upward  and  is  not  accessible. 

Age.  If  patient  is  over  forty  and  a 
primapara  cesarian  is  advisable,  because 
the  soft  parts  will  be  unvielding:  she  will 
orobablv  never  be  pregnant  again  and  a 
hard  labor  will  be  more  dangerous  to  the 
child  than  cesarian.  If  the  pelvis  is  slight- 
ly contracted,  the  indication  becomes  abso- 
lute. 

III.  Possible  Indications. 

In  the  following  conditions  cesarian  sec- 
tion offers  the  easv  and  quick  way  to  save 
the  child,  if  this  is  of  paramount  import- 
ance. 

Toxemias  of  Pregnancy  and  Eclampsia. 
Severe  toxemias  occur  most  often  in  prima- 
parae  in  whom  induction  of  labor  and  pelvic 
delivery  is  apt  to  be  prolonged  and  difficult. 
In  this  type  of  case,  cesarian  may  offer  the 
best  way  out,  especially  if  patient  is  over 
thirty-five  years  of  age.  If  the  cervical 
canal  is  obliterated  and  external  os  is  soft 
and  dilatable,  then  accouchement  force  is 
indicated,  because  it  would  permit  normal 
labors  in  the  future. 

Placenta  Previa.  The  majority  of  these 
cases  are  best  treated  by  Braxton-Hicks 
version  or  large  dilating  bag.  If  it  occurs 
in  primiparae.  (as  it  seldom  does)  with 
hard  cervix,  etc.,  cesarian  may  be  best.  The 
cervix  is  generally  soft  with  placenta  previa. 

Cardiac  Complications.  Mitral  stenosis 
and  aortic  regurgitation,  especially  if  there 
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has  ever  been  decompensation,  are  bad  risks 
in  labor.  If  compensation  is  good  and  easy 
labor  expected,  do  not  do  cesarian ; if  re- 
verse is  true,  cesarian  is  preferable.  Same 
rule  applies  to  myocarditis. 

Nervous  Conditions.  Certain  nervous 
types  and  certain  types  of  poor  physical  de- 
velopment may  do  better  with  cesarian  than 
with  a long  hard  labor.  If  pelvic  delivery 
is  endured,  patient  may  be  left  in  condition 
which  will  require  months  for  recovery. 

Repairs.  Cesarian  section  to  prevent  pel- 
vic damage  following  repair  of  previous  in- 
jury, may  be  indicated;  it  will  depend  on 
the  amount  of  previous  damage  and  how 
much  ill  health  it  caused,  etc.  It  is  easy 
to  see  that  a tear  into  the  rectum  may  be 
worse  than  a cesarian. 

Malposition  of  Fetus.  This  is  not  a cause 
per  se,  but  if  pelvic  contraction  or  dispro- 
portion exists,  it  may  be  an  indication,  as 
mentioned  before. 

Postmortem  Cesarian.  Living  children 
have  been  delivered  up  to  one  hour  after 
the  death  of  the  mother. 

CONTRA  INDICATIONS  TO  CESARIAN 

1.  Uterus  infection  is  an  absolute  con- 
tra-indication to  cesarian,  unless  the  opera- 
tion includes  the  removal  of  the  uterus. 
Gonorrheal  infection  is  one  type.  Repeated 
vaginal  examinations  are  potential  infection 
cases. 

2.  Where  the  membranes  have  been 
ruptured  a long  time. 

3.  Previous  attempts  at  pelvic  delivery 
with  forceps.  It  is  better  to  do  a destruc- 
tive operation  on  the  child,  especially  if  al- 
ready dead. 

4.  Exhaustion — either  extreme  general 
exhaustion,  or  uterine  muscle  exhaustion — 
may  greatly  increase  the  danger  of  cesarian 
and  present  a contra-indication. 

5.  Intercurrent  disease  which  has  great- 
ly lowered  the  patient’s  resistance  and  vi- 
tality, may  be  a contra-indication,  especial- 
ly if  general  anesthetic  is  to  be  used. 

6.  Cesarian  should  never  be  done  except 
in  a first-class  hospital. 

DISCUSSION 

DR.  J.  M.  GREER — Relative  to  the  conditions  in 
which  there  are  indications  and  contra-indications 
for  cesarian  section  there  are  a few  points  which 
I wish  to  emphasize. 

I had  the  pleasure  of  hearing  this  subject  dis- 
cussed by  Professor  Williams,  of  Johns  Hopkins, 
last  summer  at  the  University  of  California  and  V 
was  his  opinion,  as  is  the  opinion  of  many  other 
conservative  obstetrical  surgeons,  that  there  are 
far  too  many  sections  done  at  the  present  time. 
Dr.  Williams  showed  many  lantern  slides  of  indi- 
viduals with  deformed  pelves  that  were  delivered 
spontaneously.  It  seems  that  modern  surgery  has 
made  this  operation  too  easy  and  safe  for  general 
surgeons  to  resist,  and  it  has  also  been  said  that 


the  modern  women  at  times  add  a tempting  appeal 
to  their  vulnerable  judgment 

Let  me  review  again  the  indications: 

I.  Absolute.  No  question  of  choice. 

1.  Conjugate  of  less  than  7 cm.  or  w:,  h other 
measurements  so  small  that  delivery  could  be  ac- 
complished in  no  other  way. 

2.  Complete  obstruction  of  pelvic  canal  by  tu- 
mor, fibroid,  cyst,  osteoma  of  sacrum. 

3.  Gigantic  child,  anterior  parietal  eminence 
projects  well  beyond  symphysis. 

II.  Relative  A choice  of  methods,  but  sec[  ion 
offers  greatest  safety  for  both  mother  and  child. 

1.  Moderately  contracted  pelvis  in  which  one 
or  more  previous  labors  have  ended  disartrously  for 
the  child. 

2.  Arrest  of  head  in  upper  third  of  birth  canal 
after  a satisfactory  test  of  labor. 

3.  Breech  presen  ation  in  an  elderly  primipara 

4.  Placenta  previa  in  a primipara. 

5.  Moderate  hydrocephalus. 

6.  Impacted  shoulder,  face  or  brow  presentation; 
live  child  where  a version  would  be  dangerous. 

7.  Eclampsia — non-dilated  or  non-dilatable  cer- 
vix or  if  a version  would  be  difficult. 

Remember  that  80  per  cent  of  labors  in  the  bor- 
derline contracted  pelvic  type  terminate  spon- 
taneously. No  borderline  case  should  be  con- 
demned to  section  without  a test  of  labor. 

As  to  Contra-Indications — First,  owing  to  the  un- 
expected easy  deliveries  which  are  commonly  seen 
in  primigravidae  with  simple  flat  pelvis,  it  is  un 
wise  to  recommend  section  until  the  progress  of 
descent  has  been  watched  during  the  early  stages 
of  labor. 

The  objection  'o  terminating  a “trial  labor’’  by 
cesarian  section  is  the  danger  of  infection,  bin 
this  is  no  greater  than  when  the  operation  is  done 
before  labor,  provided  no  vaginal  examinations 
have  been  made  or  the  membranes  raptured  for 
more  than  about  two  hours. 

The  “failed  forceps”  case. — Should  we  or  should 
we  not  perform  cesarian  section?  If  the  child  is 
still  alive  this  is  one  of  'he  most  difficult  prob- 
lems in  obstetrics.  The  chief  risk  is  sepsis,  either 
of  the  peritoneum,  uterine  or  abdominal  walls. 
The  lesser  risk  is  shock.  There  are  two  extreme 
views.  First,  never  perform  section  after  vaginal 
examination  has  been  made  with  ruptured  mem- 
branes. Second,  performing  section  after  repeat- 

ed attempts  forceps  delivery  under  questionable 
or  unknown  conditions.  It  would  seem  that  a 
medium  line  of  action  would  save  some  babies 
without  undue  risk  to  the  mother. 

Grouping  these  cases  into  clinical  types: 

1.  The  exhausted  woman  with  certainty  of  in- 
fection, as  shown  by  an  offensive  discharge,  his- 
tory of  muT  iple  attempts  at  forceps  delivery  in 
dirty  surroundings.  Of  course,  in  this  type  of 
cas  section  is  contra-indicated  and  cranitomy  is 
tne  treatment. 

2.  A woman  in  good  general  condition  has  had 
forceps  delivery  attempted  under  clean  surgical 
surroundings  with  aseptic  and  antiseptic  care.  The 
fetal  hear*  is  strong  and  of  normal  rate.  Section 
could  be  performed  here,  but  it  must  be  under 
stood  that  the  risk  to  the  mother  is  greater  than 
if  operation  had  been  done  before  attempts  at  de 
livery.  In  these  cases  the  technic  should  be  modi- 
fied. 

3.  The  patient  has  been  in  labor  long  enough  to 
judge  whether  the  head  will  engage  and  pass  the 
brim.  The  membranes  have  not  been  ruptured 
more  than  about  four  hours,  and  only  the  most 
careful  vaginal  examination  has  been  made.  This 
is  really  a case  of  “trial  labor”  and  section  may 
be  done  with  very  little  added  risk. 
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Blacker  has  shown  that  when  cesarian  section 
is  done  after  failure  with  forceps,  only  50  per 
cent  of  the  children  leave  the  hospital  alive.  You 
see  this  is  a heavy  mortality  and  in  these  cases 
we  are  not  justified  in  putting  the  mother  to  a 
very  great  additional  risk  when  he  babe's  chances 
are  only  50  per  cent. 


CONDITIONS  IN  WHICH  THERE  ARE  IN- 
DICATIONS AND  CONTRA-INDICA- 
TIONS FOR  THE  USE  OF  FORCEPS 

ROBERT  W.  EATON,  M.  D. 

Phoenix,  Arizona. 

The  demands  of  the  laboring  mother  for 
aid,  the  anxiety  of  the  prospective  father 
and  the  desire  of  the  doctor  to  finish  the 
case  up  a few  hours  before  the  natural 
termination,  are  not  indications  for  the  use 
of  forceps.  Especially  in  hosp:tal  practice, 
the  attending  physician  can  drop  in  at  in- 
tervals during  the  progress  of  the  case. 
Should  his  presence  be  needed  on  short  no- 
tice, he  should  be  ready  to  respond.  This, 
in  a measure,  relieves  the  physician  of  the 
burden  of  “watchful  waiting.”  Also,  in  the 
hospital,  the  attendance  of  the  nurses  and 
hospital  routine  tend  to  pacify  the  patient, 
and  take  the  burden  off  the  minds  of  the 
anxious  relatives.  The  same  anxious  rela- 
tives, in  the  home,  have  a tendency  to  as- 
sume full  responsibility  and  direction  of  the 
case;  therefore,  in  the  hospitalization  of  ob- 
stetrica1  cases  every  point  helps  the  physi- 
cian to  command  the  situation  and  follow 
closely  the  definitely  established  rules  of 
indications  and  contra-indications  of  oper- 
ative obstetrics. 

Here,  in  our  two  “Class  A”  institutions, 
we  have  data  for  the  years  1925  and  1926 
showing  771  obstetrical  cases  with  107  for- 
ceps deliveries — about  14  per  cent.  In  one 
of  these  hospitals,  the  records  show  341 
cases  with  30  forceps  operations — less  than 
9 per  cent.  In  the  other  institution,  with 
430  cases,  we  find  77  forceps  deliveries — 
over  17  per  cent.  Truly,  this  is  a marked 
variation. 

Let  us  review  this  situation  with  an  idea 
that  the  employment  of  forceps  is  under- 
taken after  a definite  conclusion  that  the  la- 
bor will  not  terminate  spontaneously,  or 
that  the  condition  of  the  mother  or  the 
condition  of  the  child  calls  for  a speeding- 
up  of  the  birth  process.  The  foundation  of 
this  prognosis  is  based  on: 

(1)  The  pelvic  measurements  and  the 
relative  size  of  the  fetal  head; 

(2)  The  position  of  the  child  in  cephalic 
presentations ; 

(3)  The  condition  of  the  child. 

(4)  The  condition  of  the  mother — ex- 
haustion and  pathological  conditions; 


PELVIC  MEASUREMENTS 

Measurements  at  the  seventh  month  may 
not  be  favorable,  but  with  pelvic  growth 
and  supervised  diet,  which  may  tend  to 
keep  down  the  size  of  the  child,  at  term 
the  situation  may  appear  more  favorable. 
The  same  doubtful  case  may  deliver  nor- 
mally after  having  been  given  the  test  of 
labor  from  twelve  to  twenty  hours. 

In  review  let  us  consider  some  of  the 
fundamental  pelvic  measurements.  Ex- 
ternally, we  have: 

1.  Interspinous — 26  cms. 

2.  Intercristal — 29  cms. 

3.  Intertrochanteric — 31  cms. 

4.  The  external  conjugate,  or  Baude- 
locque’s,  diameter — 20  cms.,  Baudelocque’s 
diameter  being  8 cms.  larger  than  the  con- 
jugate vera.  However,  this  is  subject  to 
variation. 

These  are  fundamental  external  pelvic 
measurements  and  are  of  value  in  estimat- 
ing prognosis  of  the  case. 

The  internal  pelvic  measurements  are: 

1.  Average  diagonal  conjugate — 121/4 
cms. 

2.  Bispinuous  (between  spines  of  isch- 
ium)— 11  cms. 

3.  Bi-ischial  (between  tuberosities  of 
ischium) — 11  cms. 

4.  Sacro-pubic — 1114  cms. 

5.  Conjugate  vera  is  estimated  at  U/2 
cms.  less  than  the  diagonal  conjugate — the 
average  being  11  cms. 

It  is  impossible  in  this  brief  time  to  men- 
tion the  various  types  of  contracted  pelves, 
which  can  be  brought  out  by  x-ray  examin- 
ation ; but  consider  those  with  the  contrac- 
tion at  the  inlet  and  those  with  the  contrac- 
tion at  the  outlet.  In  cases  of  absolutely 
contracted  pelvis  with  the  conjugate  vera 
below  six  centimeters,  and  in  the  relatively 
contracted  pelvis  with  a coniugate  vera  be- 
tween six  and  eight  centimeters,  the  use 
of  forceps  is  not  practical  and  the  method 
of  procedure  is  usually  decided  upon  before 
the  onset  of  labor,  if  the  case  has  been  un- 
der the  observation  of  a careful  physician. 

In  the  moderately  conti’acted  pelvis,  with 
the  coniugate  vera  varying  from  714  to  9 
centimeters,  the  test  of  labor  is  warranted, 
or  with  the  induction  of  premature  labor 
the  patient  may  be  able  to  deliver  unaided. 
If,  in  a term  labor,  the  head  appears  to  be 
molded  and  about  to  enter  the  inlet,  the  use 
of  forceps  is  to  be  considered — truly  a high 
forceps  operation  with  a fetal  mortality  of 
2 to  4 per  cent.  In  slightly  contracted  pel- 
vis, with  a conjugate  vera  between  914  to 
11  centimeters,  a spontaneous  delivery  is 
to  be  expected  unless  the  child  is  overly 
large.  But,  in  this  type  of  pelvis,  we  must 
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be  on  the  outlook  for  breech,  face,  brow, 
occipito-posterior  and  other  malpositions 
and  errors  of  attitude. 

With  pelves  conracted  at  the  outlet,  the 
condition  may  not  be  discovered  until  the 
head  has  been  arrested  at  this  point  for 
some  hours.  In  these  cases  engagement  is 
the  rule  and  labor  usually  progresses  fair- 
ly well  during  the  early  part.  This  condi- 
tion may  be  discovered  previous  to  labor, 
on  a very  careful  examination,  and  the  plan 
of  procedure  outlined  beforehand.  In  an 
advanced  labor,  with  the  head  well  down, 
the  exaggerated  lithotomy  position  is  much 
more  favorable  and  may  allow  the  head  to 
advance  further.  Forceps  deliveries  in 
these  cases  are  usually  successful,  but  at 
the  same  time  there  is  considerable  damage 
to  the  fetal  head,  laceration  of  the  tissues 
of  the  mother  and,  sometimes,  even  damage 
to  the  pelvic  bones.  Primipara  suffer  worst 
with  this  anomaly,  and  there  is  high  fetal 
mortality. 

CEPHALIC  PRESENTATIONS 

With  the  various  positions  of  the  head  in 
cephalic  presentations,  the  mechanism  may 
be  retarded  and  the  maneuvers  of  rotation 
and  extraction  are  undertaken  with  forceps 
to  affect  delivery.  In  the  position  of  L.  0. 
A.,  there  may  develop  a deep  transverse  ar- 
rest with  the  fontenals  on  the  same  level 
and  the  head  wedged  in  between  the  ischial 
tuberosities.  Another  condition  in  L.  0.  A. 
calling  for  the  use  of  forceps  would  be  the 
arrest  of  the  head  on  the  perineum,  and 
here  delivery  is  usually  quite  prompt  with 
the  employment  of  forceps.  Another  con- 
dition for  the  use  of  forceps  in  a normal 
presentation  would  be  the  delayed  engage- 
ment of  the  head  and  the  application  of 
the  high  forceps  operation.  Other  condi- 
tions where  forceps  are  frequently  em- 
ployed are  the  persistent  occipital  posterior 
positions.  Face  and  brow  presentations 
must  also  be  considered  in  forceps  opera- 
tions. For  the  application  of  forceps  we 
should  have  the  following  condiitons : The 
estimation  of  the  pelvic  measurements  must 
be  favorable,  and  the  child’s  head  not  too 
large;  the  cervix  must  be  fully  dilated  or 
dilatable,  the  membranes  ruptured,  the  blad- 
der empty ; and  the  patient  should  be  under 
a deep  degree  of  anesthesia.  The  child 
should  be  living.  If  not,  the  operation  of 
craniotomy  is  to  be  considered. 

The  complications  with  reference  to  the 
fetus,  which  must  be  considered  in  the  use 
of  forceps,  are:  Injuries  to  the  soft  tissue, 
cerebral  trauma,  cerebral  hemorrhages,  in- 
juries to  the  facial  nerves,  damage  or  frac- 
ture to  the  bones  of  the  skull. 


With  the  mother  we  may  have  various 
degrees  of  laceration  to  the  pelvic  floor, 
marked  lacerations  to  the  cervix,  injuries 
to  the  bladder,  injuries  -to  the  pubis  and 
coccyx,  and  damage  to  the  nerves  of  the 
lumbar  and  sacral  plexuses. 

Common  causes  for  failure  of  forceps  de- 
livery are:  (1)  Failure  of  rotation  in  oc- 

cipital-posterior presentations;  (2)  contrac- 
tion rings  of  the  uterus;  (3)  pelvic  tumors; 
(4)  contracted  pelvis. 

CONDITION  OF  THE  CHILD 
The  third  phase  of  the  forceps  situation 
is  the  condition  of  the  child  during  the 
progress  of  labor.  This  is  best  estimated 
by  periodic  examination  of  the  fetal  heart 
tones,  which  should  range  between  120  and 
140  beats.  The  increase  in  rate  to  170  or 
the  slowing  down  to  around  90  beats  per 
minute,  are  danger  signs.  At  the  onset  of 
labor,  or  as  the  head  descends  into  the  true 
pelvis,  the  accoucher  may  detect  a fetal 
souffle  and  a marked  irregularity  in  rate 
and  rhythm  of  the  heart  tones.  This  may 
be  due  to  the  stretching  of  a short  cord  or 
the  cord  being  around  the  baby’s  neck.  As 
labor  goes  on  the  heart  tones  may  steady 
down  as  the  circulation  in  the  cord  is  read- 
justed. In  prolonged  labor  with  the  head 
on  the  perineum,  with  the  heart  tones  weak 
and  unduly  rapid  or  slow,  the  timely  appli- 
cation of  forceps  may  insure  a living  child. 
Prolonged  pressure  on  the  head  and  a mark- 
edly increased  caput,  call  for  the  use  of 
forceps.  Mechanical  difficulties,  such  as  a 
forelying  cord  or  prolapse  of  the  cord,  may 
be  relieved  by  forceps  procedures.  How- 
ever, version  and  extraction  probably  has 
an  equal  advantage. 

CONDITION  OF  THE  MOTHER 
The  condition  of  the  mother  must  be  ob- 
served closely.  At  the  onset  of  labor,  she 
complains  bitterly.  The  pains  are  sharp  as 
the  cervix  is  being  dilated.  The  head  may 
remain  high  and  both  patient  and  physi- 
cian become  dubious  as  to  the  outcome  of 
labor.  However,  as  time  elapses,  the  cervix 
has  become  dilated,  the  head  molded  and 
descended,  the  patient  feels  the  pressure  on 
the  rectum,  the  bag  of  waters  has  ruptured, 
and  we  find  conditions  more  favorable  for 
delivery.  The  patient  is  now  cooperating 
because  she  feels  encouraged.  This  period 
can  be  eased  by  the  use  of  hypodermics  and 
encouraging  the  patient  to  rest  and  con- 
serve her  energy.  Again,  when  the  head  is 
on  the  perineum  for  an  hour  and  a half  or 
two  hours,  and  the  contractures  not  force- 
ful, we  believe  that  the  use  of  small  doses 
of  pituitrin  at  15  minute  intervals  may  be 
sufficient  to  carry  the  case  over  to  normal 
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delivery.  Also,  the  episiotomy  incision  may 
eliminate  the  use  of  forceps. 

Abnormal  or  pathological  conditions 
wh'ch  may  be  indications  for  forceps  are: 
eclampsia  where  the  conditions  are  favor- 
able for  the  use  of  forceps ; nephritis ; di- 
lated heart;  diseases  of  the  lungs;  condi- 
tions of  uterine  inertia  or  uterine  contrac- 
tures, such  as  a Band’s  ring,  and  a condi- 
tion of  threatened  rupture  of  the  uterus. 
These  are  all  conditions  that  call  for  the 
use  of  forceps.  In  a condition  of  premature 
separation  of  the  placenta,  the  conditions 
might  favor  the  use  of  forceps. 

The  other  extreme  is  that  of  a woman 
who  has  been  laboring  for  24  to  36  hours, 
and  may  be  brought  to  a hospital  with  a 
temperature  of  99  to  100  degrees.  Her  pulse 
is  rap’d,  running  from  120  to  130  beats  per 
minute.  The  pains  may  be  strong  or  weak, 
depending  upon  the  tone  of  the  uterine  mus- 
cles. The  vulva  is  swollen  and  edematous 
and  a marked  bloodv  discharge  from  the 
vagina  is  present.  The  fetal  heart  tones 
are  markedly  abnormal  or  absent.  This,  in 
my  opinion,  is  a picture  of  extreme  exhaus- 
tion, and  is  a situation  that  should  have  been 
relieved,  many  hours  previously,  by  obstet- 
rical art.  In  these  cases  we  should  ever 
have  before  us  the  idea,  “Consider  not  hove 
much  the  patient  can  endure,  but  consider 
how  much  she  is  accomplishing.” 

It  is  true  that,  with  indications  and  con- 
tra-indications, there  may  be  a wide  vari- 
ance of  opinion  as  to  the  proper  time  for 
the  use  of  forceps.  However,  if  the  physi- 
cain  is  fair  with  the  patient  and  abides  by 
his  teachings,  the  application  of  forceps  will 
continue  to  be  of  great  benefit  to  laboring- 
women. 

DISCUSSION 

I)R.  A.  J.  McINTYRE : I wish  to  compliment  Dr. 

Eaton  on  the  paper  which  he  has  just  presented.  The 
indications  and  contra-indications  for  the  use  of 
forceps  is  a big  subject,  and  in  my  alloted  five  min- 
utes of  discussion  it  would  be  impossible  for  me  to 
thoroughly  cover  the  subject. 

First,  we  will  assume  that  in  our  two  class  A in- 
stitutions, none  of  our  men  are  using  forceps  for 
the  express  purpose  of  hastening  the  termination  of 
labor.  There  are  many  opportunities  for  the  physi- 
cian to  apply  forceps  in  order  to  promote  flexion  or 
extension,  and,  when  this  has  been  done,  the  forceps 
can  be  removed  and  the  case  will  terminate  normally. 
For  example: 

(1)  When  external  examination  indicates  that 
we  have  a posterior-occipito  position,  we  know  that 
this  patient  will  labor  for  hours  with  very  little 
progress.  When  the  cervix  is  completely  dilated  by 
the  use  of  and  proper  application  of  the  Kielland 
forceps,  the  head  can  be  rotated  very  easily  to  an 
anteroposterior  position.  As  the  Kielland  forceps 
tend  to  promote  flexion,  the  head  can  be  started  in 
the  superior  strait.  The  forceps  can  then  be  removed 
and  the  case  will  terminate  normally. 

(2)  There  are  a few  cases  in  which  the  cephalic 
pole  will  rest  on  the  pubic  bone  in  front,  or  on  the 


ascending  rami  of  the  pubis,  and  the  contractions  or 
the  uterus  are  such  that  the  baby’s  head  will  not 
flex.  In  this  case,  the  use  of  the  Kielland  forceps 
to  promote  flexion  wlil  immediately  be  followed  by 
descent.  After  descent  is  noticed,  the  forceps  can 
be  removed  and  the  case  will  terminate  normally. 

(3)  Occasionally  the  head  is  in  the  midplane  of 
the  pelvis,  and  although  the  uterine  contractions  are 
severe  we  notice  no  progress.  Many  of  these  cases 
are  arrested  at  this  point  because  there  is  not  proper 
flexion.  Forceps  can  be  applied  and  flexion  pro- 
moted. Slight  traction  applied  while  the  uterus  is 
contracting  will  result  in  advancement  of  the  head. 
This  happens  because  the  diameter  of  the  fetal  head 
has  been  shortened.  Here  again,  the  forceps  can  be 
rmoved  and  normal  delivery  will  be  the  result. 

(4)  When  the  head  is  on  the  perineum,  but  the 
levator  ani  muscle  is  fatigued  and  unable  to  start 
the  extension  which  should  normally  take  place  at 
this  time,  the  mother  may  labor  for  hours  and  there 
will  be  no  progress.  The  proper  application  of  the 
forceps  with  promotion  of  extension  will  allow  the 
baby’s  head  to  progress  forward  under  the  pubic  arch 
and  consequently  over  the  perineum. 

(5)  When  any  woman  is  in  labor  and  is  having 
regular,  strong,  active  contraction  without  progress, 
and  assuming  that  the  relative  size  of  the  fetal 
head  and  the  pelvis  is  such  that  delivery  can  be  ac- 
complished by  the  normal  route,  forceps  should  be 
applied  and  normal  progress  started. 

In  all  these  cases  when  the  cause  of  the  trouble  is 
corrected,  forceps  should  be  removed  and  the  case 
will  terminate  normally. 

Since  Dr.  Eaton  has  made  a comparison  of  the 
number  of  instrumental  deliveries  in  our  two  insti- 
tutions, I must  be  guilty  of  using  forceps  most  in 
the  Deaconess  Hospital,  thereby  raising  their  per- 
centage of  instrumental  deliveries.  If  the  records  of 
all  such  instrumental  deliveries  be  examined,  it  will 
be  found  that  the  g’reater  percentage  of  these  cases 
come  within  the  type  of  cases  enumerated  above, 
forceps  being  applied  for,  (1)  rotation  of  the  fetal 
head  in  posterior-occipito  positions,  (2)  to  promote 
flexion  in  those  cases  which  were  delayed  because 
of  no  apparent  progress,  (3)  to  promote  extension 
when  the  head  is  on  the  perineum  and  further  prog- 
ress seems  impossible. 

In  all  of  these  cases  when  the  cause  of  the  trouble 
was  corrected  the  instruments  were  removed. 

The  nurse  has  charted  these  as  instrumental  de- 
liveries, but  in  reality  they  should  not  be  classified 
as  such.  If  such  cases  are  classed  as  instrumental 
deliveries,  it  will  greatly  reduce  the  per  cent  of  in- 
strumental deliveries  at  the  Deaconess  Hospital. 

A doctor  should  carefully  watch  his  patient  after 
she  has  started  in  labor,  and  when  he  sees  by  re- 
peated examinations,  that  the  patient  is  not  having 
normal  progress  he  should  ascertain  the  cause  and 
correct  it.  Many  cases  can  be  saved  hours  of  labor, 
by  the  judicious  application  of  forceps  without  harm 
to  the  mother  or  baby. 


CRITICAL  STUDY  OF  OBSBTETRICAL 
DEATHS  IN  THE  TWO  HOSPITALS 
FOR  1925  AND  1926. 

JOHN  WIX  THOMAS,  M.  D. 

Phoenix,  Arizona 

The  records  show  thirty-nine  confinements 
in  which  one  or  both  mother  and  fetus  died. 
Fifteen  of  these  cases  were  primiparae; 
number  of  fetuses  dead,  thirty-one;  num- 
ber of  mothers,  ten ; number  of  fetuses 
still-born,  fifteen.  Of  the  living  babies,  one 
died  of  icterus-gravis  neonatorum,  on  the 
tenth  day.  This  one  had  prolonged  and  se- 
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vere  bleeding  from  the  cord.  One  died  af- 
ter induced  labor,  manual  dilatation  and 
high  forceps.  In  one  miscarriage  at  six 
months,  the  baby  was  atelectatic,  but  lived 
several  hours  by  the  use  of  oxygen.  One 
baby  seemed  premature,  was  cyanosed.  nev- 
er nursed  well,  died  on  the  third  day ; Was- 
sermann  was  negative.  One  baby  the  physi- 
cian was  unable  to  resuscitate,  no  reason 
given;  one  right  occipito-anterior  position, 
no  further  record.  One  baby  died  following 
cesarean  section  after  unsuccessful  attempt 
to  deliver  by  forceps ; two  cesarean  babies 
died  after  three  days ; two  eclamptic  moth- 
ers, with  their  babies,  died  following  cesar- 
ean ; one  eclamptic  mother,  with  the  baby, 
died  without  delivery.  In  three  breech  pre- 
sentations, each  lived  a few  hours;  in  one 
difficult  instrumental  delivery,  the  child 
nursed  very  little,  had  convulsions,  died  on 
the  third  day.  One  premature  baby  (seven 
months),  cyanosed,  lived  a few  hours. 

Total  number  of  premature  births,  eight : 
number  of  breech  presentations,  five : num- 
ber of  fetuses  lacerated,  three ; high  for- 
ceps delivery,  four;  low  forceps  delivery, 
two;  versions  performed,  two. 

No  causes  for  premature  births  were  as- 
signed, nor,  with  the  exception  of  two  cases 
in  which  Wassermanns  were  made,  was 
there  any  recorded  attempt  made  to  deter- 
mine the  causes  of  the  prematurities.  In- 
vestigations of  the  mother  for  causes,  such 
as  syphilis,  toxemias,  tumors,  use  of  drugs, 
traumatisms,  etc.,  apparently  were  not 
made;  nor  were  the  diseases  of  the  cord, 
such  as  tortion,  knots,  stenosis,  considered ; 
nor  critical  examination  of  the  placenta  for 
infarcts,  apoplexies,  etc.,  made;  and,  if  pa- 
ternal conditions  were  considered,  nothing 
was  made  of  record. 

Of  the  ten  maternal  deaths,  one  died  of 
hemorrhage  from  placenta  prevail.  This 
case  was  twice  packed  before  delivery  was 
attempted;  the  placenta  covered  one-third 
of  cervical  area;  the  patient  was  in  the  hos- 
pital but  a short  time  before  delivery,  which 
was  by  version.  One  mother  died  of  shock, 
which  appeared  some  hours  after  delivery, 
with  manual  delivery  of  a very  friable  pla- 
centa. The  cause  of  the  shock  was  not  dis- 
covered until  the  autopsy,  which  revealed 
an  inversion  of  the  uterus  with  the  fundus 
at  the  external  os ; also  dilated  stomach  ana 
right  ventricle.  Three  mothers  died  of 
eclampsia  with  cesarean  section ; two  died 
of  eclampsia  without  cesarean  section,  one 
of  these  without  being  delivered — cesarean 
was  not  done  because  fetus  was  dead;  two 
died  of  advanced  tuberculosis,  with  cesarean 
section ; one  of  advanced  tuberculosis,  with- 


out cesarean  section,  but  lived  several  weeks 
after  delivery.  This  makes  eight  cases  of 
eclampsia,  in  which  six  mothers  died,  and 
only  two  babies  lived.  There  were  six  cases 
of  cesarean  section,  of  which  five  mothers 
died,  and  two  babies  died  after  delivery.  In 
only  two  cases  of  eclampsia  was  any  record 
made  of  blood  pressure — 200/130,  165/120. 
In  the  first  case  the  mother  lived,  and  the 
seven  months  fetus  was  born  twenty-three 
days  after  convulsions  ceased  and  was 
macerated. 

The  question  of  the  advisability  of  cesa- 
rean section  in  eclampsia  is  to  be  discussed 
by  Doctor  Fournier,  but  I must  express  my 
doubt  as  to  the  indication  for  the  operation 
in  such  cases,  since  the  newer  froms  of 
treatment  give  better  results.  Also,  the 
practice  of  cesarean  section  in  cases  of  ad- 
vanced tuberculosis,  is  open  to  severe  criti- 
cism. It  probably  secures  a living  baby,  but 
very  probably  shortens  the  life  of  the  moth- 
er. In  my  experience,  I have  seen  appar- 
ently hopeless  tuberculous  mothers  deliv- 
ered of  healthy  children  and  the  mothers 
have  lived,  in  some  cases,  to  care  for  them 
for  eight  to  ten  years  of  their  early  life, 


ARE  WE  PRACTISING  GOOD  OBSTET- 
RICS? 

KIMBALL  BANNISTER, 

Phoenix,  Arizona 

It  is  the  purpose  of  this  meeting  to  place 
before  the  Staff  a review  of  the  obstetrical 
practice  of  this  hospital  during  the  years 
1925  and  1926,  and  to  draw  comparisons 
between  our  work  and  results  and  those  of 
other  standard  hospitals. 

The  papers  of  Doctors  Eaton,  Charvoz 
and  Fournier  have  clearly  outlined  the  lat- 
est and  most  accepted  views  on  the  indica- 
tions, contra-indications,  conditions  and 
treatment  of  pathological  obstetrical  cases. 
I shall  attempt  to  apply  what  they  have 
told  us  to  the  obstetrical  practice  of  St. 
Joseph’s  and  to  draw  what  conclusions  are 
apparent  in  comparison  with  the  practice 
and  results  in  other  hospitals.  Let  me  fur- 
ther preface  my  remarks  by  the  observa- 
tion that  this  study  has  been  rendered  ex- 
tremely difficult  and  somewhat  uncertain 
by  the  paucity  of  data  in  our  pathological 
obstetrical  records.  The  fact  that  a case 
had  to  do  with  childbirth,  whether  by  for- 
ceps delivery,  cesarian,  or  complicated  by 
eclampsia,  seemed  to  furnish  the  operator 
with  the  necessary  excuses  to  wash  his 
hands  of  any  semblance  of  an  entangling 
alliance  with  the  record.  I shall  go  a little 
more  into  detail  on  this  subject  as  I re- 
view the  various  classes  of  cases. 
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In  all,  there  were  341  deliveries  in  this 
hospital  in  the  past  two  years.  In  my 
study,  I am  classifying  as  pathologic  only 
those  cases  complicated  by  the  use  of  for- 
ceps, those  delivered  by  cesarean  section, 
and  eclamptics  with  convulsions.  Pre- 
eclamptic and  other  toxemias,  prolonged 
spontaneous  deliveries,  unaided  breech  cas- 
es, tuberculous  cases,  without  operative  in- 
terference, are  not  reviewed.  Neither  have 
I reviewed  the  two  placenta  previas,  a like 
number  of  versions,  abnormal  presentations 
or  the  one  postpartum  hemorrhage  case. 
There  were  288  relatively  normal  cases, 
while  only  fifty-three  of  the  total  deliveries 
are  considered  here:  thirty  forceps,  twenty 
cesareans  and  eleven  eclamptics — eight  of 
which  underwent  cesarean  and  are  consid- 
ered in  both  classes. 

Let  us  first  consider  the  forceps  cases. 
Out  of  341  deliveries,  thirty,  or  about  9 per 
cent,  were  delivered  by  forceps.  This  is  a 
most  favorable  comparison  with  other  sta- 
tistics. Our  own  Deaconess  Hospital  had 
double  this  number,  seventy-seven  out  of 
430,  or  18  per  cent,  in  the  same  period. 
Wesley  Hospital,  Chicago,  reports  13  per 
cent  of  their  cases  to  have  been  delivered 
by  forceps — 12  per  cent  of  the  low  variety, 
1 per  cent  high.  Cook  County  Hospital  has 
a record  of  about  15  per  cent  in  over  15,000 
cases.  Chicago  Lying-in  Hospital,  25.5  per 
cent  forceps  deliveries  in  17,000  cases.  This 
last  percentage  seems  rather  high,  and  I 
should  think  is  due  to  two  causes,  to-wit: 
The  large  number  of  difficult  cases  referred 
and  the  racial  impatience  and  anxiety  of 
the  vast  majority  of  this  hospital’s  inmates. 
Dr.  Eaton  has  condemned  this  as  an  indica- 
tion of  forceps,  but  anyone  who  has  prac- 
ticed in  the  Chicago  Lying-In  service  must 
recognize  the  truth  in  my  statement. 

Of  our  thirty  cases,  five,  or  1.5  per  cent, 
were  admitted  in  the  records  as  being  “high 
forceps.”  Two  of  the  remaining  twenty-five 
were  set  down  as  low,  while  one  is  left  to 
guess  at  the  character  of  the  remaining 
twenty-three.  I must  also  say  that  in  only 
one  or  two  of  the  records  was  there  any 
mention  of  the  fetal  head  having  reached 
the  perineum,  which  would  designate  the 
case  as  a low  forceps.  In  no  record  could 
I find  that  the  mother  had  been  assisted 
by  drawing  the  head  down  to  the  perineum 
and  then  allowing  spontaneous  delivery, 
which  is  the  proper  method  for  forceps.  I 
presume  that  this,  was  done  in  a number 
of  cases  in  as  much  as  there  were  no  tears; 
but  in  the  vast  majority  there  were  very 
deep  and  extensive  internal  and  external 
tears.  In  no  record  could  I find  £ny  men- 


tion of  injury  to  the  fetal  head,  yet  one 
knows  that  this  must  have  occurred  more 
or  less  frequently.  Although  there  were 
five  high  forceps  deliveries,  no  mention  was 
made  of  axis  traction  forceps  being  used, 
and  I think  it  is  safe  to  assume  that,  of 
the  thirty  cases,  a great  many  should  prop- 
erly be  designated  as  mid-plane  forceps. 
Forceps  were  applied  on  the  after-coming 
head  twice;  in  occipito-posterior,  once; 
brow  presentation,  once;  face,  twice.  In  a 
few  other  records,  the  presentation  and  po- 
sition were  mentioned;  but  in  a great  numT- 
ber,  this  was  evidently  not  considered  per- 
tinent. The  time  element  and  the  condition 
of  exhaustion  of  the  mother  as  indications 
for  the  application  of  forceps  could  be  de- 
duced in  most  of  the  cases — not  all,  by  any 
means.  Dystocia  ranged  from  four  hours 
to  three  days,  most  of  the  cases  being  as- 
sisted within  twenty  hours  of  the  time  la- 
bor commenced. 

Onlv  one  operator  took  the  trouble  to 
note  his  indications  for  the  aDplication  of 
forceps  (in  both  his  cases).  In  the  other 
cases,  if  it  were  not  for  the  generally  low 
average  of  9 per  cent,  one  might  argue,  af- 
ter a diligent  and  futile  search  of  the  rec- 
ords for  indications,  that  the  operator  did 
not  care  to  discuss  the  matter.  This  criti- 
cism is  pointed  rather  at  his  manner  of 
keeping  records  than  to  impugn  his  motives. 

Pelvic  measurements,  which  might  be  ex- 
pected to  explain  the  reason  for  a prolonged 
hard  labor  necessitating  forceps  assistance, 
are  lacking  in  twenty-nine  of  the  thirty 
case.  This  seems  inconceivable,  but  in  only 
one  record  was  I able  to  find  anv  mention 
of  size  or  shape  of  the  pelvis,  either  inlet 
or  outlet.  Perhaps  our  accouchers  do  not 
make  a practice  of  measuring  the  pelvis. 
I think  this  is  not  the  case.  There  is  cer- 
tainly no  excuse  for  this  negligence  when 
the  obstetrical  examination  sheet  has  a nice 
little  box  score  all  printed  for  the  figures. 
I may  add,  here,  that  not  a single  examina- 
tion was  made  out.  Our  percentage  of  1.5 
for  high  forceps  coincides  with  the  Chicago 
Lying-In  and  is  about  .5  per  cent  above 
Wesley  Hospital.  Our  Deaconess  Hospital 
has  6 per  cent  in  the  same  class  in  the  same 
two  years.  Our  general  average  of  9 per 
cent  is  very  low,  so  that,  irrespective  of 
how  we  may  condemn  the  records,  we  must 
admit  that  our  obstetricians  are  conserva- 
tive in  their  judgment  when  they  weigh  in- 
dications and  contra-indications  for  forceps 
delivery. 

Of  cesarean  operations  there  were  twen- 
ty, or  about  6 per  cent.  This  percentage  is 
very  high  and  compares  unfavorably  with 
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all  hospital  records  reviewed.  Wesley  Hos- 
pital reported  but  one  per  cent.  Cook  Coun- 
ty had  but  1.1  per  cent  in  15,000  cases.  Chi- 
cage  Lying-In  Hospital  reported  but  2.8 
per  cent  in  over  17,000  cases.  It  is  less  un- 
favorable when  compared  with  the  Deacon- 
ess Hospital,  which  had  a rather  high  per- 
centage of  3.75.  This  disparity  in  compari- 
son with  Chicago  hospitals  may  be  more 
apparent  than  real.  Their  records  cover 
from  seven  to  eleven  years  and  the  inci- 
dence of  cesareans  has  increased  rather  rap- 
idly in  the  last  two  or  three  years.  Thus 
statistics  do  not  allow  of  a comparison  with 
the  increase  in  their  admissions  during  the 
same  years.  Other  Chicago  hospitals  give 
from  ten  to  forty-two  per  thousand,  while 
a total  of  seventy-four  Chicago  hospitals 
give  an  average  of  nineteen  per  thousand, 
or  1.9  per  cent.  Both  of  our  local  hospitals 
are  way  above  this  figure. 

I think  that  we  must  critically  ask  our- 
selves why  this  high  cesarean  rate.  Is  it 
because  we  have  more  absolute  and  more 
rQlative  indications?  By  absolute  indica- 
tions, we  mean  pelvic  obstruction,  either 
bony  or  by  tumors.  By  relative,  we  con- 
sider the  surgeon’s  judgment  only. 

Under  absolute  indications  we  may  con- 
sider eight  cases.  One  was  a primipara, 
and  diagnosed  as  a contracted  pelvis.  No 
pelvic  measurements  wei'e  given,  and  no 
sort  of  examination  was  recorded  to  support 
this  diagnosis.  The  babv  died  .in  a few 
hours.  Five  had  bad  previous  deliveries; 
one  bv  successful  version:  one  unsuccess- 
fully hv  forceus,  the  child  having1  died:  and 
the  oHier  three  wer°  simolv  noted  as  hav- 
ing had  either  hard  forceps  deliveries  or 
pro’onged  labor.  In  this  class,  also,  pelvic 
measurements  and  examinations  were  not 
considered  worth  reporting.  Two  cases 
were  first  attemted  by  forceps  and  then 
operated,  when  forceus  failed.  In  one  of 
these  cases,  the  child  died  in  48  hours. 
TherQ  were  no  pelvic  measurements  nor  ex- 
aminations recorded  in  these  two  cases. 

Eight  cesareans  were  performed  upon 
eclamptics.  Of  these  eight,  three  died,  giv- 
ing a mortality  of  38  per  cent  delivered  by 
this  means.  Cook  County  Hospital,  in  170 
cesareans,  had  only  ten  eclamptics,  with  a 
mortality  rate  of  20  per  cent.  Chicago 
Lying-In  Hospital  operated  forty-six  eclamp- 
tics and  pre-eclamptics,  with  but  one  death 
in  487  cesareans.  In  reality  they  operated 
twelve  eclamptics  with  convulsions,  out  of 
seventy-two  admitted,  with  no  deaths.  The 
Deaconess  operated  five  out  of  ten  eclamp- 
tics, with  one  maternal  death,  or  20  per 
cent. 


We  must  ask  ourselves,  again,  why  this 
h;gh  operative  mortality  in  eclamptics. 
There  can  be  only  one  answer,  and  that  is, 
we  do  not  treat  them  properly,  either  pre- 
or  post-operatively.  As  I shall  show  later, 
Doctor  Fournier’s  paper  points  the  way. 
We  must  also  question  ourselves  as  to  the 
soundness  of  our  indications  for  operative 
delivery  in  eclamptics.  No  doubt  it  is  the 
easiest  method  for  most  of  us,  but  is  it 
the' accepted  method  of  treatment? 

As  I have  said,  DeLee’s  admitted  seven- 
ty-two eclamptics  and  only  twelve,  or 
16  2-3  per  cent,  were  operated.  There  were 
no  deaths  among  the  cesareans  and  but 
five  deaths  in  the  whole  series.  Of  these 
five,  three  were  moribund  upon  entrance. 
Cook  County  Hospital  operated  only  ten 
eclamptics  in  170  cesareans,  or  6 per  cent. 
They  had  but  one  death.  We  operated  eight 
out  of  fourteen  eclamptics,  or  57  per  cent, 
with  38  per  cent  mortality.  From  these  fig- 
ures, it  is  evident  that  our  surgeons  con- 
sider eclampsia  an  indication  for  cesarean 
in  57  per  cent  of  the  cases  in  this  hospital, 
and  in  50  per  cent  at  the  Deaconess,  while 
the  obstetricians  of  larger  hospitals  con- 
sider it  an  indication  in  only  6 to  16  per 
cent  of  the  cases.  Perhaps  the  difference 
lies  in  the  point  of  view  of  the  surgeon  and 
that  of  the  obstetrician.  According  to  our 
mortality  rate,  I think  that  we  have  plenty 
to  learn  from  the  obstetricians. 

Five  of  our  cesareans  were  performed  be- 
cause of  advanced  or  active  pulmonary 
tuberculosis.  This  is  another  relative  indi- 
cation and  evidently,  again,  more  in  vogue 
with  surgeons  than  with  obstetricians.  Of 
the  Cook  County  cases,  not  one  of  the  170 
cesareans  was  performed  because  of  this 
indication.  Of  487  of  DeLee’s  Lyin-in  Hos- 
pital, tuberculosis  in  coni  unction  with  a flat 
pelvis  was  mentioned  but  once.  DeLee,  in 
his  text  book,  does  not  mention  it  as  an  in- 
dication and  in  forty-nine  of  his  personal 
cases  cited,  it  is  not  mentioned.  Two  of  the 
five  mothers  died  in  the  hospital.  Of  the 
other  three  I know  nothing. 

To  summarize  cesareans : There  were 

twenty  in  all,  or  6 per  cent  of  all  obstetri- 
cal cases  admitted.  Eight  of  these  were 
operated  for  contracted  pelvis;  type  of  con- 
traction, measurements,  and  history  not 
given.  Eight  were  operated  for  eclampsia, 
with  three  deaths.  Five  were  operated  with 
tuberculosis  as  an  indication,  with  two 
deaths.  Of  the  twenty  there  were  five 
deaths,  or  25  per  cent  mortality  with  the 
mothers,  and  four,  or  20  per  cent  fetal  mor- 
tality. Compare  with  DeLee’s  forty-eight 
cases  with  a maternal  mortality  of  5.26  per 
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cent  and  2.2  per  cent  fetal  deaths!  Cook 
County  had  a maternal  mortality  of  10  per 
cent.  It  would  seem,  from  these  figures, 
that  our  mortality  rate  compares  as  unfa- 
vorably as  does  our  operative  rate,  and  the 
only  conclusions  that  can  be  drawn  are  that 
there  is  too  much  surgery,  upon  cases  in 
which  the  indications,  contra-indications 
and  conditions  are  not  carefully  weighed. 
In  other  words,  there  is  too  little  of  the 
practice  of  obstetrics  and  medicine  in  this 
class. 

There  were  fourteen  eclamptics  admitted 
in  the  two  years.  Of  these,  five,  or  35  per 
cent,  died.  Two  of  these  died  shortly  after 
entrance  in  a moribund  condition.  The 
other  three  must  be  classed  as  operative 
deaths.  Of  the  fourteen  cases,  only  two  re- 
ceived magnesium  sulphate  either  intrave- 
nously or  sub-cutaneously.  As  Dr.  Fournier 
has  so  well  pointed  out.  this  has  been  the 
accepted  specific  treatment  for  several 
years.  Practically  all  of  these  cases  should 
have  had  the  advantage  of  this  method  for 
controlling  convulsions.  Even  though  op- 
erated, the  death  rate  would  have  been 
greatly  reduced.  It  must  be  due  to  better 
methods  of  treatment  in  these  cases  that 
other  hospitals  are  able  to  make  our  records 
look  like  criminal  negligence. 

The  records  of  these  cases  are  no  better 
than  are  those  in  the  other  pathological 
cases  considered.  In  only  one  or  two  were 
any  blood  pressure  readings  recorded.  Urine 
reports  were  profuse,  but  then  the  doctor 
did  not  have  to  make  the  examinations  nor 
record  them.  I can  not  imagine  that  any 
other  class  of  dangerously  sick  patients 
would  be  allowed  to  remain  in  the  hospital 
without  some  sort  of  physical  examination 
and  history  recorded,  as  was  the  case  in 
practically  all  our  eclamptics. 

To  summarize  eclampsia: 

We  had  fourteen  cases  with  a maternal 
mortalitv  of  35  per  cent  and  a fetal  mor- 
tality of  43  per  cent.  DeLee’s  shows  but 
6.9  per  cent  maternal  mortality  in  seventy- 
two  cases  and  but  4 per  cent  of  post-natal 
deaths  in  the  same  series.  The  figures 
speak  for  themselves.  Something  is  wrong 
in  our  treatment  of  eclampsia.  Let  us  hope' 
that  what  we  have  learned  tonight  on  this 
subect  mav  sink  in  and  that  the  records  of 
the  next  two  years  may  show  an  astound- 
ing improvement  in  this  class  of  cases. 

In  conclusion,  I must  reiterate  that  the 
pathological  obstetrical  records  in  this  hos- 
pital are  terrible,  entirely  inadequate  for 
the  purpose  of  study,  entirely  lacking  in 
indications  and  detail  of  conditions  present 


upon  which  operative  interference  was 
based,  and  no  value  for  scientific  purposes. 

I would  further  state  that  it  appears, 
from  a study  of  the  records  and  our  re- 
sults, that  there  is  entirely  too  much  sur- 
gical interference.  Perhaps  this  point  could 
and  will  be  argued,  that  my  deductions  are 
wrong;  but  if  so,  it  is  because  the  indi- 
vidual records  do  not  state  the  operator’s 
reason  for  such  interference,  and,  further- 
more, the  mortality  results,  considered  in 
the  meager  light  thrown  upon  them  in  the 
records,  seem  to  justify  the  conclusions. 

Lastly,  eclampsia  is  a cureable  disease 
and  we  have  miserably  failed  to  discover  it 
in  this  hospital. 


MANAGEMENT  OF  ECLAMPSIA  AND 
THE  PRE  ECLAMPTIC  STATE 

D.  FOURNIER,  M.  D. 

Phoenix,  Arizona 

Of  all  the  complications  of  pregnancy, 
eclamnsia  is,  perhaps,  the  most  dreaded. 
This  is  as  it  should  be,  for  there  is  probably 
nothing  so  terrifying  as  watching  a woman 
in  eclamptic  convulsions. 

Eclampsia  is  one  of  the  so-called  toxemias 
of  pregnancy.  Toxemia  is  probablv  a mis- 
nomer. for.  as  vet.  no  toxin  has  been  dis- 
covered in  the  blood  of  a woman  suffering 
with  eclamnsia.  The  word  toxemia  is  gen- 
erally associated  with  toxin  and  such  a con- 
dition does  not  primarily  exist.  Eclampsia 
is  due.  rather,  to  the  overload  suddenly 
placed  on  the  maternal  organism,  for  the 
pregnant  woman  shows  a condition  of  rapid 
growth  and  a rapid  increase  in  weight  sup- 
erimposed on  an  adult  organism  that  has 
ceased  to  grow.  This  results  in  a disturb- 
ance of  metablism  and  this,  in  turn,  affects 
the  liver  and  kidney  function. 

The  eclamptic  attack  mav  occur  suddenly, 
without  anv  warning,  but  this  usuallv  is  not 
the  case,  there  being  svmptoms  of  head- 
ache, dizziness,  spots  before  the  eves  and. 
probablv  the  most  important,  a feeling  of 
epigastric  pain.  These  warnings  should  be 
heeded  and  the  patient  subjected  to  an  ex- 
haustive examination,  for  they  generally 
presage  serious  trouble. 

An  examination  usually  shows  edema  of  . 
the  feet  and  eyelids,  more  or  less  marked 
anasarca,  with  pasty  skin  and  a coated 
tongue,  and  tenderness  over  the  pit  of  the 
stomach.  With  high  pulse  tension  and  an 
accentuated  second  heart  sound,  the  blood- 
pressure  may  reach  240.  Other  symptoms 
are  intensely  exaggerated  reflexes ; dimin- 
ished output  of  urine;  high  specific  gravity 
albumen,  with  hyaline  and  granular  casts, 
and  low  urea  output.  These  symptoms  may 
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be  called  those  of  pre-eclamptic  toxemia,  and 
a patient  having  them  may  be  said  to  be 
threatened  with  convulsions. 

There  were  eleven  cases  of  eclampsia  ad- 
mitted to  this  hospital  during  1925  and 
1926,  and,  of  these  eleven,  there  were  four 
maternal  deaths,  giving  a mortality  of  36.3 
per  cent.  Twro  of  these  were  admitted  in 
the  pre-eclamptic  state,  and  if  these  are  de- 
ducted the  mortality  would  be  44.4  per  cent, 
a very  high  mortality  indeed  when  com- 
pared with  the  Chicago  lying-in  mortality 
of  7.7  per  cent,  almost  six  times  as  great. 

One  of  these  patients  was  in  a moribund 
condition  on  admission  and  died  9 hours 
later  without  having  received  any  specific 
treatment  except  croton  oil  and  epsom  salts 
by  mouth.  In  the  9 hours  she  received  45 
drops  of  croton  oil.  It  seems  to  me  that 
this  patient  received  a very  large  amount 
of  this  oil.  Hare,  in  his  practical  therapeu- 
tics gives  the  dose  as  1 minim  placed  on  the 
tongue  and  says  that  in  that  dose  it  acts 
as  a violent  watery  purge.  This  patient 
got  47  minim,  which  seems  an  unreasonably 
large  dosage. 

Of  the  eleven  patients  admitted,  four 
were  at  term;  one  at  8V2  months;  four  at 
8 months;  one,  at  71/?  months,  and  one  at 
6!/2  months.  The  manner  of  delivery  wan 
as  follows : spontaneous  after  induction,  one ; 
manual  dilatation  and  forceps,  one ; Cesa- 
rean section,  eight,  and  of  these  eight  there 
was  a maternal  death  of  three,  or  37.5  per 
cent.  Other  treatment  consisted  of  mag- 
nesium sulphate,  glucose,  sodium  bicarbon- 
ate, insulin,  croton  oil  and  veratrium  viridi; 
in  only  one  case  was  venesection  done. 

There  was  no  record  of  any  prenatal  care 
in  the  cases.  The  value  of  proper  prenatal 
care  in  the  prevention  of  eclampsia  is  rec- 
ognized by  all  and,  probably,  if  systematic 
care  had  been  carried  out  in  these  patients, 
some  of  the  attacks  might  have  been  pre- 
vented. Not  all  cases  of  eclampsia  are  pre- 
ventable. In  just  a few  of  this  series  was 
there  any  record  of  blood-pressure  having 
been  taken. 

What  struck  me  rather  forcibly  was  the 
large  number  of  cesarian  sections  per- 
formed. As  soon  as  the  patient  was  brought 
into  the  hospital  she  was  immediately  sent 
to  surgery;  no  attempt,  in  the  majority  of 
cases,  had  been  made  to  carry  out  any  spe- 
cific treatment.  In  view  of  the  fact  of  the 
high  mortality  rate  in  our  eclamptic  cases 
here,  it  probably  would  be  advisable  to  car- 
ry out  a more  conservative  line  of  treat- 
ment. Many  men  become  panicky  when 
they  see  a woman  in  eclamptic  convulsions, 


and  their  first  thought  is  immediate  deliv- 
ery. 

In  the  Johns  Hopkins  hospital,  between 
1894  and  1912,  eclapmsia  was  largely  treat- 
ed by  the  active  method.  This  meant  that 
immediate  delivery  was  the  first  object  and, 
apparently,  here  we  have  gone  back  to  the 
days  of  1894.  From  1912  the  therapy  grad- 
ually followed  more  conservative  lines.  Op- 
erative intervention  was  limited  almost  en- 
tirely to  low  forceps  or  version  and  extrac- 
tion after  spontaneous  dilatation  of  the  cer- 
vix had  taken  place.  Major  operative  meas- 
ures were  largely  dispensed  with  and  em- 
phasis was  laid  principally  on  a copious 
venesection.  Generally  500  to  700  c.  c.  and, 
occasionally,  as  much  as  1,000  c.  c.  was 
withdrawn.  Morphine  was  also  employed 
to  a large  extent. 

The  routine  treatment  carried  out  was  as 
follows:  (1)  The  patient  is  placed  in  a quiet 
darkened  room  and  is  disturbed  as  little  as 
possible.  (2)  Morphine,  14  gr.,  is  given 
hypodermatically  at  once.  This  may  be  re- 
peated as  indicated.  (3)  The  patient  is  kept 
turned  on  one  side  with  the  foot  of  the  bed 
elevated  as  long  as  the  coma  persists.  (4) 
Venesection  is  performed  after  the  second 
convulsion,  if  necessary,  under  nitrous  ox- 
ide anesthesia.  The  amount  of  anesthetic 
depends  on  the  fall  of  systolic  blood-pres- 
sure or  alarming  changes  of  the  pulse,  and 
it  is  omitted  in  anemic  individuals.  (5) 
Water  is  given  freely,  as  desired,  when  con- 
scious. The  comatose  patients  receive  500 
c.  c.  of  a 5 per  cent  glucose  solution  in- 
travenously and  this  may  be  repeated  in  12 
hours.  (6)  No  attempt  is  made  at  delivery 
until  the  cervix  is  fully  dilated,  unless  some 
definite  maternal  indication,  apart  from  the 
eclamptic  condition,  is  present.  Under  this 
conservative  regime  the  maternal  mortality 
fell  from  23  per  cent  to  13  per  cent,  almost 
half,  and  the  fetal  mortality  remained  the 
same,  57  per  cent.  This  shows  the  signal 
advantages  to  the  mother  from  conserva- 
tive treatment.  The  routine  performance 
of  cesarean  section  is  particularly  to  be  con- 
demned. 

In  the  Los  Angeles  general  hospital,  very 
remarkable  results  were  obtained  in  the  use 
of  magnesium  sulphate  intravenously.  They 
were  able,  by  this  method  alone,  to  cut 
their  mortality  rate  from  36  per  cent  to  9 
per  cent.  A method  of  treatment  which 
will  do  that  is  certainly  worthy  of  adop- 
tion. Since  the  adoption  of  this  treatment 
there  has  been  only  one  cesarean  section 
performed  and  that  was  done  for  dystocia 
and  not  because  of  eclampsia. 

The  routine  treatment  followed  in  this 


264 


SOUTHWESTERN  MEDICINE 


Los  Angeles  hospital,  and  which  is  posted 
for  a guide,  is  as  follows:  Pre-eclampsia 
cases,  with  blood-pressure  150  or  higher, 
in  addition  to  the  usual  sedative  and  elim- 
ination treatment  and  dietary  regulations, 
20  c.  c.  of  10  per  cent  solution  of  mag- 
nesium sulphate  intravenously.  Blood-pres- 
sure is  to  be  taken  twice  daily  and  in- 
travenous magnesium  sulphate  repeated  if 
blood-pressure  does  not  come  down.  In 
eclampsia,  20  c.  c.  ot  a 10  per  cent  s elution 
of  magnesium  sulphate  is  given  intravenous- 
ly as  soon  after  the  first  convulsion  as  pos- 
sible. This  is  to  be  repeated  every  hour 
until  convulsions  are  controlled.  Blood- 
pressure  to  be  taken  every  hour  after  the 
convulsions  are  controlled.  If  the  blood- 
pressure  begins  to  rise,  again  nearing  its 
height  at  time  of  convulsion,  repeat  mag- 
nesium sulphate  intravenously,  also  repeat 
if  convulsions  recur.  If  patient  is  coma- 
tose or  very  restless,  and  blood-pressure  is 
falling,  give  chloral  hydrate,  gr.  20 ; and 
sodium  bromide,  gr.  40,  per  rectum;  oxy- 
gen inhalations  after  each  convulsion  until 
breathing  is  normal.  If  patient  is  in  labor 
give  ntirous  oxide  gas  for  pains.  If  in 
the  second  stage  labor,  and  proper  progress 
is  not  being  made  low  forceps  extraction  or 
version  may  be  done.  Cesarean  section  is  to 
be  done  only  for  absolute  obstetric  indica- 
tions. After  patient  is  delivered,  blood-pres- 
sure is  to  be  taken  daily  and  intravenous 
magnesium  sulphate  to  be  repeated  as  indi- 
cated by  rise  of  blood-pressure. 

It  might  be  well  to  post  this  treatment 
likewise  in  our  obstetrical  department  so 
that  men  doing  this  work  will  have  some 
definite  line  of  treatment  to  follow.  The 
results  obtained  in  the  Los  Angeles  general 
hospital  are  startling  enough  so  that  it  be- 
hooves us  at  least  to  try  out  this  procedure 
and  see  if  we  cannot  reduce  our  high  mor- 
tality rate. 

Wilson,  in  a recent  article  in  the  A.  M.  A. 
Journal,  recommends  the  use  of  glucose  and 
sodium  bicarbonate,  or  sodium  bicarbonate 
alone,  given  intravenously.  He  bases  his 
theory  on  the  bicarbonate  of  the  blood  be- 
ing a first  line  of  defense  against  acidosis, 
and  by  giving  sodium  bicarbonate  intrave- 
nously he  raises  the  alkali  reserve.  He 
gives  10  to  15  grams  of  soda  and  attempts 
to  raise  the  carbon  dioxide  combining  power 
of  the  blood  plasma  to  within  normal  limits 
of  from  55  to  70.  A series  of  14  cases  were 
reported  without  loss  of  mother  or  child — 
a very  remarkable  result.  This  procedure 
is  worthy  of  our  trial. 

In  conclusion:  I would  suggest  that:  (1) 
intravenous  administration  of  magnesium 


sulphate  be  tried  in  eclamptic  cases  that 
enter  this  hospital;  (2)  Glucose  and  sodium 
bicarbonate  given  intravenously  seems  to  be 
beneficial  in  the  treatment  of  eclampsia; 
(3)  that  surgical  interference  in  the 
eclamptic  be  limited  to  assisting  labor  in 
the  second  stage  when  indicated;  (4)  cesa- 
rean section  in  the  eclamptic  is  contra-indi- 
cated except  in  the  presence  of  absolute 
obstetric  indications. 


PIONEERS  IN  THE  MEDICAL  HISTORY 
OF  NEW  MEXICO 

CARY  B.  ELLIOTT,  M.  D. 

Raton,  New  Mexico 

Presidential  address,  before  the  Forty-fifth  An- 
nual Session  of  the  New  Mexico  Medical  Society, 
held  at  Carlsbad,  May  9 to  11,  1927. 

The  great  southwest,  and  New  Mexico  in 
particular,  possesses  a historical  back- 
ground, the  antiquity  and  immensity  of 
which  is  not  sufficiently  appreciated  and 
understood  unless  one  has  an  opportunity 
to  properly  inform  himself  concerning  it. 

Twitchell  in  his  book,  “Leading  Facts  of 
New  Mexican  History,”  commenting  on  the 
length  of  time  New  Mexico  is  known  to 
have  been  inhabited  by  the  pueblos  and 
cliff  dwellers  says: 

“When  the  spirit  of  conquest  induced  the  Romans 
to  lead  their  legions  beyond  the  Alps  into  the  plains 
of  Gaul,  New  Mexico  had  been  for  centuries  preced- 
ing, the  pathway  of  migratory  people.  The  races 
which  submitted  to  the  Roman  arms  were  more  bar- 
baric than  those  which  inhabited  the  table-lands  and 
valleys  of  New  Mexico  during  the  first  centuries  of 
the  Christian  era.  Buildings  sufficiently  large  to 
accommodate  the  inhabitants  of  a modern  American 
village  lie  buried,  or  in  ruins,  mute  evidence  of  the 
existence  of  a race  whose  modes  of  living,  customs, 
ceremonies  and  habits  are  fruit  ful  subjects  of  study 
today.  These  buried  structures  now  being  uncovered, 
demonstrate  the  worth  and  ability  of  their  builders. 
The  cave  and  cliff  dwellings,  only  lately  scientifically 
explored,  have  been  productive  of  relics  demonstrat- 
ing a knowledge  on  the  part  of  their  former  inhab- 
itants akin  to  the  arts  and  sciences  possessed  by 
those  who  builded  the  pyramids  of  Egypt.” 

It  is  from  these  early  people  that  we 
have  our  first  practitioners  of  the  healing 
art  in  New  Mexico,  and  they  were  known 
as  “medicine-men.”  Dr.  Leonard  Freeman, 
in  a most  interesting  article,  “Surgery  of 
the  Ancient  Inhabitants  of  the  Americans,” 
has  given  an  excellent  description  of  the 
early  “medicine-men”  which  I wish  to  re- 
peat to  you,  in  part: 

“Among  these  early  inhabitants  of  New  Mexico 
there  were  two  causes  of  medical  and  surgeial  ail- 
ments recognized,  one  natural  and  the  other  super- 
natural. It  goes  without  saying  that  supernatural 
ailments  can  be  treated  by  supernatural  means  only, 
which  accounts  for  the  existence  of  the  so-called 
“medicine-man”  with  his  impressive  fetishes,  antics 
and  incantations.  In  this  connection  it  should  be 
understood  that  the  word  “medicine”  was  not  con- 
fined to  material  remedies,  but  had  in  addition  a 
magical  and  supernatural  significance.  Hence  a 
“medicine-man”  was  not  only  a physician  in  our 
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sense  of  the  word  but  was  also  a sort  of  priest,  pro- 
phet, magician  and  all  round  dealer  in  mysteries. 
The  “medicine-man”  was  usually  a person  of  more 
than  ordinary  tact,  knowledge  and  intellect.  In  ad- 
dition to  being  a surgical  and  medical  authority  he 
was  also  consulted  concerning  the  spiritual  and  tem- 
poral welfare  of  his  people.  He  had  a dignified  and 
firm  belief  in  himself  and  his  method  and  there  is  no 
doubt  that  he  exercised  a hypnotic  influence  on  his 
patients,  leading  to  relaxation  and  sleep  which  may 
have  facilitated  the  recovery  of  some  who  would  have 
been  given  up  to  die  by  more  civilized  practitioners. 
It  was  not  much  easier  to  become  a “medicine-man” 
in  those  days  than  it  is  now.  It  was  the  usual  cus- 
tom to  spend  at  least  a year  with  a preceptor,  paying 
him  well  for  his  instruction,  and  usually  to  study 
under  more  than  one.  As  with  the  modern  doctor, 
even  after  graduation,  the  life  of  the  “medicine-man” 
was  not  one  of  pampered  ease.  He  was  compelled 
to  respond  to  every  call  night  or  day,  although  the 
Pueblos  permitted  an  exception  to  the  rule,  if  the  un- 
willing physician  could  catch  the  messenger  within 
a given  distance  and  kick  him.  How  many  of  us 
wish  we  had  the  same  privilege.” 

Concerning  the  various  therapeutic  meas- 
ures used,  Freeman  further  states: 

“Wounds  were  treated  by  suture,  drainage,  irriga- 
tion, suction,  cauterization  and  the  application  of 
powders,  salves,  and  saliva.  It  1.'  probable  that  this 
primitive  race  exhibited  greater  resistance  to  infec- 
tion than  is  generally  met  with  today.  Human  hair, 
later  horse  hair  and  plant  fibers  were  used  as  suture 
material.  Needles  were  made  from  thorns,  bones, 
and  wood.  Irrigation  was  freely  employed,  a quill, 
or  hollow  bone  and  a bladder  making  a very  good 
syringe.  Much  attention  was  given  to  the  extraction 
of  foreign  bodies,  especially  arrow  heads,  the  fav- 
orite method  being  to  accomplish  this  by  long  con- 
tinued pressure  rather  than  by  direct  means. 

“Powders  of  various  kinds  including  pinon-gum 
and  other  balsams,  charcoal,  ashes,  etc.,  were  used 
for  packing  deep  wounds  and  sprinkling  on  super- 
ficial lesions.  Cauterization  by  means  of  a coal  of 
fire  or  a hot  stone  was  in  common  use  as  was  scarifi- 
cation and  phlebotomy.  Fomentation  and  poultices 
of  plants,  leaves,  barks,  etc.  were  used  in  the  treat- 
ment of  inflammation,  supported  by  cupping,  coun- 
ter-irritation and  cauterization.  Bleeding  was  con- 
trolled by  local  pressure  or  the  application  of  a hot 
stone,  coagulation  being  hastened  by  cobwebs  or 
plant  fibers  although  the  use  of  tourniquet  was  not 
unknown.  Trusses  made  from  pads  and  bandages 
were  used  to  control  hernias.  There  is  reason  to  be- 
lieve that  considerable  skill  was  manifested  in  the 
treatment  of  fractures  which  were  quite  common, 
due  to  the  places  of  abode  in  caves  on  the  high  pre- 
cipitous sides  of  canyons.  Adjustments  of  fractures 
were  by  manipulation  rather  than  permanent  trac- 
tion. Splints  were  of  bark  and  wood  bound  together 
with  thongs.  The  splints  were  padded  with  soft 
clay  which  must  have  been  efficient  and  comfortable. 
Well  padded  crutches  and  a sort  of  orthopedic  bark 
corset  have  been  found  in  the  ruins  of  the  dwellings 
of  these  early  people.” 

In  conclusion,  Dr.  Freeman  says: 

“In  our  pride  of  knowledge  and  achievement  let 
us  not  forget  the  prehistoric  doctors  of  America. 
Their  theories  and  methods  were  different  from  ours, 
but  they  belonged  to  the  same  profession,  they  were 
much  in  earnest,  and  like  ourselves,  they  did  the 
best  they  knew  how  for  the  good  of  suffering  hu- 
manity.” 

New  Mexico  was  first  visited  by  Euro- 
peans sometime  between  1535  and  1538,  and 
it  was  one  of  these  early  visitors,  Cabeza 
De  Vaca,  who  performed  the  first  opera- 


tion, by  a European,  we  have  any  record  of. 
He  removed  an  arrow  from  the  arm  of  an 
Indian,  somewhere  in  south  eastern  New 
Mexico,  sutured  it  and  obtained  union  by 
first  intention. 

The  Spaniards  sent  many  expeditions  in- 
to New  Mexico  after  1540  and  accompany- 
ing these  early  explorers  were  numerous 
friars.  In  their  hands  largely  was  the  prac- 
tice of  medicine  and  surgery  for  the  next 
two  hundred  and  fifty  years  in  so  far  as 
those  of  European  extraction  were  con- 
cerned. 

From  the  Spanish  Archives  we  learn  that, 
in  1792,  there  was  located  at  Santa  Fe  Dr. 
Cristobel  Larranaga,  sent  by  the  Spanish 
commandante  at  Chihuahua,  and  in  August, 
1804,  Governor  Chacon  received  a letter 
from  Nemesio  Salcedo,  commandante  at 
Chicuahua,  in  which  he  was  ordered  to  send 
by  the  next  cordon  this  same  surgeon  Lar- 
ranaga, together  with  six  or  eight  children 
to  be  vaccinated  at  Chihuahua,  the  expense 
to  be  borne  by  the  wealthier  citizens  of 
Santa  Fe.  Larranaga  knew  nothing  of  in- 
oculation and  he  was  sent  to  Chihuahua  to 
learn  about  the  treatment.  The  first  vac- 
cination against  small-pox  done  in  the  Unit- 
ed States  was  done  in  Philadelphia  in  1800, 
and  the  first  in  Europe  in  1796,  so  we  see 
even  in  those  early  days  New  Mexico  was 
not  so  far  behind  the  times. 

Larranaga  returned  to  New  Mexico  in 
1805  and  seems  to  have  been  engaged  in 
vaccinating  all  the  children  from  El  Paso  to 
Santa  Fe.  He  reported  to  Governor  Alen- 
caster  the  presence  of  measles  and  also  two 
cases  of  leprosy,  whooping  cough  and  dys- 
entary.  He  was  paid  by  the  general  gov- 
ernment and  not  receiving  his  pay  promptly 
threatened  to  resign.  However,  hearing 
from  Chihuahua  that  such  action  would  not 
be  received,  determined  not  to  do  so.  In 
1808  he  was  experimenting  with  dry  vac- 
cine and  reported  to  the  governor  the  names 
of  the  two  first  vaccinated.  In  1810  he  was 
fined  for  issuing  a false  certificate  of  ill- 
ness to  an  officer  of  the  Santa  Fe  garrison. 

The  first  physician  from  the  United 
States  visiting  Santa  Fe,  or  any  portion  of 
the  province  in  Spanish  times,  was  a Dr. 
Robinson,  who  accompanied  Major  Pike  on 
his  expedition  to  the  Rocky  Mountains,  en- 
deavoring to  discover  the  sources  of  Red 
River,  in  1805. 

Robinson  left  Pike  on  the  north,  bank  of 
the  Conejos,  in  Colorado,  and  marched  alone 
to  Santa  Fe.  The  doctor  was  the  first 
American  physician  to  administer  profes- 
sionally to  a Spaniard  in  New  Mexico  and 
a governor  of  the  province.  Even  in  those 
days  the  professional  jealousies  of  the  fol- 
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lowers  of  Esculapius  were  in  evidence  for 
Dr.  Robinson  tells  us  that  on  his  arrival  at 
Santa  Fe,  to  which  place  he  had  come  from 
Ojo  Caliente.  guided  by  some  Indians,  after 
having  had  two  interviews  with  Governor 
Alencaster,  he  was  invited  to  dinner  by  his 
excellency,  who  was  slightly  afflicted  with 
the  dropsy.  He  requested  the  doctor’s  ad- 
vice as  to  his  case.  Robinson  prescribed  a 
regimen  and  mode  of  treatment,  which  hap- 
pening to  differ  from  the  one  adopted  by  a 
monk  and  practising  physician  of  the  place, 
brought  on  Robinson  the  enmity  and  ill- 
offices  of  the  governor.  Later,  having  been 
sent  into  the  interior  along  with  Don  Facun- 
do  Melgares,  a Spanish  lieutenant  of  the 
Santa  Fe  garrison  and  afterward  governor 
of  the  province,  Robinson  says:  “Since  I 
have  been  with  him  I have  practiced  physic 
in  the  country,  in  order  to  have  an  oppor- 
tunity of  examining  the  manners,  customs, 
etc.,  of  the  people  and  to  endeavor  to  ascer- 
tain their  political  and  religious  feelings, 
with  every  other  species  of  information 
which  would  be  necessary  to  our  country  or 
ourselves.” 

Between  the  years  1805  and  1827,  we 
have  no  record  of  any  American  physicians 
in  New  Mexico,  but  in  the  course  of  the 
next  four  years  three  men  came  who  were 
to  have  a great  influence  in  the  future  de- 
velopment of  the  country.  Each  of  the 
three  was  a physician  and  each  of  them 
later  identified  himself  with  trade  and 
commerce,  the  last  two  mentioned  practiced 
medicine  very  little  if  any.  These  men  were 
Dr.  David  Waldo,  who  came  in  1827,  Dr. 
Henry  Connelly,  who  came  in  1828,  and  Dr. 
Josiah  Gregg,  who  came  in  1831. 

Dr.  Waldo  became  a citizen  of  New  Mex- 
ico and  lived  at  Taos  where  he  practiced  his 
profession  in  the  early  thirties.  He  was 
born  in  West  Virginia  in  1802,  graduated 
in  medicine  in  1822  at  Lexington,  Kentucky, 
and  moved  on  to  Missouri  where  he  engaged 
in  the  practice  of  his  profession.  Later  he 
became  interested  in  the  overland  trade  to 
Santa  Fe  and  Chihuahua.  He  died  at  In- 
dependence, Missouri,  in  1870.  He  has  the 
distinction  of  being  the  first  American 
physician  to  make  his  home  in  New  Mexico 
and  practice  medicine  here. 

Dr.  Henry  Connelly,  another  physician 
and  surgeon  of  note,  was  identified  with  the 
early  history  of  New  Mexico.  He  was  born 
in  Kentucky  in  1800  and  died  at  Santa  Fe 
in  1866.  He  graduated  from  the  University 
of  Kentucky  in  1828,  moved  to  Missouri, 
where  he  engaged  in  the  practice  of  medi- 
cine. The  blood  of  pioneers  was  in  his 
veins  and  he  joined  a caravan  for  Mexico, 
living  at  Chihuahua  until  the  beginning  of 


the  Mexican  war,  when  he  moved  to  Per- 
alta, Albuquerque,  Santa  Fe,  and  Las  Vegas. 
He  was  appointed  governor  of  the  territory 
by  President  Lincoln  in  1861  and  again  in. 
1864.  He  was  a powerful  figure  in  New 
Mexico  at  the  beginning  of  the  Civil  War 
and  it  was  largely  due  to  his  influence  that 
New  Mexico  was  saved  to  the  Union. 

Both  Drs.  Waldo  and  Connelly,  in  their 
communication  with  the  Missouri  frontier 
in  those  early  years,  gave  a great  deal  of 
publicity  to  the  beneficial  effects  of  the 
climate. 

The  first  documentary  proof  we  have  of 
any  knowledge  of  New  Mexico’s  climatic  ad- 
vantages is  found  in  the  work  known  as 
“Commerce  of  the  Prairie”  whose  author 
was  Josiah  Gregg.  He  came  to  this  coun- 
try in  1831  with  an  overland  caravan.  He 
says  in  the  preface  of  his  book,  “The  ef- 
fect of  this  journey  in  the  first  place  was 
to  re-establish  my  health  and  in  the  second 
place  to  beget  a passion  for  prairie  life 
which  I never  expect  to  survive.” 

In  mentioning  the  lack  of  medical  science 
and  physicians  in  New  Mexico,  Dr.  Gregg 
makes  the  following  observation:  “Medical 
science  is  laboring  under  great  disad- 
vantages; there  being  not  a single  native 
physician  in  the  province;  although  a great 
multitude  of  singular  cures  are  daily  per- 
formed with  indigenous  roots  and  herbs 
that  grow  in  abundance  all  over  the  coun- 
try. But  lest  a knowledge  of  this  scarcity 
of  doctors  should  induce  some  of  the  Escu- 
lapian  faculty  to  strike  Santa  Fe  in  quest 
of  fortune,  I would  remark  that  the  country 
'affords  very  poor  patronage.  Foreign  physi- 
cians who  have  visited  New  Mexico,  have 
found  practice  quite  unprofitable;  not  more 
for  the  want  of  patients  than  on  account  of 
the  poverty  of  the  people.  Nine-tenths  of 
those  who  are  most  subject  to  disease,  are 
generally  so  destitute  of  means,  that  the 
only  return  they  can  make  is,  ‘May  God  pay 
you !’  Even  the  more  affluent  classes  do 
not  hesitate  sometimes  to  liquidate  their 
bills  in  the  same  currency.  A French  doc- 
tor of  Santa  Fe,  who  had  been  favored  with 
too  many  payments  of  this  description,  was 
wont  to  rebuke  their  ‘May  God  pay  you!’ 
with  a ‘No,  sir,  your  pocket  shall  pay  me.’  ” 

The  first  American  physicians  or  sur- 
geons to  come  to  New  Mexico  at  the  time 
of  the  Mexican  War  were  those  attached  to 
Kearney’s  Army  of  the  West,  all  of  whom 
were  in  Doniphan’s  command.  These  were 
Dr.  Robert  F.  Richardson  and  Dr.  De  Camp, 
located  at  Santa  Fe  and  serving  with  the 
corps  under  Lieutenant  Abert.  Other  sur- 
geons who  accompanied  Colonel  Doniphan, 
all  of  whom  were  from  Missouri,  were: 
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Thomas  M.  Morton,  George  Penn,  B.  W.  D. 
Moore,  I.  L.  Morton,  and  I.  P.  Vaughan. 

The  chief  surgeon  of  Price’s  regiment 
was  Dr.  W.  S.  May,  who  remained  at  Santa 
Fe  at  least  until  1850.  Later  came  others, 
all  of  whom  were  attached  to  the  army  and 
who  served  at  the  several  posts  which  were 
established,  from  time  to  time  by  the  mili- 
tary authorities,  at  Santa  Fe.  Among  the 
earliest,  serving  with  the  regular  troops, 
was  Surgeon  J.  F.  Hammond,  who  along 
with  Colonel  J.  M.  Washington  signed  the 
treaty  with  the  Nava  j os,  in  1849. 

In  1850  the  two  most  prominent  physi- 
cians practicing  at  Santa  Fe  were  John  D. 
Robinson  and  Dr.  Carroll  Thomas.  Another 
not  less  prominent  in  the  territory  was  Dr. 
W.  C.  Bowman.  Others  were  Dr.  Byrne 
and  Dr.  McParlin,  who  accompanied  Govern- 
or J.  S.  Calhoun  on  his  journey  across  the 
plains  in  1852.  Among  the  prominent  army 
surgeons  serving  with  the  troops  in  New 
Mexico  after  1862  were  Surgeon  Allen  F. 
Peck  and  Surgeon  J.  F.  Shout.  Dr.  0.  M. 
Bryan  afterward  came  to  Santa  Fe  and 
practiced  after  the  close  of  the  Civil  War. 
Medical  practitioners  not  attached  to  the 
army  at  that  time  at  Santa  Fe  were  Dr. 
Otto  Menger,  and  Dr.  Maurice  Kieckbach. 

One  of  the  earliest  physicians  to  come  to 
New  Mexico  during  the  fifties  and  not  mak- 
ing the  capital  his  home  was  Dr.  D.  Came- 
don  de  Leon,  who  took  up  his  residence  at 
Albuquerque  where  he  practiced  until  the 
breaking  out  of  the  Civil  War,  leaving  with 
some  of  the  army  officers  who  resigned  and 
joined  the  Confederacy.  De;  Leon  became 
surgeon  in  chief  before  General  Robert  E. 
Lee  took  command  and  after  his  term  of 
service  had  expired  took  post-graduate  work 
in  one  of  the  European  universities.  Sev- 
eral years  afterward  he  returned  to  New 
Mexico  and  again  located  in  Albuquerque. 
In  1872  he  removed  to  Santa  Fe  where  he 
practiced  until  his  death.  Another,  who 
came  with  the  troops  at  the  time  of  the  oc- 
cupation by  the  American  forces,  was  Dr. 
Kane.  When  New  Mexico  was  made  a terri- 
tory he  began  to  practice  at  Mora.  It  is 
said  that  he  was  the  first  surgeon  to  per- 
form an  operation  for  hernia  in  the  south- 
west.  He  was  known  all  over  the  South- 
west, was  of  a highly  sympathetic  nature, 
and  died  in  1878. 

Dr.  E.  R.  Smith  came  to  New  Mexico  in 
the  fifties  and  was  located  at  Fort  Union. 
He  subsequently  took  up  his  residence  at 
Las  Vegas  where  he  practiced  for  many 
years.  He  was  also  a manufacturing  chem- 
ist and  produced  the  first  chloroform  fit 
for  use  in  the  Territory.  Another  Fort 
Union  surgeon  was  Dr.  Peters,  who  attained 


great  distinction  on  account  of  his  great 
literary  attainments.  In  1858  he  published 
“The  Life  and  Adventures  of  Kit  Carson,’’ 
being  the  only  person  ever  authorized  by 
Carson  himself  to  do  so. 

Dr.  Lewis  Kennon,  an  army  surgeon  serv- 
ing in  the  sixties,  was  graduated  from  the 
classical  department  of  the  University  of 
Virginia  and  was  one  of  the  most  scholarly 
of  all  the  physicians  of  the  earlier  days. 
Resigning  from  the  army,  he  established 
himself  at  Santa  Fe,  later  removing  to  Sil- 
ver City.  Dr.  Kennon  was  the  first  presi- 
dent of  the  Board  of  Medical  Examiners 
and  always  manifested  a great  interest  in 
the  achievements  of  his  profession.  He  re- 
tired from  the  practice  and  removed  to  the 
state  of  Oregon  where  he  died  in  1894  at 
an  advanced  age. 

Dr.  Robert  H.  Longwill  was  another  of 
the  earlier  practitioners  who  came  to  New 
Mexico  after  the  close  of  the  Civil  War.  Dr. 
Longwill  was  the  author  of  the  first  legis- 
lative enactments  in  the  Territory  govern- 
ing the  practice  of  medicine.  He  was  a 
prominent  politician  and  was  considered 
very  wealthy.  He  was  a graduate  of  Jef- 
ferson Medical  College,  was  a fine  speci- 
men of  physical  manhood  and  very  success- 
ful in  his  practice.  He  died  at  Philadelphia, 
having  retired  from  practice. 

Dr.  G.  H.  Shout  was  the  post  surgeon  at 
Fort  Union  in  early  days.  When  the  regi- 
ment was  mustered  out  of  service  he  began 
the  practice  of  his  profession  at  Las  Vegas 
where  he  was  well  known.  He  died  at  Las 
Vegas  in  January,  1884. 

Another  post  surgeon  at  Fort  Union  in 
the  early  sixties  was  Dr.  William  A.  Ham- 
mond, who  afterward  located  in  Washing- 
ton and  later  became  an  international  figure 
in  medicine  and  surgery. 

Dr.  Alexander,  one  of  the  pioneer  physi- 
cians of  Santa  Fe,  contributed  generously 
to  medical  literature.  His  career  extended 
over  a period  of  years,  and  he  was  widely 
known  throughout  the  territory.  Dr.  Jane- 
way, a celebrated  physician  and  surgeon  of 
New  York  city,  and  Dr.  Roberts  Barthlow, 
both  men  of  national  reputation,  also  prac- 
ticed at  Fort  Union  as  army  surgeons  in 
their  younger  days. 

Dr.  J.  M.  Whitlock,  another  army  sur- 
geon, came  to  New  Mexico  before  the  Civil 
War.  During  the  War  he  was  surgeon  of 
the  First  New  Mexico  Volunteers  and  was 
killed  in  a mutiny  at  Fort  Stanton  in  1863. 

Dr.  Russell  was  one  of  the  first  physi- 
cians to  locate  in  Elizabethtown,  coming  to 
that  place  in  the  days  of  the  gold  excite- 
ment. He  was  the  first  mayor  of  the  town 
— in  1870.  His  administration  continued  but 
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one  year,  ending-  with  the  termination  of 
the  city  government,  in  1871. 

From  1870  on,  many  physicians  and  sur- 
geons came  to  New  Mexico  to  make  their 
home,  and  the  list  of  new  comers  becomes 
so  large  we  are  unable  to  mention  any  more 
in  a paper  of  this  sort.  No  doubt,  the 
names  of  some  who  resided  here  prior  to 
1870  have  not  been  mentioned,  if  so,  it  is 
because  of  lack  of  proper  data  and  not  be- 
cause of  any  desire  to  slight  any  of  our 
pioneer  medical  practitioners. 

The  first  medical  meeting  of  any  sort 
held  in  the  state  with  the  idea  of  forming 
an  organization,  took  place  December  31, 
1881,  when  the  Las  Vegas  Medical  Society 
was  organized.  The  first  officers  were: 
President,  J.  H.  Shout;  Vice  President,  E. 
H.  Skipwith ; Secretary,  H.  P.  Peebles ; 
Treasurer,  C.  C.  Gordon ; and  Librarian, 
Russell  Bayly.  Besides  the  above  mentioned 
officers  other  charter  members  were  the 
following:  M.  W.  Robbins,  Francis  Reiger, 
W.  R.  Tipton,  M.  M.  Milligan,  E.  C.  Hen- 
riques,  W.  H.  Page,  N.  J.  Pettijohn,  E.  L. 
Epperson  and  W.  H.  Ashley. 

The  society  continued  to  grow,  meetings 
were  held  monthly  and  the  membership 
gradually  enlarged  until  it  came  to  include 
physicians  from  all  towns  over  the  state. 

In  1885  the  name  of  the  society  was 
changed  to  New  Mexico  Medical  Society 
and  on  December  4,  a charter  was  granted 
for  a period  of  fifty  years,  so  there  sprang 
into  being  the  organization,  the  forty-fifth 
annual  meeting  of  which  we  are  attending 
here  today. 

In  closing,  I am  tempted  to  suggest  that 
the  history  of  the  practice  of  our  profes- 
sion in  the  southwest,  and  particularly  in 
New  Mexico,  should  be  compiled  and  writ- 
ten in  detail.  Such  a record  would  certainly 
prove  a wholesome  inspiration  to  all  of  us 
and  those  who  are  to  follow  us. 
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THE  NEW  MEXICO  MEDICAL  SOCIETY 
Forty-fifth  Annual  Meeting  at  Carlsbad, 
N.  M.,  May  9-11,  1927. 

The  1927  Annual  Meeting  of  the  New 
Mexico  Medical  Society,  held  at  Carlsbad, 
N.  M.,  on  May  9th  and  10th,  concluding 
with  a trip  to  the  magnificent  scenic  Carls- 
bad Caverns  on  May  11th,  was  the  Forty- 
fifth  session  of  that  organization  and  one 
of  the  best  and  liveliest  meetings  of  the 
many  that  have  been  held  since  its  inaugu- 
ration. 

While  it  was  necessary  to  deviate  in  some 
instances  from  the  well  prepared  program, 
the  following  summary  gives  in  detail  a de- 
scription of  the  meeting,  including  all  ses- 
sions in  the  order  in  which  they  were  held. 
Monday,  May  9th,  1927 

Meeting  of  the  Council  scheduled  to  be 
held  at  8 a.  m.,  was  postponed  and  the  ses- 
sion was  formally  opened  with  a meeting  of 
the  House  of  Delegates,  called  to  order  in 
the  Court  House  at  9 a.  m.,  by  the  Presi- 
dent, Dr.  C.  F.  Beeson  (Roswell). 

Delegates  from  the  various  component 
County  Societies  were  present,  as  follows: 

Bernalillo  County — Drs.  E.  C.  Matthews, 
C.  Mulky  and  L.  B.  Cohenour  (Albu- 
querque) ; 

Chaves  County — Drs.  C.  F.  Beeson  and 
C.  M.  Yater  (Roswell) ; 

Colfax  County — Dr.  C.  B.  Elliott  (Ra- 
ton) ; 

Dona  Ana  County — Dr.  Dwight  Allison 
(Las  Cruces) ; 

Eddy  County — Dr.  M.  B.  Culpepper 
(Carlsbad) ; 

Report  of  the  Secretary-Treasurer,  Dr. 
C.  M.  Yater  (Roswell)  was  submitted  as 
follows : 

House  of  Delegates, 

New  Mexico  Medical  Society, 

Carlsbad,  N.  M. 

Gentlemen : 

I hereby  render  a report  of  the  affairs  of  the  of- 
fice of  secretary-treasurer  for  the  term  ending  with 
this  session: 

At  the  last  session,  held  Albuquerque,  May  19,  20, 
21,  1926,  beside  several  members  at  large  who  stood 
suspended  for  non-payment  of  dues,  there  was-  one 
entire  county  society  that  had  not  rendered  a report 
nor  paid  dues,  consequently  stood  suspended;  that 
was  Santa  Fe  County  Medical  Society. 

Immediately  after  adjournment  of  that  session 
steps  were  taken  to  re-enlist  these  delinquent  mem- 
bers with  the  result  that  Santa  Fe  County  Society 
reinstated  her  entire  membership  of  seventeen  mem- 
bers; four  of  Bernalillo  County  Medical  Society  and 
nine  members  at  large  also  reinstated,  make  a to- 
tal of  thirty  reinstatements. 

Although  persistent  efforts  have  been  made  to 
bring  into  the  Society  physicians  in  unrecognized 
counties,  no  success  has  been  achieved. 

Membership  in  the  Society  at  this  time  is  as  fol- 


lows : 

Bernalillo  county  41 

Chaves  county 22 
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Colfax  county  20 

Curry  county , 9 

Dona  Ana  county  13 

Eddy  county  12 

Grant  county  9 

Las  Vegas  county  7 

Luna  county  6 

McKinley  county  12 

Santa  Fe  county  19 

Union  county  11 

Members  at  large  43 


Total  in  good  standing  this  date 244 


There  are  several  members  who  now  stand  sus- 
pended N.  P.  D.,  who,  if  proper  attention  is  given 
them,  will  possibly  reinstate  before  the  end  of  the 

year. 

Members  deceased  since  last  report,  so  far  as  re- 
ported : 

Dr.  W.  D.  Huff,  Santa  Rita,  died  May  30,  1926. 

Dr.J.  B.  Westerfield,  Clovis,  died. 

Dr.  J.  A.  Van  Horn,  Hope,  died  July  22,  1926. 

Dr.  M.  D.  Taylor,  Aztec,  died  March  16,  1927. 

Dr.  L.  K.  Patton,  Santa  Fe,  died. 

Respectfully  submitted, 

(Signed)  C.  M.  YATER,  Secretary.” 

In  response  to  the  President’s  call  for 
same,  no  objections  or  requests  for  changes 
were  offered,  and  therefore,  approval  of  the 
report  as  read  was  authorized. 

The  financial  report  of  the  Secretary- 
Treasurer,  Dr.  C.  M.  Yater  (Roswell)  was 
then  tendered  and  read,  as  follows: 

Gentlemen : 

I herewith  submit  report  of  the  financial  affairs 
of  the  New  Mexico  Medical  Society  for  the  term  end- 


ing this  date: 

Receipts 

Cash  on  hand  last  report $1,453.19 

Delinquent  dues  for  1926,  collected 155.00 

Annual  dues  for  1927  collected 1,087.00 

Check  in  hand,  Colfax  County  Society 35.00 


Total  balance  on  hand  and  receipts $2,730.19 

Disbursements 

Reporter  for  1926  meeting $ 30.00 

Secretary’s  salary,  1926 300.00 

Treasurer’s  bond  5.00 

Southwestern  Medicine  (Dues  239  members)  478.00 

Stationery  and  supplies 21.00 

Telegrams  and  legislation .' 16.32 

Stenographer  7.00 

Paid  to  legislative  committee 540.60 

Telegram  to  Dr.  Pottenger .30 


Total  disbursements  1,414.14 


Balance  cash  in  bank  this  date $1,316.05 

Outstanding  Indebtedness 
Southwestern  Medicine  (dues  for  244 

members  for  1927)  $448.00 

Secretary’s  salary  for  1927.  300.00 

Reporter  for  1927  meeting  (about)  .150.00 

Medical  Directory  from  A.  M.  A 12.50 


Approximately  $920.50 


Respectfully  submitted, 

(Signed)  C.  M.  Yater,  Secretary. 

Question  was  raised  as  to  whether  the 
House  of  Delegates  could  approve  this  re- 
port, which  had  not  yet  been  passed  upon 
by  the  Council,  as  there  had  been  no  meet- 
ing of  that  body,  and  after  discussion,  mo- 
tion was  made,  seconded  and  carried  that 


the  House  of  Delegates  approve  the  Secre- 
tary-Treasurer’s financial  report  to  the 
Council. 

Dr.  Dwight  Allison  (Las  Cruces)  brought 
up  the  question  of  a Ladies  Auxiliary  So- 
ciety, which  had  been  discussed,  he  stated, 
at  the  previous  Annual  Meeting,  but  action 
deferred.  Dr.  C.  M.  Yater  (Roswell)  re- 
ported that  last  year  he  had  some  corre- 
spondence with  a Mrs.  Bunch,  of  Atlanta, 
Ga.,  which  he  brought  up  at  the  Annual 
Meeting,  but  nothing  was  done  about  it  ex- 
cept to  refer  it  to  the  component  County 
Societies,  who  had  not  yet  responded.  As 
there  are  only  one  or  two  of  the  County  So- 
cieties with  sufficient  members  for  a Wo- 
men’s organization,  Dr.  Yater  was  of  the 
opinion  that  it  would  be  impossible  to  ac- 
complish anything  in  this  line  . Dr.  L.  B. 
Cohenour  (Albuquerque)  suggested  that  in- 
asmuch as  he  understood  Mrs.  P.  G.  Corn- 
ish, Jr.,  would  be  at  the  meeting  Tuesday 
in  order  to  take  up  and  discuss  the  matter, 
that  no  action  be  taken  at  this  time. 

Dr.  Carl  Mulky  (Albuquerque)  explained 
to  the  members  present  a proposition  which 
had  been  made  to  the  members  at  Albu- 
querque in  regard  to  group  insurance,  cit- 
ing the  rates  which  could  be  secured  in 
event  sufficient  number  could  be  induced 
to  take  out  protection  insurance.  This 
brought  up  considerable  discussion  which 
ended  with  a motion,  properly  seconded  and 
approved  that  the  president  appoint  a com- 
mittee of  two,  preferably  from  the  same 
place,  to  investigate  this  insurance  proposi- 
tion, get  the  necessary  data  from  insur- 
ance companies  and  report  same  to  the  sec- 
retary of  the  society,  who  in  turn  should 
take  the  matter  up  with  the  secretaries  of 
the  component  societies,  and  make  full  re- 
port at  the  next  meeting.  As  members  of 
such  committee,  the  president  appointed 
Drs.  L.  B.  Cohenour  and  Carl  Mulky  (Al- 
buquerque). 

The  President  also  appointed  a Commit- 
ee  on  Necrology,  composed  of  Drs.  E.  C. 
Matthews  (Albuquerque),  Dwight  Allison 
(Las  Cruces),  and  Carl  Mulky  (Albu- 
querque) ; and  a Committee  on  Resolution 
of  Thanks,  composed  of  Drs.  L.  B.  Cohe- 
nour (Albuquerque),  C.  W.  Gerber  (Las 
Cruces)  and  O.  E.  Brown  (Tucumcari). 

No  further  business  coming  before  the 
House,  the  meeting  adjourned  at  10  a.  m. 

General  Assembly 

Promptly  at  10  a.  m.,  the  session  of  the 
General  Assembly  was  called  to  order  by 
the  President,  Dr.  C.  F.  Beeson  (Roswell), 
who  rapped  the  table  vigorously  with  a 
magnificent  gavel  made  of  choice  New  Mex- 
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ico  wood,  expressly  for  this  occasion,  which 
he  afterward  presented  to  the  society  to 
show  that  no  ill  will  existed  despite  his  year 
of  officialdom. 

The  spacious  court-room,  where  perchance 
many  offenders  against  the  common  weal 
have  been  the  recipients  of  unpleasant  Rxs 
compounded  by  judicial  dispensers,  present- 
ed an  entirely  different  scene  today,  as 
physicians  of  note,  from  home  and  neigh- 
boring states,  gathered  to  hear  the  sci- 
entific papers  of  their  fellows  and  to  swap 
ideas  and  views  on  the  last  word  in  medi- 
cnie.  For  one  must  keep  up-to-date  in  this 
matter  of  healing  the  sick  just  the  same  as 
those  who  are  engaged  in  other  walks  of 
life,  and  the  physician  who  has  the  best  in- 
terests of  his  patients  at  heart  is  he  who 
strives  constantly  to  improve  his  knowledge, 
gained  not  only  through  his  own  experience, 
but  also  through  that  of  his  colleagues. 

This  thought  was  expressed  in  a measure 
by  the  Rev.  John  Thorns,  Pastor  of  the 
Presbyterian  Church  of  Carlsbad,  who  asked 
the  invocation,  expressing  thanks  to  the 
almighty  Father  for  the  work  and  service 
given  us  to  do.  “We  thank  thee  for  the 
work  of  our  great  doctors,  the  work  they 
are  doing  to  alleviate  suffering  and  to  pro- 
long lives  and  usefulness.  We  beseech  thee, 
Lord,  to  bless  this  gathering,  these  physi- 
cians, as  they  meet  here  today  and  through 
the  ensuing  two  days,  and  grant  that  thy 
wisdom  may  guide  them  in  their  delibera- 
tions tending,  to  the  solution  of  great  prob- 
lems, that  thy  work  and  the  work  of  hu- 
manity may  succeed  throughout  the  land.” 

On  behalf  of  the  City  of  Carlsbad,  Colonel 
Etienne  deP.  Bujac,  delivered  the  address 
of  welcome,  it  being  impossible  for  Mayor 
Snow  to  be  present  at  the  opening  exercises. 
The  Colonel  said  in  part : 

Mr.  Chairman  and  Gentlemen  of  this  convention: 
It  is  a pleasure  to  greet  you  in  our  little  town.  I am 
sorry  that  our  mayor  has  found  it  impossible  to  be 
present  himself  to  extend  the  cordial  welcome  that  is 
due,  that  we  all  feel  you  are  entitled  to,  but  in  his 
behalf  I want  to  say  for  the  city  of  Carlsbad  that 
you  are  welcome  in  our  midst;  we  honor  you;  we 
respect  you ; we  love  you  beyond  all  others.  Anthony, 
over  the  dead  body  of  his  friend  said,  ‘He  was  the 
noblest  of  them  all,’  and  I fell  I voice  the  sentiment 
of  an  enlightened  citizenship  when  I say  your  pro- 
fession is  the  noblest  profession  of  all  the  enlight- 
ening professions,  for  without  money  and  without 
price,  without  question  and  without  hesitation, 
whether  it  be  in  the  dead  hours  of  the  night  and 
that  night  stormy  and  severe,  if  a call  comes  you 
respond  to  that  call  and  render  aid,  and  if  needs  be 
you  lay  down  your  very  life  for  your  patients.  Com- 
ing into  contact  with  deadly  diseases,  infections  and 
other  things  that  many  of  us  attempt  most  ardu- 
ously to  avoid,  you  in  the  discharge  of  your  profes- 
sional obligations  always  are  found  ministering 
gently  to  those  in  pain  and  suffering,  encouraging 
them  to  the  utmost,  and  when  no  more  can  be  done, 
consoling  those  that  are  left  behind.  It  is  truly 


beautiful  and  I would  I had  the  ability,  my  friends, 
to  express  the  sentiments  that  are  in  my  heart  to- 
day in  behalf  of  your  profession.  I feel  what  I say 
— I have  experienced  all  that  I speak  of  on  the  bat- 
tlefields and  in  the  civil  walks  of  life— and  I have 
never  yet  found  one  of  you  wanting.  You  are  wel- 
come to  our  town;  we  feel  greatly  honored  that  you 
are  here;  and  I hope  every  one  of  you  will  receive 
the  warm  welcome  you  are  entitled  to.  May  God 
bless  you  in  your  pursuits.” 

Dr.  L.  B.  Cohenour  (Albuquerque)  sub- 
stituting for  Dr.  M.  K.  Wylder  (Albu- 
querque), who  was  unable  to  be  present, 
read  Dr.  Wylder’s  response,  on  behalf  of 
the  Society,  as  follows: 

“Emerson  is  credited  with  having  written,  that, 
‘If  a man  can  preach  a better  sermon,  write  a better 
book  or  build  a better  mouse  trap  than  anyone  else, 
though  he  build  his  house  in  the  woods,  the  world 
will  beat  a path  to  his  door.’  During  the  past  few 
years  Carlsbad  has  had  more  notice  and  more  atten- 
tion from  the  entire  world  than  any  other  city  in 
southwest  because  it  now  has  been  brought  to  the 
attention  of  the  rest  of  the  world  that  you  have  here 
the  biggest  hole  in  the  world.  However,  I would  not 
have  you  think,  or  want  you  to  believe,  that  we 
come  here,  on  account,  or  because,  of  your  wonderful 
cavern.  We  come  here  to  meet  with  you  because 
we  have  met  you  in  our  other  meetings  in  other 
parts  of  the  state  and  we  learned  to  respect  you,  to 
admire  you,  and  to  love  you,  and  it  is  because  you 
good  folks  are  here  that  we  accepted  your  invitation 
and  are  here  to  partake  of  your  hospitality.  We 
come  feeling  fully  convinced  that  our  contact  to- 
gether will  do  us  all  good  and  that  we  will  go  home 
richer  in  experience;  happier  on  account  of  our 
pleasant  sojourn  here  together,  and  that  as  a result 
of  this  meeting,  we  will  all  of  us  be  better  men  and 
better  doctors.” 

Rev.  Dr.  Palmer,  Pastor  of  the  Episcopal 
Church  of  Carlsbad,  in  voicing  the  senti- 
ments of  the  Eddy  County  Medical  Society, 
in  welcoming  the  visiting  physicians,  said 
in  part: 

“Mr.  Chairman  and  Gentlemen  of  the  Profession: 

I am  very  happy  this  morning  to  represent  the  Eddy 
County  Medical  Society.  I am  a great  admirer  of 
the  profession  in  this  community,  and  we  appreciate 
very  much  having  you  with  us.  You  are  wonder- 
ing 1 presume,  at  my  peculiar  garb,  since  I am  rep- 
resenting the  Eddy  County  Medical  Society.  The 
fact  is  I was  once  a medical  man  myself,  but  you 
know  we  must  preach  and  you  must  practice,  so  I 
hope  you  will  practice  what  I preach.  It  is  a good 
thing  for  us  to  get  in  contact  with  the  other  and — 

I believe  this  is  what  I said  a few  years  ago  in  a 
public  gathering  in  this  city — every  man  who  be- 
longs to  your  profession  ought  to  belong  to  a church, 
or  some  kind  of  cooperative  organization.  We  are 
too  far  apart;  every  man  who  practices  medicine 
should  be  a churchman,  and  every  church  should 
honor  the  profession  and  the  practice  of  medicine 
and  surgery.  And  so  we  welcome  you  here  because 
we  have  a desire  to  raise  the  standard — not  that 
that  standard  is  not  high  here  (the  men  I have 
come  in  contact  with  are  good  physicians  and  that  is 
what  we  need) — but  as  the  story  is  told  of  the  young 
man,  fresh  from  medical  college  who  came  into  town, 
hung  out  his  shingle  and  was  all  ready  to  make  his 
start.  One  day  he  met  an  old  man  on  the  street, 
who  said  to  him,  ‘You  are  a stranger,  what  are  you 
going  to  do  here?’  The  young  man  replied  ‘Practice 
medicine.’  ‘Practice  medicine,’  the  old  man  respond- 
ed, ‘we  do  not  want  any  one  to  practice  medicine, 
what  we  want  and  need  is  a good  doctor.’  So,  if  we 
have  a meeting  of  medical  men  from  the  entire  state, 


JUNE,  1927 


271 


we  come  in  contact  with  others  and  may  discuss 
health  conditions  over  our  state  and  the  country  and 
go  home  inspired  by  new  knowledge  and  zeal.  And 
so  I welcome  you  in  the  name  of  the  Eddy  county 
physicians  and  appreciate  the  opportunity  of  extend- 
the  right  hand  of  fellowship,  being  as  it  were,  just 
about  a brother-in-law  myself  to  the  medical  pro- 
fession.” 

Dr.  Dwight  Allison  (Las  Cruces)  in  re- 
sponse, remarked: 

“There  is  very  little  I can  say  to  express  our  ap- 
preciation of  the  warm  reception  tendered  us  by 
Eddy  county  and  Carlsbad.  I hope  by  our  conduct 
and  our  meetings  that  we  can  show  the  people  of 
this  town  and  this  county  what  our  aims  are  and 
what  our  future  aims  are.  We  all  know  we  are  glad 
to  be  in  this  part  of  the  country.  You  have  some  of 
the  scenic  wonders  of  the  world  here,  but  it  is  not 
for  that  we  come  here.  We  come  to  study  our  pro- 
fession, to  get  together,  to  get  to  knew  each  other 
better  and  we  hope  by  our  actions  that  we  will  im- 
press upon  the  citizens  of  this  part  of  the  state  what 
the  medical  profession  means  to  each  and  every  in- 
divduial  here.  So  on  behalf  of  the  state  society  of 
New  Mexico,  I thank  you  for  this  invitation. 

President-elect  Dr.  C.  B.  Elliott  (Raton) 
was  here  carefully  escorted  to  the  platform 
by  Dr.  M.  B.  Culpepper  (Carlsbad)  and  in- 
troduced by  Dr.  Beeson,  who  presented  him 
with  the  gavel,  to  be  handed  down  from 
President  to  President. 

Dr.  Elliott’s  Address,  entitled  “Pioneers 
in  the  Medical  History  of  New  Mexico,” 
was  then  delivered  (published  elsewhere, 
this  issue),  depicting  many  interesting  fea- 
tures in  connection  with  the  progress  of 
medical  science  in  the  State,  with  a de- 
scription of  the  early  “medicine-man”  and 
a “Who’s  Who”  summary,  which  showed 
that  among  nrominent  phvsicians  who  have 
resided  in  New  Mexico,  Dr.  E.  R.  Squibb, 
Janeway  and  Dr.  Roberts  Bartholow  were 
practitioners  at  Fort  Union,  in  their  young- 
er days. 

After  the  President’s  Address,  the  meet- 
in  was  adjourned  for  luncheon. 

Afternoon  Session,  May  9th 

The  afternoon  scientific  session  was 
called  to  order  at  1 p.  m.  by  the  President, 
Dr.  C.  B.  Elliott  (Raton),  the  first  paper 
presented  being  that  of  Dr.  F.  D.  Vickers 
(Deming)  on  “Artificial  Pneumothorax,” 
with  x-ray  illustrations.  Dr.  Vickers,  who 
is  Medical  Director  of  the  Holy  Cross  Sana- 
torium, emphasized  that  his  talk  was  not 
for  the  doctor  who  is  expert  in  giving  pneu- 
mothorax, but  for  the  general  practitioner 
who  does  not  pay  much  attention  to  this 
method  of  treatment.  He  advised  that  when 
the  commonly  accepted  method  of  treatment 
by  rest,  fresh  air,  good  food  and  general 
management  failed,  and  the  patient  is  do- 
ing badly,  to  think  of  pneumothorax,  which, 
he  maintained,  has  really  not  had  a fair 
trial  because  it  has  generally  been  given 
only  as  a last  resort  and  when  too  late.  In 


cases  where  the  lesions  are  largely  one- 
sided and  not  doing  well,  pneumothorax 
should  be  tried  fairly  early  and  in  such 
cases,  the  results  are  usually  good. 

Discussion  was  opened  by  Dr.  Carl  Mulky 
(Albuquerque),  who  deplored  the  fact  that 
this  form  of  treatment  was  usually  confined 
to  the  hopeless  type,  and  predicted  that  bet- 
ter results  would  ensue  if  it  were  tried 
earlier. 

Dr.  H.  H.  Latson  (Amarillo,  Texas), 
without  entering  into  the  discussion,  told 
of  a moi’phine  addict  who  would  inject  air 
direct  into  the  veins,  using  a medicine  drop- 
per for  the  purpose. 

Dr.  Felix  P.  Miller  (El  Paso,  Texas), 
President-Elect,  Texas  State  Medical  Asso- 
ciation, continuing  the  discussion,  advised 
that  he  had  no  doubt  whatever  as  to  the 
future  value  of  artificial  pneumothorax, 
which,  he  affirmed,  has  already  proven  its 
value  not  only  when  given  early,  but  also 
in  a number  of  old  practically  hopeless 
cases.  Dr.  Miller  described  various  cases 
in  which  he  had  secured  good  results,  citing 
the  technic  employed. 

Dr.  Vickers  had  nothing  further  to  add 
and  the  discussion  was,  therefore,  closed. 

The  next  paper  presented  was  that  of  Dr. 
A.  C.  Scott  (Temple,  Texas),  entitled  “High 
Mortality  in  Malignancies  and  its  Reduc- 
tion.” Dr.  Scott,  President  of  the  Scott 
and  White  Hospital  at  Temple,  and  a noted 
authority  on  the  cancer  problem,  explained 
different  phases  of  the  subject,  citing  rea- 
sons for  the  apparent  high  mortality  in 
malignancies,  and  told  how  this  is  being  re- 
duced, stressing  cautery  excision  in  early 
operation. 

Discussion  was  opened  by  Dr.  Felix  P. 
Miller  (El  Paso),  who  stated  that  he  was 
a convert  to  cautery  excision  for  malig- 
nancy largely  through  close  association  with 
Dr.  Scott,  and  that  because  of  it,  in  his 
opinion,  there  is  not  much  more  in  sight  at 
this  time  for  the  surgeon  to  do  in  the  mat- 
ter of  mortality  reduction,  that  it  rather 
depended  laregly  upon  education  of  the  pub- 
lic and  earlier  diagnosis. 

Dr.  F.  D.  Vickers  (Deming)  cited  several 
cases,  stressing  the  importance  of  early 
correct  diagnosis  to  insure  mortality  reduc- 
tion. 

Dr.  K.  D.  Lynch  (El  Paso,  Texas),  ex- 
pressed his  approval  of  cautery  treatment 
in  cancer  cases,  stating  that  genito-urinary 
cancers  present  one  of  the  most  hopeless 
types  and  that  the  best  results  and  the 
cases  that  stay  cured  the  longest  are  those 
that  have  been  treated  with  cautery,  refer- 
ring to  Dr.  Percy’s  work  along  this  line. 

In  closing  the  discussion,  Dr.  Scott  ex- 
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plained  where  he  obtained  his  ideas  of 
using  cautery  and  of  the  advancement  and 
perfection  of  this  method  of  treatment.  Dr. 
Scott  stated  that  in  his  opinion  heredity 
played  no  part  in  cancer,  except  perchance 
through  moles  or  birth-marks. 

Dr.  G.  Werley  (El  Paso,  Texas),  set  forth 
in  a very  interesting  way  “Some  Clinical 
Aspects  of  Congenital  Heart  Disease,”  stat- 
ing that  congenital  heart  disease  is  not  in- 
frequent, that  congenital  heart  lesions  are 
nearly  all  due  to  arrest  of  development  at 
some  point  of  the  heart’s  evolution  through 
the  stages  of  ancestral  types.  “It  is  not  a 
question  of  heredity,”  Dr.  Werley  explained, 
“as  there  are  many  records  of  twins,  one 
with  a congenital  heart  lesion,  the  other 
normal  in  every  wav.”  Illustrated  by  lan- 
tern slides,  a number  of  cases  were  fol- 
lowed, the  point  being  brought  out  that 
congenital  heart  disease  gives  rise  to  some 
abnormal  change  in  the  electrocardiogram 
in  97  per  cent  of  all  cases. 

There  seemed  a lack  of  alacrity  to  dis- 
cuss this  fine  paner,  no  one  venturing  com- 
ment, until  at  last  Dr.  C.  M.  Yater  (Ros- 
well) arose  and  remarked  that  the  bovs  at 
Roswell,  when  case  renorts  along  this  line 
had  been  studied  at  the  Societv  meetings, 
had  been  knocked  over  bv  the  P wave, 
swept  off  their  feet  bv  the  0.  R and  S 
waves,  literally  swamped  bv  the  T wave  and 
later  sunk  bv  the  inverted  T wave,  and  he 
knew  that  manv  of  those  present  as  well  as 
he  himself  would  lik^  further  information 
as  to  the  meaning  of  those  terms,  that  they 
would  like  to  know  in  plain  English  just 
what  they  meant. 

No  further  comment  arising,  Dr.  Werley 
expTained  that  the  different  waves  were 
rpally  verv  simple  and  verv  easy  to  read 
with  a little  experience:  that  the  first  wave 
is  a rather  small  one,  then  there  is  a little 
space,  then  it  shoots  high  up,  then  goes 
below  the  line,  then  straight  for  awhile 
and  then  back  again,  and  this  simple  little 
thing  is  the  T wave.  The  little  wave  found 
first  is  the  p wave,  which  is  made  up  by 
the  action  of  the  aorta. 

(Comnlete  explanation  will  be  given  with 
the  discussion  when  this  paper  is  published 
in  a futur°  number  of  the  Journal.) 

The  concluding  paper  of  the  dav  was  that 
of  Dr.  M.  Poliak  (Fort  Ravardb  entitled 
“Climatic  Treatment  of  Tuberculosis — A 
Plea  for  a Tuberculosis  Survey.”  in  which 
Dr.  Poliak  laid  emphasis  on  the  role  the 
w'onderful  climate  of  the  Southwest  plays 
in  the  treatment  of  tuberculosis,  yet  that 
no  matter  how  firmly  the  medical  profes- 
sion of  the  Southwest  believes  in  the  great 
value  of  climatic  treatment  in  tuberculosis, 


it  still  owes  to  the  great  medical  world  ot 
the  country  the  substantiation  of  its  con- 
victions with  entirely  unbiased  scientific 
facts,  which  would  be  convincing  enough 
for  the  opponents  of  climatic  treatment  Dr. 
Poliak  advanced  various  ways  by  which  the 
empirical  experience  of  the  Southwestern 
profession  might  be  substantiated. 

Discussion  was  opened  by  Dr.  Dwight  Al- 
lison (Las  Cruces)  who  cited  the  fact  that 
a survey  of  the  country  made  some  few 
years  ago  showed  that  Colorado  was  second 
in  the  tuberculosis  death  rate  in  the  United 
States.  This  was  due  to  various  factors, 
but  it  was  afterward  proven  that  simply 
by  eliminating  the  persons  who  came  to 
Colorado  originally  with  tuberculosis,  the 
State  ranked  next  to  last  in  the  death  rate 
for  that  disease. 

Dr.  V.  D.  Vickers  (Deming)  arose  to  re- 
mark on  the  value  of  climate  as  an  aid  in 
the  treatment  of  tuberculosis,  deploring  the 
fact,  however,  that  this  was  frequently  out- 
weighed by  the  financial  condition  of  the 
patient,  which  would  not  permit  him  to  re: 
frain  from-  work.  The  doctor  suggested 
that  institutions  in  the  Southwest,  endowed 
by  wealthy  philanthropists,  would  be  a step 
in  the  right  direction. 

Dr.  G.  Werley  (El  Paso,  Texas),  told  of 
observations  made  a number  of  years  ago 
in  El  Paso  which  showed  that  there  was 
very  little  tuberculosis  developed  there 
among  the  native  American  population,  cit- 
ing this  as  the  best  evidence  as  to  the  value 
of  climate.  He  also  described  the  post- 
mortem condition  of  lungs  of  tuberculous 
persons  who  recently  died  after  a residence 
of  twentv  or  twenty-five  years  in  the 
Southwest,  to  which  they  had  originally 
come  with  tuberculosis  far  advanced. 

Dr.  F.  P.  Miller  (El  Paso,  Texas),  stated 
that  he  felt  there  has  not  been  enough  re- 
search work  done  in  the  Southwest  to  show 
the  value  of  climate,  and  spoke  at  consider- 
able length  as  to  the  necessity  for  proper 
institutions  for  the  treatment  of  the  indig- 
enous tuberculosis  cases  drifting  through- 
out the  country,  who,  if  given  proper  atten- 
tion in  incipiency  would  have  health  and 
usefulness  restored. 

Dr.  Poliak  in  closing  the  discussion,  re- 
iterated the  statement  made  in  his  paper 
that  scientific  facts  must  be  produced  in 
order  to  convince  the  people  back  east  as 
to  the  value  of  climate  in  the  treatment  ot 
tuberculosis. 

Morning  Session,  May  10,  1927 

The  first  feature  of  the  morning  session 
on  May  10th  was  a discourse  by  Dr.  F.  M. 
Pottenger,  Monrovia,  Cal.,  on  “Present-Day 
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Conception  of  Clinical  Pulmonary  Tubercu- 
losis.” 

Dr.  Pottenger  graphically  depicted  the 
present  day  conceptions  of  clinical  pulmon- 
ary tuberculosis,  showing  by  lantern  slides 
the  progress  of  selected  cases,  holding  his 
audience  spellbound  as  he  described  the 
various  phases  of  the  disease  and  the  meth- 
ods undertaken  to  restore  patients  to  health 
and  usefulness. 

Discussion  was  opened  by  Dr.  Carl  Mulky 
(Albuquerque),  who  complimented  Dr.  Pot- 
tenger  very  highly  on  his  excellent  address, 
which  he  considered  very  educational  to  the 
physician  as  well  as  to  the  public. 

Dr.  F.  P.  Miller  (El  Paso,  Texas),  also 
paid  tribute  to  Dr.  Pottenger’s  meritorious 
presentation  of  the  subject  and  stressed  the 
importance  of  careful  physical  examination 
when  patients  come  complaining  of  colds, 
loss  of  “pep,”  etc.,  in  order  that  tuberculo- 
sis might  be  detected  in  its  incipiency. 

Dr.  L.  S.  Johnson  (Columbus)  advised  the 
general  practitioner  who  is  not  prepared  to 
make  thorough  chest  examinations  not  to 
hold  on  to  the  patient  but  to  refer  him  to 
a competent  chest  man,  if  any  doubt  exist- 
ed in  his  mind  as  to  the  diagnosis. 

Dr.  M.  Poliak  (Fort  Bayard)  stated  that 
frequently  a case  with  only  a small  lesion 
would  produce  more  symptoms  than  one 
with  extensive  lesions,  and  that  if  we  looked 
upon  tuberculosis  as  a systemic  rather  than 
a localized  disease,  we  would  understand 
the  symptoms  much  better  than  from  a 
pathological  standpoint  alone. 

Dr.  Pottenger  in  closing  the  discussion 
thanked  the  Society  for  the  opportunity  to 
appear  before  it  and  spoke  of  the  value  of 
tuberculin  in  the  treatment  of  tuberculosis 
when  properly  used  by  experts. 

Dr.  Carl  Mulky  (Albuquerque)  present- 
ed a paper  entitled  “Hilum  Tuberculosis  in 
Adults,”  setting  forth  that  this  disease 
usually  manifests  itself  before  the  age  ot 
thirty-five  and  is  apparently  more  frequent 
in  females  than  in  males,  possibly  because 
the  more  highly  sensitive  nervous  system 
of  females  causes  them  to  re-act  to  slight- 
er toxemias  than  males.  Dr.  Mulky  stated 
that  the  diagnosis  is  a difficult  one  to  sub- 
stantiate as  it  rests  mainly  on  symptoms 
and  that  while  physical  signs  and  x-ray 
findings  are  corroborative,  they  give  no  in- 
formation as  to  the  activity  of  the  lesions. 

Discussion  was  opened  by  Dr.  F.  D.  Vick- 
ers (Deming),  who  told  of  experiments  be- 
ing worked  out  with  guinea  pigs  and  rab 
bits,  wh:'ch  would  have  an  important  bear- 
ing on  this  subject. 

“Non-calculous  Ureteral  Obstruction”  was 


the  title  of  a paper  read  by  Dr.  K.  D.  Lynch 
(El  Paso,  Texas),  who  demonstrated  with 
lantern  slides  certain  conditions  which  are 
met  with  in  the  ureter,  which  may  produce 
symptoms  simulating  a typical  reno-ureteral 
colic  due  to  stone  and  may  result  in  serious 
changes  in  the  kidney  and  ureter  unless 
proper  treatment  is  instituted  early  in  the 
disease. 

Discussion  was  opened  by  Dr.  P.  G.  Cor- 
nish, Jr.  (Albuquerque),  who  spoke  of  the 
frequency  with  which  diagnosis  of  chronic 
appendicitis  is  made  and  the  appendix  re- 
moved without  relief  of  symptoms,  which 
later  are  discovered  to  be  the  conditions  de- 
scribed by  Dr.  Lynch. 

Dr.  H.  A.  Ingalls  (Roswell)  asked  Dr. 
Lynch  to  explain  when  there  is  a definite 
stricture  of  the  ureter. 

Dr.  Lynch  in  closing  stated  that  in  stric- 
ture of  the  ureter,  the  patient  may  not  get 
anv  signs  of  trouble  for  a long  time,  and 
yet,  let  him  take  a few  drinks  of  liquor, 
and  it  comes  on  at  once.  Dr.  Lynch  cited 
a case  recently  referred  to  him  by  Dr.  In- 
gaUs,  in  which  a former  x-ray  apparently 
showed  a definite  stone  shadow  in  the  kid- 
ney. On  careful  checking,  he  was  unable 
to  locate  the  shadow  and  made  a final  diag- 
nosis of  obstruction  due  to  aberrant  blood 
vessels,  which  was  the  finding  at  operaion. 

Afternoon  Session,  May  10,  1927, 
Meeting  of  the  House  of  Delegates — 
Election  of  Officers. 

At  1 :30  p.  m.,  a meeting  of  the  House  ot 
Delegates  was  called  to  order  by  the  Presi- 
dent, Dr.  C.  B.  Elliott. 

Roll  call  was  answered  by  the  following 
Delegates : 

Bernalillo  County — Drs.  P.  G.  Cornish, 
Jr. ; Dr.  Carl  Mulky,  E.  C.  Matthews,  L.  B. 
Cohenour. 

Chaves  County — Dr.  R.  L.  Bradley,  Dr. 

C.  F.  Beeson,  Dr.  C.  M.  Yater. 

Colfax  County — Dr.  C.  B.  Elliott,  Dr.  T. 
P.  Lyon. 

Dona  Ana  County — Dr.  C.  W.  Gerber. 

Eddy  County — Dr.  H.  A.  Stroup. 

Luna  County — Dr.  F.  D.  Vickers. 

Santa  Fe  County — Dr.  G.  S.  Luckett,  Dr. 

D.  B.  Williams. 

Curry  County — Dr.  H.  A.  Miller. 

Fraternal  Delegate  from  Texas — Dr.  F. 
P.  Miller. 

After  reading  and  approval  of  the  min- 
utes of  the  last  meeting,  election  of  offi- 
cers was  declared  in  order  and  nominations 
were  requested  for  the  office  of  Preside  ' 

Dr.  W.  T.  Joyner  (Roswell)  in  a choice 
speech  nominated  as  President,  Dr.  T.  P. 
Martin,  of  Taos,  subject,  however,  to  the 
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unanimous  vote  of  the  House,  which  was 
necessary  owing  to  the  absence  of  Dr.  Mar- 
tin from  the  meeting,  a section  of  the  By- 
Laws  making  this  action  imperative.  Dr. 
Beeson  explained  that  it  had  been  Dr.  Mar- 
tin’s intention  to  be  present,  but  the  severe 
storms  prevalent  in  his  part  of  the  country 
the  past  two  days  had  probably  detained 
him. 

Dr.  H.  A.  Miller  (Clovis)  made  motion 
that  the  By-Laws  be  suspended  in  this  in- 
stance and  that  Dr.  Martin  be  unanimous- 
ly elected  as  President  for  the  ensuing 
year,  which  was  seconded  and  carried. 

The  following  table  lists  the  newly  elected 
officers  for  the  ensuing  year: 

President-Elect,  Dr.  T.  P.  Martin,  Taos. 

Vice  President,  Dr.  F.  D.  Vickers,  Dem- 
ing. 

Members  of  Board  of  Managers  of  South- 
western Medicine:  Present  incumbents — Dr. 
C.  F.  Beeson.  Roswell,  re-elected ; Dr.  H. 
A.  Miller,  Clovis. 

Secretary-Treasurer,  Dr.  L.  B.  Cohenour 
(Albuquerque) . 

Councilors  for  Three  Years — Dr.  W.  T. 
Joyner  (Roswell)  : Dr.  H.  A.  Miller  (Clovis). 

Councilor  to  fill  unexpired  term  of  Dr.  J. 
R.  Scott,  who  has  left  the  State — Dr.  Carl 
Mulkv  (Albuquerque). 

With  regard  to  the  meeting  place  for 
1928,  Dr.  P.  G.  Cornish,  Jr.,  extended  invi- 
tation for  the  Societv  to  meet  at  Albu- 
aueraue.  Dr.  W.  T.  -Tovner  (Roswell)  nro- 
duced  and  read  a telegram  received  from 
Dr.  T.  P.  Martin.  Taos,  inviting  the  Society 
to  meet  at  that  place. 

Motion  was  made,  seconded  and  carried 
bv  decisive  vote  that  the  next  annual  meet- 
ing be  held  at  Albuquerque,  with  the  under- 
standing that  a future  meeting  would  be 
held  at  Taos. 

Regret  was  voiced  at  the  contemDlated 
departure  from  the  state  of  Dr.  C.  M.  Yater, 
who  has  served  so  faithfullv  and  efficient- 
ly as  Secretarv-Treasurer  of  the  Societv  for 
the  past  four  vears,  and  a vote  of  thanks 
was  extended  to  him. 

No  further  business  coming  before  the 
House,  adjournment  followed  at  2:30  p.  m. 

Meeting  of  the  Council 

Immediately  following  the  meeting  of  the 
House  of  Delegates,  a meeting  of  the  Coun- 
cil was  called  to  order  bv  the  President,  Dr. 
C.  B.  Elliott  (Raton).  The  following  mem- 
bers were  present:  Dr.  C.  B.  Elliott 

(Raton)  ; Dr.  C.  M.  Yater  (Roswell)  ; Dr. 
H.  A.  Miller  (Clovis)  : Dr.  Carl  Mulky  (Al- 
buquerque) ; Dr.  W.  T.  Joyner  (Roswell)  ; 
Dr.  F.  D.  Vickers  (Deming). 


The  reports  of  the  Secretary-Treasurer 
were  read  and  approved. 

Motion  was  made,  seconded  and  carried 
that  the  Secretary-Treasurer  be  authorized 
to  settle  all  outstanding  indebtedness,  ex- 
cept a new  medical  directory  which  had  not 
yet  been  delivered. 

The  question  wras  raised  as  to  possible 
bills  from  the  moving  picture  show  house 
where  the  motion  slides  were  shown  in  con- 
nection with  those  papers  which  were  il- 
lustrated, and  motion  made,  seconded  and 
approved  that  any  such  bills,  which  would 
probably  not  exceed  three  dollars  in  total 
amount,  be  paid  by  the  Secretary-Treasur- 
er. 

No  further  business  coming  before  the 
Council,  the  meeting  was  adjourned  at  2:45 
p.  m. 

General  Assembly 

At  the  concluding  scientific  session,  a pa- 
per prepared  by  Drs.  C.  P.  and  W.  L.  Brown 
of  El  Paso,  Texas,  was  read  by  Dr.  K.  D. 
Lynch  (El  Paso),  as  it  was  impossible  for 
the  Drs.  Brown  to  be  present.  Thjs  paper, 
entitled  “A  Plea  for  More  General  Post- 
operative Use  of  the  Duodenal  Tube,”  set 
forth  the  advantages  derived  by  its  use,  in 
that  it  relieves  conditions  due  to  gas  and 
regurgitated  intestinal  fluids;  effects  in- 
terrupted or  continuous  lavage  of  the  stom- 
ach, and,  in  some  cases  of  the  duodenum ; 
gives  relief  from  nausea;  makes  possible 
the  free  drinking  of  water;  permits  trans- 
gastric  feeding;  relieves  toxemia;  is  a port 
of  entry  for  all  kinds  of  medication,  and 
last  but  not  least,  improves  the  feelings  of 
the  patients. 

In  discussing  this  paper,  Dr.  P.  G.  Corn- 
ish, Jr.,  (Albuquerque),  also  recommended 
use  of  the  duodenal  tube,  stating  that  it 
was  apt  to  be  overlooked  in  the  treatment 
of  post-operative  cases  because  it  was  so 
simple  and  such  a small  things  that  it  might 
easily  escape  the  mind  of  the  surgeon. 

Dr.  W.  T.  Joyner  (Roswell)  spoke  on  the 
subject  of  medical  legislation  in  New  Mex- 
ico, recounting  the  difficulties  encountered 
in  this  respect  and  stating  the  work  would 
be  continued  this  year,  though  he  was  not 
very  optimistic  as  to  the  outlook. 

Dr.  H.  A.  Miller  (Clovis)  also  spoke 
along  these  lines,  affirming  Dr.  Joyner’s 
remarks  as  to  the  impossibility  of  accom- 
plishing anything  at  the  present  time. 

Dr.  J.  J.  Crume  (Amarillo,  Texas),  in  a 
short  speech  stated  that  he  had  enjoyed  the 
meeting  very  much  and  especially  the  pa- 
pers relating  to  tuberculosis. 

Report  of  the  House  of  Delegates  was 
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then  read,  with  account  of  the  election  of 
officers. 

The  Committee  on  Necrology  reported 
with  the  following  Resolution: 

The  New  Mexico  Medical  Society  notes,  with  deep- 
est regret  the  passing  from  life  of  the  following: 

Dr.  W.  D.  Huff,  Santa  Rita,  N.  M. 

Dr.  J.  B.  Westerfield,  Clovis,  N.  M. 

Dr.  J.  A.  Van  Horn,  Hope,  N.  M. 

Dr.  M.  D.  Taylor,  Aztec,  N.  M. 

Dr.  L.  K.  Patton,  Santa  Fe.  N.  M. 

The  secretary  of  this  society  is  directed  to  convey 
to  the  members  of  the  families  of  the  deceased,  our 
heartfelt  sympathy  and  an  assurance  of  the  respect 
in  which  their  memory  is  held. 

Motion  was  made,  seconded  and  approved 
that  the  Secretary  be  instructed  to  forward 
copies  of  the  Resolution  to  the  families  of 
the  deceased. 

Report  of  the  Committee  on  Resolution 
of  Thanks  was  tendered  as  followed: 

Whereas,  the  New  Mexico  Medical  Society  in  an- 
nual session  at  Carlsbad,  N.  M.,  May  9-11  inclusive, 
has  had  a most  interesting,  pleasant  and  profitable 
meet,  Be  It  Resolved  that  the  thanks  of  this  organ- 
ization be  extended  to  the  Eddy  County  Medical  So- 
ciety, Eddy  County,  the  City  of  Carlsbad,  and  to 
Mr.  Linn,  of  Linn’s  theatre. 

Motion  was  made,  seconded  and  approved 
that  the  report  be  accepted,  the  committee 
discharged  and  the  secretary  instructed  to 
forward  copies  of  the  resolution  to  the 
proper  persons. 

Dr.  G.  S.  Luckett,  State  Health  Officer, 
Santa  Fe,  announced  that  Dr.  M.  A.  Bar- 
ber of  the  United  States  Public  Health  Serv- 
ie  would  be  detailed  to  New  Mexico  in  June 
or  July  to  do  some  special  work  on  malaria, 
and  he  would  like  to  have  a medical  student 
to  help  him  out.  Dr.  Luckett  explained  that 
there  would  be  no  salary  attached  and  the 
student  would  be  called  upon  to  defray  his 
own  expenses,  but  it  would  be  a wonderful 
opportunity  for  a young  man  to  be  associat- 
ed with  an  expert  on  malarial  work. 

Dr.  C.  M.  Yater  (Roswell)  expressed  his 
pleasure  at  having  been  connected  with  the 
Society  as  Secretary-Treasurer  for  the  past 
four  years,  and  his  regret  at  severing  his 
relations,  owing  to  his  removal  to  Cleburne, 
Texas.  Dr.  Yater  said  that  he  had  learned 
to  love  the  profession  in  New  Mexico,  that 
h^  loved  every  doctor  in  the  society,  and 
greatly  appreciated!  the  co-operation  which 
had  been  given  him  during  his  terms  of 
office.  “I  am  sure,”  continued  Dr.  Yater, 
“that  I am  leaving  a man  in  my  place  who 
will  no  doubt  give  you  better  service  than 
I have,  as  he  is  a younger  man  than  I am, 
gets  around  better  and  has  more  pep  than 
I have.  Dr.  Cohenour  will  make  you  a good 
secretary ; he  has  been  secretary  of  the 
Bernalillo  County  Society  ever  since  I have 


been  secretary  of  this  Society,  and  he  has 
always  been  very  prompt  in  answering  my 
letters  to  him  upon  any  subject — and  that 
is  saying  a whole  lot  more  than  I can  say 
about  some  of  you.” 

The  President,  Dr.  Elliott,  thanked  Dr. 
Yater  for  his  faithful  service  and  expressed 
the  regret  of  the  members  at  his  departure 
from  the  State. 

Adjournment  sine  die  at  4:15  p.  m. 

Among  those  in  attendance  were: 

Di-s.  C.  M.  Yater,  Roswell;  R.  J.  Boatman,  Carls- 
bad; C.  F.  Beeson,  Roswell;  0.  E.  Brown,  Tucum- 
cari;M.  B.  Culpepper,  Carlsbad;  Cary  B.  Elliott, 
Raton;  Dwight  Allison,  Las  Cruces;  C.  W.  Ger- 
ber, Las  Cruces;  0.  E.  Puckett,  Carlsbad;  £.  C. 
Matthews,  Albuquerque;  Carl  Mulky,  Albuquerque; 
L.  B.  Cohenour,  Albuquerque;  W.  F.  Glasier,  Carls- 
bad; D.  B.  Williams,  Santa  Fe;  G.  A.  McAlmon,  El 
Paso;  L.  H.  Pate,  Carlsbad;  Julian  A.  Moore,  Wil- 
mington, N.  C.;  W.  M.  Lancaster,  Clovis;  M.  Poliak, 
Fort  Bayard;  F.  0.  Vickers,  Deming;  A.  C.  Scott, 
Temple,  Texas;  Neal  Wright,  Lubbock,  Texas;  G. 
Werley,  El  Paso;  A.  A.  Deardoff,  Lovington;  E.  B. 
Lyon,  Raton;  N.  F.  Wollard,  Portales;  L.  S.  John- 
ston, Columbus;  E.  M.  Fisher,  Roswell;  B.  Bradley, 
Roswell;  W.  T.  Joyner,  Roswell;  F.  F.  Doepp,  Carls- 
bad; Felix  P.  Miller,  El  Paso;  K.  D.  Lynch,  El  Paso; 
H.  A.  Ingalls,  Roswell;  G.  S.  Luckett,  Santa  Fe;  H. 
A.  Stroup,  Artesia;  H.  H.  Latson,  Amarillo,  Texas; 
J.  J.  Crume,  Amarillo,  Texas;  D.  D.  Swearingen, 
Roswell;  H.  A.  Miller,  Clovis;  C.  C.  Meacham,  Al- 
buquerque; W.  W.  Phillips,  Roswell;  H.  V.  Fall, 
Rcswcll;  P.  G.  Cornish,  Jr.,  Albuquerque;  W.  G. 
Hope,  Albuquerque;  G.  A.  Miller,  Vaughn;  F.  M. 
Pottenger,  Monrovia,  Cal. 

The  annual  banquet  was  held  on  the  eve- 
ning of  the  10th,  and  was  well  attended  by 
the  members  and  their  wives,  proving  a 
thoroughly  enjoyable  occasion. 

The  majority  of  the  members  stayed  over 
until  Wednesday  to  take  a trip  to  the  Cav- 
ern. It  would  seem  a sacrilige  to  attempt 
to  describe  this  magnificent  scenic  wonder. 
Words  are  entirely  inadequate  to  express 
its  grandeur.  Certainly  none  of  the  party 
failed  to  enjoy  the  visit  and  all  were  deep- 
ly impressed  with  the  beauty  and  vastness 
of  the  cavern. 


TEXAS  STATE  MEDICAL  MEETING 
IN  EL  PASO 

Tuberculosis  was  featured  by  the  Texas 
State  Medical  Association,  in  its  Annual 
Session  in  El  Paso,  April  26  to  28.  The 
Committee  on  Scientific  Work,  under  the 
direction  of  its  chairman,  Dr.  A.  C.  Scott, 
of  Temple,  prepared  the  programs  of  the 
sections  in  such  a way  that  comprehensive 
and  connected  symposia  on  many  phases  of 
tuberculosis  were  presented. 

It  will  interest  his  many  friends  in  the 
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Southwest  to  know  that  Dr.  Felix  P.  Mil- 
ler, of  El  Paso,  was  chosen  President-Elect 
of  the  Texas  State  Medical  Association  at 
the  El  Paso  session.  This  is  a signal  honor 
to  El  Paso  as  well  as  to  Dr.  Miller,  as  this 
is  the  first  time  the  far  west  of  the  state 
has  been  honored  by  this  Association. 
When  Dr.  Miller  is  seated  as  president,  a 
year  hence,  he  will  not  enter  the  adminis- 
tration of  that  high  office  without  experi- 
ence. For  twenty-seven  years  he  has  been 
active  in  organized  medicine  in  the  state  of 
Texas.  He  was  Chairman  of  the  Board  of 
Medical  Defense  at  the  time  of  his  election 
and  has  otherwise  served  that  board  since 
the  adoption  of  medical  defense  by  the  As- 
ssociation  in  1916.  He  has  served  as  Coun- 
cilor from  the  El  Paso  district  and  has  had 
a continuous  seat  in  the  House  of  Delegates 
for  a number  of  years,  either  by  election  or 
by  virtue  of  his  positions  as  Councilor  or 
member  of  the  Medical  Defense  Board.  He 
has  also  served  as  president  of  the  El  Paso 
County  Medical  Society  and  chief-of-staff 
of  the  Masonic  Hospital.  He  is  a Fellow  of 
the  American  Medical  Association  and  the 
American  College  of  Surgeons. 

Another  service  stripe  was  given  El  Paso 
as  the  convention  city,  for  the  entertain- 
ment of  the  thousand  visitors  present  for 
this  convention.  El  Paso’s  proximity  to 
Mexico  is  largely  responsible  for  her  suc- 
cess in  this  direction.  Alumni  dinners  and 
private  ones  featured  the  first  evening. 
The  second  day  Dr.  W.  L.  Brown’s  Enter- 
tainment Committee  gave  a barbecue  in 
Juarez  and  the  thousand  guests  were  fed, 
watered  and  black  bottomed  until  the  hour 
for  the  president’s  ball  at  Hotel  Orndorff. 
So  well  did  the  Ladies’  Auxiliary  function 
in  entertaining  visiting  ladies  with  lawn 
parties,  luncheons  and  receptions  that  the 
House  of  Delegates  voted  members  of  the 
Auxiliary  into  membership  in  the  State  As- 
sociation. No  longer  will  the  ladies  wear 
the  “Visitor”  badge,  but  the  “Member” 
badge  instead. 

It  has  been  repeatedly  said  that  the  best 
and  most  instructive  scientific  sessions  of 
the  State  Association  are  those  held  in  El 
Paso.  A regular  attendant  gave  as  the  rea- 
son that  El  Paso  is  so  far  removed  from  the 
other  centers  of  the  state  that  when  dis- 
tinguished members  and  guests  attend  they 
remain  for  the  entire  session  and  as  a con- 
sequence there  is  lively  and  instructive  dis- 
cussion of  every  paper. 

Distinguished  guests  who  addressed  the 
Association  were:  Dr.  Donald  C.  Balfour  of 
Rochester,  Minn.,  “The  Incidence  and  Treat- 
ment of  the  Complications  of  Duodenal  Ul- 


cer;” Dr.  Karl  A.  Menninger  of  Topeka, 
Kansas,  “Suicides,”  and  again  before  the 
General  Session  on  “Mental  Aspects  of  Tu- 
berculosis Dr.  Stuart  Prichard,  Battle 
Creek,  Mich.,  “New  Points  in  Bronchiec- 
tasis;” Dr.  F.  H.  Falls,  Chicago,  “Occipito- 
Posterior  Positions ;”  Dr.  C.  G.  Sutherland, 
Rochester,  Minn.,  “Significance  of  Infiltra- 
tion of  the  Lung,”  and  Dr.  W.  A.  Evans, 
Chicago,  “What  Next  in  Consumption?” 
The  following  papers  indicate  the  extent 
to  which  tuberculosis  was  featured  in  this 
meeting:  “The  Use  of  the  Plaster  Shell  in 
Spinal  Tuberculosis,”  Dr.  V.  H.  Keiller,  Gal- 
veston; “Bone  and  Joint  Tuberculosis,”  Drs. 
W.  B.  Carroll  and  Sim  Driver,  Dallas; 
“Tuberculosis,  Its  Management  and  Preven- 
tion,” Dr.  Livingston  Anderson,  Austin; 
“Bovine  Tuberculosis,”  Dr.  W.  A.  King,  San 
Antonio;  “Avulsion  of  the  Phrenic  Nerve,” 
Dr.  Felix  P.  Miller,  El  Paso;  “Tuberculosis 
of  the  Bones  and  Joints,  Radiological  Diag- 
nosis,” Dr.  Roy  G.  Giles,  Temple;  “Surgical 
Treatment  of  Tuberculosis  of  Bones  and 
Joints,”  Dr.  E.  J.  Cummins,  El  Paso;  “Sun- 
light and  Artificial  Light  Therapy  in  Tuber- 
culosis,” Dr.  Orville  Egbert,  El  Paso;  “First 
Infections  and  Reinfections  in  Pulmonary 
Tuberculosis,”  Dr.  G.  T.  Caldwell,  Dallas ; 
“Radiologic  Diagnosis  of  Pulmonary  Tuber- 
culosis,” Dr.  Charles  L.  Martin,  Dallas;  “In- 
cipient Tuberculosis,”  Dr.  Henry  Winans, 
Dallas ; “New  Points  in  Bronchiectasis,”  Dr. 
Stuart  Pritchard,  Battle  Creek,  Mich. ; 
“Bronchiectasis,”  Dr.  Tom  Bond,  Ft.  Worth; 
“Intestinal  Tuberculosis,”  Dr.  E.  V.  Powell, 
Dallas;  “Pregnancy  as  a Complication  of 
Tuberculosis,”  Dr.  George  Bethel,  Austin; 
“The  Value  of  Sunshine,”  Dr.  Orville  Eg- 
bert, El  Paso;  “The  Advantages  of  Climate 
in  Tuberculosis  Hospitalization,”  Col.  M.  A. 
W.  Shockley,  U.  S.  A.  William  Beaumont 
General  Hospital,  El  Paso;  “A  Practical 
Considration  of  Time  as  a Factor  in  the 
Successful  Treatment  and  Complete  Recov- 
ery from  Pulmonary  Tuberculosis,”  Dr.  S. 
E.  Thompson,  Kerrville ; “Spontaneous 
Pneumothorax  in  Apparently  Healthy  Per- 
sons,” “Phenomena  Resulting  from  Pul- 
monary Tuberculosis,”  Dr.  C.  M.  Hendricks, 
El  Paso ; “The  Erythrocyte  Sedimentation 
Rate  in  Pulmonary  Tuberculosis,”  Drs.  H. 
Phil  Hill,  C.  J.  Koerth,  and  R.  G.  McCorkle, 
San  Antonio;  “The  Early  Diagnosis  of  Pul- 
monary Tuberculosis,”  Dr.  R.  B.  Walker, 
Sanatorium;  “Tuberculosis  in  Children,”  Dr. 
Robert  M.  Barton,  Dallas. 
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REPORT  OF  COMMITTEE  ON  NE- 
CROLOGY 

Arizona  State  Medical  Association. 

Yuma,  Arizona,  April  23,  1927. 

The  past  year  has  been  the  most  disas- 
trous to  the  membership  of  this  Association 
in  its  history.  This  is  true  not  only  in  the 
number  lost  (eight),  but  because  of  their 
prominence  and  activities  in  the  Associa- 
tion. Our  loss  includes  two  charter  mem- 
bers ; four  who  have  practiced  in  Arizona 
from  twenty-five  to  forty-five  years ; and 
two  who  were  comparatively  new-comers. 

In  the  passing  of  each  of  these  fellow- 
members  we  mourn  not  only  a professional 
brother  but  a personal  friend ; and  we  ex- 
tend to  the  families  of  our  deceased  mem- 
bers our  deepest  sympathy  in  their  ir- 
reparable loss. 

DR.  ANCIL  MARTIN 

Shortly  after  the  annual  meeting  of  last 
year,  Dr.  Ancil  Martin,  of  Phoenix,  died 
of  acute  nephritis.  For  some  twelve  or  fif- 
teen years  following  his  arrival  in  Phoenix 
in  1891,  he  was  the  only  specialist  in  eye, 
ear,  nose  and  throat  diseases  in  Arizona. 
He  was  one  of  the  organizers  of  this  As- 
sociation, and  was  its  third  president.  Un- 
doubtedly he  had  contributed  a larger  num- 
ber of  able  papers,  usually  upon  various 
phases  of  his  specialty,  than  has  any  other 
member. 

During  the  last  year  of  his  life  the  fact 
w'as  established  that  he  had  presented  the 
first  description,  with  a case,  of  tularemia 
on  record,  this  occurring  in  1902,  long  be- 
fore the  present  name  had  been  thought  of. 

In  quite  a variety  of  lines  Dr.  Martin 
rendered  valiant  service  for  the  state, 
among  which  may  be  mentioned:  by  assist- 
ance in  drafting  the  first  Medical  Practice 
Act  in  the  state ; by  his  long  and  pains- 
taking work  as  secretary  of  the  Board  of 
Medical  Examiners ; during  the  war,  as 
chairman  of  the  Advisory  Board  of  Mari- 
copa County  and  as  chairman  of  the  Medi- 
cal Council  for  Arizona. 

As  an  upright  man,  as  a loyal  and  pro- 
gressive citizen  of  the  state,  and  as  an  in- 
telligent and  skdled  physician,  he  was  out- 
standing. In  fact,  he  had  no  equal  in  the 
membership  of  this  Association. 

DR.  L.  D.  DAMERON 

Only  last  month,  in  Dr.  L.  D.  Dameron, 
this  Assocaition  lost  another  charter  mem- 
ber, who  had  resided  in  Phoenix  just  about 
as  long  as  Dr.  Martin.  He  married  the 
daughter  of  Dr.  H.  A.  Hughes,  the  only 
present  surviving  charter  member  in  Ari- 
zona. For  the  first  five  years  of  its  exist- 


ence Dr.  Dameron  was  the  efficient  secre- 
tary of  this  Association. 

With  the  exception  of  two  years,  some- 
what recently,  when  he  was  incapacitated 
from  professional  work  by  a stroke  of 
apoplexy,  during  this  long  period  he  has 
been  a conspicuous  physician  and  citizen  of 
Phoenix.  He  served  many  years  as  health 
officer  of  the  city  and  rendered  valuable 
service  to  his  community  by  a long  and  suc- 
cessful term  as  a member  of  the  school 
board. 

His  high  character,  his  honorable  career 
as  a physician  and  his  Christian  citizenship 
brought  him  innumerable  friends.  In  all 
probability  no  member  of  this  Association 
has  ever  won  both  the  respect  and  affec- 
tion of  the  people  as  did  Dr.  Dameron. 

DR.  B.  G.  FOX 

On  February  12,  1927,  occurred  the  death 
of  Dr.  B.  G.  Fox,  who  had  practiced  in 
Globe  for  thirty-five  years.  He  early  es- 
tablished the  reputation  of  being  a consci- 
entious and  able  physician.  In  earlier  days 
he  was  quite  prominent  in  the  affairs  of 
this  Association.  He  had  the  distinction  of 
holding  the  position  of  health  officer  ever 
since  the  incorporation  of  Globe.  For  sev- 
eral years  he  was  joint  city  and  county 
health  officer. 

During  all  these  years  he  was  justly 
much  beloved  by  the  people  of  his  vicinity. 

DR.  CHARLES  L.  EDMUNDSON 

Dr.  Chas.  L.  Edmundson  had  long  been  a 
resident  of  Arizona;  in  fact,  he  was  one  of 
the  first  physicians  in  charge  of  the  Calu- 
met & Arizona  Hospital  at  Bisbee.  Except 
for  a few  years  spent  in  California,  he  con- 
tinued as  a member  of  the  hospital  staff  till 
the  time  of  his  death  on  April  15,  1927.  In 
earlier  days  he  was  mayor  of  the  city  of 
Bisbee,  and  he  also  served  as  a member  of 
the  school  board. 

He  had  a deep  appreciation  of  his  re- 
sponsibility to  those  requiring  his  services. 
The  night  was  never  too  dark  nor  the  moun- 
tain too  high  for  him  to  answer  a sick  call. 
His  love  and  sympathy  were  nearly  divine. 

DR.  CHARLES  F.  HAWLEY 

Early  in  the  past  year  occurred  the  death 
of  Dr.  Charles  F.  Hawley  from  chronic 
nephritis. 

After  a short  residence  in  Phoenix  and 
Mesa,  he  practiced  in  Bisbee  for  some  twen- 
ty years.  During  this  time  he  was  quite 
active  in  his  county  society,  holding  the  of- 
fice of  president  for  one  year.  For  several 
years  he  was  a member  of  the  Arizona 
Board  of  Medical  Examiners,  representing 
the  homeopathic  school  on  this  board. 
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Dr.  Hawley  was  much  beloved  by  his 
fellow  practitioners  and  countless  of  his 
former  patients  will  long  mourn  his  loss. 

DR.  H.  W.  PURDY 

During  the  last  few  months  the  medical 
profession  of  the  state  has  lost  its  real 
pioneer,  at  least,  the  man  who  had  prac- 
ticed continuously  in  Arizona,  presumably, 
for  a greater  number  of  years  than  any 
other  member,  namely,  Dr.  H.  W.  Purdy, 
of  Nogales. 

Soon  after  his  graduation  in  New  York 
in  1882,  he  came  to  Arizona  to  be  physician 
to  the  (then)  famous  “Silver  King”  mine. 
For  thirty  years  he  has  practiced  in  No- 
gales. While  not  very  well  known  to  many 
of  this  Association,  yet  his  intimate  as- 
sociates insist  that  he  possessed  exceptional 
professional  qualities ; that  he  was  most 
self-sacrificing  in  his  labors  for  the  welfare 
and  relief  of  his  fellowmen  ,and  that  he 
was  prominent  in  the  civic  life  of  his  com- 
munity. They  add:  “The  medical  profes- 
sion has  lost  one  of  its  foremost  and  able 
members.” 

DR.  JAMES  A.  OLLERTON 

This  Association  mourns  the  loss  of  one 
of  its  youngest  members,  Dr.  James  A.  01- 
lerton,  who  died  only  two  years  after  his 
graduation.  This  untimely  death  was  due 
to  fulminating  typhoid  fever  of  two  weeks’ 
duration.  He  had  practiced  at  Mesa,  where 
he  was  city  health  commissioner. 

His  demonstrated  ability  and  faithful  at- 
tention to  duty  had  very  rapidly  established 
him  in  his  profession.  He  had  the  high 
esteem  of  his  medical  associates. 

DR.  P.  B.  NEWCOMB 

Only  two  hours  before  the  appointment 
of  this  committee,  Pima  County  Medical  So- 
ciety lost  its  efficient  Secretary,  Dr.  P.  B. 
Newcomb.  Thorough  preparation  for,  and 
extensive  experience  in,  his  chosen  specialty 
— pathology — gave  him  high  standing  in 
the  profession  wherever  he  was  known. 

During  the  few  years  he  had  conducted 
a laboratory  in  Tucson,  he  had  not  only  be- 
come an  important  factor  in  the  profes- 
sional life  of  that  vicinity,  but  he  had  also 
left  his  impress  upon  this  association  by 
the  number  of  high-class  scientific  papers 
he  had  contributed. 

Every  one  had  the  highest  respect  for 
Dr.  Newcomb’s  attainments.  This  Associa- 
tion had  no  more  able  member. 

W.  V.  WHITMORE, 

Chairman. 

J.  I.  BUTLER, 

H.  A.  REESE, 

V.  A.  SMELKER. 


REPORT  OF  THE  RETIRING  PRESIDENT 
of  the 

ARIZONA  STATE  MEDICAL  ASSOCIA- 
TION. 

The  new  Constitution  and  By-laws,  adopt- 
ed by  the  Arizona  State  Medical  Associa- 
tion at  its  last  meeting  in  Yuma,  called  for 
a report  of  the  outgoing  President. 

It  was  recognized  by  the  committee  ap- 
pointed to  draft  this  constitution  that  no- 
where was  there  provided  an  opportunity 
for  the  State  Association  to  learn  of  the 
activities  of  the  society  during  the  interim 
between  State  meetings. 

It  was  therefore  considered  advantageous 
to  have  the  outgoing  President  give  a brief 
account  of  the  Association’s  activities  dur- 
ing his  term  of  office. 

Although  this  change  did  not  contem- 
plate a report  this  year,  I consider  that  cer- 
tain activities  of  this  society  and  your 'out- 
going President  would  be  of  value  and  in- 
terest and  I,  therefore,  will  state  them 
briefly. 

In  July  and  August,  1926,  while  the  Pres- 
ident was  in  Europe,  very  important  meet- 
ings of  delegates  from  various  county  soci- 
eties were  held  in  Phoenix,  resulting  in  the 
adoption  of  the  excellent  fee  schdeule 
adopted  by  the  Arizona  Industrial  Commis- 
sion. 

I consider  this  agreement  between  the 
Commission  and  the  delegates  of  the  State 
Medical  Association  to  be  one  of  the  most 
constructive  pieces  of  work  ever  accom- 
plished by  the  medical  men  of  this  state. 
We  not  only  have  a good,  fair,  workable 
schedule,  but  have  the  good  will  of  the  Com- 
mission and  an  expressed  desire  of  the  Com- 
mission to  work  in  harmony  with  the  State 
Medical  Association. 

In  December,  1926,  a movement  was 
started  to  pass  through  the  State  Legisla- 
ture a Basic  Science  bill.  It  was  consid- 
ered by  the  legislative  committee  and  your 
President  that  the  time  was  opportune  and 
the  conditions  favorable  for  such  a bill. 
Had  it  not  been  for  the  bitter  and  rather 
unexpected  split  between  the  government 
forces  and  their  opponents,  it  is  quite  like- 
ly that  the  bill  would  have  passed. 

Your  President  made  three  trips  to  Phoe- 
nix in  the  interest  of  this  bill  besides  writ- 
ing numerous  letters  and  sending  many  tele- 
grams. 

The  committee  on  legislation,  of  which 
Dr.  W.  0.  Sweek  was  chairman,  worked 
with  untiring  efforts  to  put  this  bill 
through. 

We  were  given  very  strong  support  by 
Dr.  Franklin  Martin,  Director  General  of 
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the  American  College  of  Surgeons,  who 
toured  the  state  in  the  interests  of  this  bill. 
I believe  the  medical  profession  should  not 
give  up  this  fight. 

This,  or  a similar  bill  should  be  intro- 
duced again,  when  this  state  has  a har- 
monious government  and  we  as  an  associa- 
tion should  be  better  organized  for  its  pas- 
sage. 

I wish  to  congratulate  your  President, 
Charles  S.  Vivian,  on  the  excellent  program 
provided  for  the  State  Association  meeting 
in  Yuma  April  21st  to  23rd  inclusive.  To 
my  mind  this  was  the  finest  program  ever 
given  this  association. 

Your  President  wishes  to  take  this  op- 
rcTurn'ty  to  thank  all  associated  officers 
and  committees  for  their  loyal  support  dur- 
ing his  tenure  of  office. 

GEORGE  A.  BRIDGE, 

Retiring  President. 


CASE  REPORT 

G.  WERLEY,  M.  D.,  El  Paso,  Texas 

Man.  aged  4b  yrs..  came  comp>laininor  of 
heart  disease.  His  health  had  broken  down 
several  times:  first,  in  1921,  in  Chicago, 
when  x-rav  showed  the  heart  enlarged.  He 
was  dropsical,  wa^  given  an  iron  tonic  and 
recovered.  In  1923.  he  broke  down  again 
and  was  sent  to  Albuauerque  as  tubercu- 
lous. He  then  was  edematous,  dvspneic, 
and  very  pale.  He  improved  raoidlv  and 
was  soon  able  to  climb  mountains  and  walk 
many  miles. 

I saw  him  first  about  Jan.  1,  1927.  He 
was  again  in  the  same  condition  as  on  the 
two  previous  occasions.  He  was  short  of 
breath,  bad  palpitation,  and  on  walking 
there  was  pain  and  tightness  about  the 
chest,  with  aching  in  the  arms.  He  was 
taking  ten  drops  of  digitalis  three  times  a 
dav  without  benefit. 

He  was  badly  injured  in  an  auto  accident 
in  1914.  He  never  had  rheumatism  nor 
chorea.  He  is  a man  of  good  habits  and 
denies  venereal  disease. 

On  examination  the  skin  and  mucous 
membranes  were  very  pale.  The  face  and 
whole  bodv  were  edematous  and  the  belly 
one-third  full  of  fluid.  The  spleen  was  large 
and  easily  felt  and  seemed  rather  hard. 
The  liver  could  not  be  felt.  The  blood  pres- 
sure was  156  to  160.  Heart  rate  74.  The 
apex  of  the  heart  was  in  the  fifth  inter- 
space 8 cm.  from  the  midline.  There  was  a 
systolic  murmur  at  the  apex.  The  urine 
showed  no  albumin  nor  sugar,  and  there 
was  no  nocturia. 

Blood  count  on  Jan.  7th  by  Dr.  Waite: 
Reds  2,560,000;  hgb.  25  per  cent;  whites 


2100,  polys  60  per  cent,  small  monos  36  per 
cent,  large,  two  per  cent,  eosin  two  per  cent. 
No  nucleated  reds.  Marked  poikilocytosis. 
Wassermann  negative. 

He  was  put  on  Blaud’s  pills  and  has  im- 
proved very  rapidly.  Jan.  22,  his  hemo- 
globin was  40  per  cent  and  he  now  looks 
and  feels  perfectly  well.  He  has  climbed 
Mt.  Franklin  without  fatigue. 

Diagnosis:  Sp'enic  anemia.  He  has  been 

advised  to  have  his  soleen  removed.  Such 
periods  of  recovery  are  characteristic  of 
sp’enic  anenra,  and  operation  should  be 
done  now  while  his  condition  is  good. 


SOUTHWESTERN  MEETING  IN  NOVEM- 
BER IN  EL  PASO. 

A great  program  is  in  course  of  prepara- 
tion for  the  November  meeting  of  the 
Southwestern  Association.  Dr.  Hugh  W. 
Grouse  has  been  appointed  Chairman  of  the 
Committee  on  General  Program  and  with 
his  characteristic  originality  and  enthusi- 
asm, has  laid  plans  for  a meeting  which  will 
eclipse  anvtMng  ever  before  held  in  the 
Southwest.  Discarding  all  stereotyped  plans, 
it  is  his  purpose  to  have  a “Clinic  Week.’’ 
with  clinicians,  surgeons  and  specialists  of 
national  standing  to  come  to  El  Paso  and 
give  clinical  instruction  by  demonstrations, 
lectures  and  clinics  during  the  period  of  the 
meeting.  Those  who  attended  the  meeting 
in  El  Paso  two  years  ago  will  recall  the 
clinic  by  Dr.  Musser  on  diabetes;  that  is 
a sample  of  the  kind  of  program  which  Dr. 
Crouse  expects  to  have  through  the  entire 
perod  of  our  meeting. 

The  number  of  papers  will  be  limited  to 
those  who  have  some  definite  presentation 
of  value  to  make.  Members  of  the  Associa- 
tion in  New  Mexico  and  Arizona  who  desire 
to  present  papers  at  this  meeting  should 
communicate  with  Dr.  Hugh  Crouse,  Rob- 
erts-Banner Bldg.,  El  Paso,  as  early  as  pos- 
sible. 

The  meeting  dates  have  been  set  for 
November  3,  4 and  5.  Suggestion  bas  been 
made  to  Dr.  Will’s  W.  Waite,  President  of 
the  Association,  that  a four  day  meeting, 
with  such  a program  as  that  proposed, 
would  be  very  welcome  to  the  members  of 
the  Association. 


SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections 
enable  us  to  give  superior  service.  Aznoe’s  Na- 
tional Physicians’  Exchange,  30  North  Michigan, 
Chicago.  Established  1896.  Member  The  Chicago 
Association  of  Commerce. 
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GLANDULAR  FEVER  OR  INFECTIOUS 
MONONUCLEOSIS 

The  discussion  at  the  monthly  staff  meet- 
ing of  St.  Joseph’s  Hospital,  Phoenix,  on 
May  9th,  brought  out  the  fact  that  there 
has  been  an  epidemic  of  the  condition 
known  as  glandular  fever  in  Maricopa  Coun- 
ty. Also,  that  the  condition  had  been  recog- 
n'zed  by  only  a few7  of  the  physicians,  most 
of  them  confusing  it  with  adenitis  from 
throat  infection  or  with  German  measles. 

The  symptoms  are  those  seen  in  the  on- 
set of  many  acute  infections ; malaise,  fe- 
ver. usually  one  or  more  chills,  general  ach- 
ing over  the  bodv;  nausea  and  sore  throat 
occur  in  about  half  the  cases.  Enlarged 
and  tender  lymph  glands,  usually  the  post- 
auricular  and  cervical  glands,  w7ith  some- 
times a general  glandular  enlargement  is  a 
characteristic  symptom. 

The  most  characteristic  finding,  next  to 
the  enlarged  glands,  is  the  high  mononu- 
clear count,  with  a total  increase  in  the 
white  count  in  the  early  stages  of  the  dis- 
ease; this  leucocytosis  may  soon  disappear, 
though  the  mononucleosis  persists  longer, 
gradually  disappearing  during  convales- 
cence. This  mononuclear  percentage  ranges 
from  fifty  to  ninety-eight.  Most  of  the 
clinicians  present  had  seen  cases  whose  clin- 
ical picture  coresponded  writh  this  disease. 
In  very  few7  instances  had  blood  counts 
been  made.  One  patient  w7ho  came  to  the 
hospital  for  tonsillectomy  show7ed  leucocyto- 
sis with  mononuclear  percentage  of  73  to  90 
in  three  counts.  Dr.  Beauchamp  recalled 
an  epidemic  of  what  wras  called  glandular 
fever  in  Phoenix  twenty  years  ago.  (See 
review  in  this  issue.) 


WEEKLY  FIVE  MINUTE  MEDICAL 
RADIO  TALKS 

The  Arizona  State  Medical  Association  in 
conjunction  with  the  Maricopa  County  Med- 
ical Society,  are  sponsoring  weekly  five 
minute  addresses  every  Thursday  evening 
at  7 o’clock. 

A committee  of  three  members  of  the 
two  societies  are  in  direct  charge  of  the 
programs.  The  greater  part  of  the  work  in 
the  preparation  of  the  talks  is  carried  out 
by  the  committee;  it  has  been,  and  is  still, 
hoped  that  various  members  of  the  society 
will  assist  in  preparing  subject  matter  for 
the  addresses.  As  it  requires  a great  deal 
of  experience  to  properly  prepare  a five 
minute  dissertation,  it  should  be  expected 
that  the  committee  will  freely  revise  all 
manuscripts.  The  names  of  the  committee 
and  the  names  of  those  preparing  the  ad- 
dresses are  not  announced  over  the  radio. 
This  prevents  exploitation  of  individuals. 

The  members  of  the  profession  through- 
out the  state  may  have  a hand  in  this  ex- 
cellent work  by  preparing  five  minute  pa- 
pers upon  various  subjects  and  sending 
them  to  the  secretary  of  either  of  the  above 
mentioned  organizations.  They  may  also 
help  by  informing  their  patients  that  these 
talks  are  being  given  over  KFAD  every 
Thursday  evening  at  7 o’clock.  It  might  be 
w7ell  if  all  the  members  had  signs  posted  in 
their  offices  announcing  them. 

It  is  by  the  kindness  of  the  management 
of  KFAD,  owned  and  operated  by  the  Elec- 
trical Equipment  Company  of  312  North 
Central  Avenue,  Phoenix,  Arizona,  that  the 
Associations  are  enabled  to  put  on  the  talks. 
The  w7ave  length  of  KFAD  is  272.6  meters. 
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RECREATION 

Presumably  many  of  us  think  of  recrea- 
tion as  play,  a period  away  from  the  daily 
grind,  a rest,  a summer  vacation,  or  in 
some  such  terms.  No  criticism  is  or  can 
be  attached  to  any  of  these  expressions. 
The  word  recreation  has  a fuller  meaning, 
however,  than  have  even  all  these  terms 
taken  together.  The  Century  Dictionary 
says  recreation  is  from  the  Latin  word 
recreatus,  which  is  the  past  participle  of 
recreare,  and  which  means  to  create  again, 
or  anew.  It  is  in  this  sense  that  we  should 
regard  our  play  periods.  The  strict  applica- 
tion of  the  word  recreation  then  must  make 
it  synonymous  with  convalescence.  We  can 
neither  recreate  our  health  nor  can  we  con- 
valesce without  having  in  a measure  been 
ill.  It  would  also  have  to  be  presumed  upon 
this  course  of  reasoning,  that  long  periods 
of  steady  application  to  work,  in  greater  or 
less  degree,  have  depleting  effects  upon 
our  health.  Those  individuals  who  have 
so  applied  themselves  to  work  should  be  re- 
garded as  having  the  need  of  recreation, 
and  we  as  physicians  should  so  advise  them 
in  no  unmistakable  words. 

What  about  that  army  of  persons  who 
have  no  work,  and  having  none  do  none? 
Obviously  their  play,  and  idleness,  has  be- 
come their  work,  and  they,  in  just  as  posi- 
tive terms  as  used  in  the  other  instance, 
should  be  advised,  through  such  authorities 
as  can  enforce  the  orders,  to  take  recreation 
by  periods,  of  considerable  length,  of  work. 

There  will  doubtless  be  found  here  and 
there,  isolated  cases  about  which  a physi- 
cian will  necessarily  be  in  doubt  as  to 
whether  to  advise  work  or  play.  Were  the 
practice  of  medicine  a calling  requiring  no 
opportunity  for  a display  of  judgment, 
where  would  be  the  spice  of  the  work? 

Recreations  should  not  be  confined  to 
summer  vacations.  We  should  have  the 
problem  in  mind  the  whole  year  through. 

The  entire,  or  at  least  the  main  purpose 
of  the  editorial  is  that  we  ourselves  should 
not  forget  our  own  recreations,  and  more 
especially  just  now,  our  own  summer  vaca- 
tions. 


ST.  JOSEPH’S  HOSPITAL  (Phoenix) 
STAFF  MEETING 

February  14,  1927. 

Total  attendance  of  52;  47  members  of  active 
and  associate  staffs.  Dr.  Franklin  Martin  and  Mr. 
Critchfield;  three  members  of  hospital  staff. 

The  program  was  prepared  under  Dr  Kimball 
Bannister’s  supervision  and  consisted  of  a Sym- 
posium on  Obstetrics,  based  on  a review  of  the 
cases  treated  in  the  St.  Joseph’s  Hospital  and 
Deaconess  Hospital  during  the  years  1925  and 


1926.  A total  of  771  cases  were  reviewed,  341  from 
St.  Joseph’s  Hospital  and  430  from  the  Deaconess 
Hospital. 

Dr.  R.  W.  Eaton  read  a prepared  papdr  on  "Con- 
ditions in  Which  There  Are  Indications  and  Con- 
tra-Indications for  the  Use  of  Forceps,”  which  was 
discussed  by  Dr.  A.  J.  McIntyre. 

Dr.  E.  R.  Charvoz  read  a paper  on  “The  Indica- 
t ons  and  Contra-Indications  for  Cesarean  Section," 
which  was  discussed  by  Dr.  Joseph  M.  Greer. 

Dr.  Dudley  Fournier  read  a paper  on  “Manage- 
ment of  Eclampsia  and  the  Pre-Eclamptic  State." 
which  was  discussed  by  Dr.  A.  M.  Tuthill. 

Dr.  John  Wix  Thomas  read  a “Critical  Study  of 
Obstetrical  Deaths  in  the  Phoenix  Hospitals  for 
1925  and  1926.” 

Dr.  Kimball  Bannister  summarized  the  situation 
mder  the  title,  “Are  We  Practicing  Good  Obste*- 
rics?” 

Dr.  W.  W.  Watkins  presented  a brief  comment 
on  the  “Obstetrical  Data  and  Records  of  the  Hos- 
pital.” 

Dr.  Franklin  Martin  spoke  for  several  minutes; 
he  commented  very  favorably  on  the  character  ot 
program  and  study. 

Mr.  Critchfield,  who  is  the  Field  Representative 
of  the  Gorgas  Memorial,  spoke  briefly  about  tha' 
project. 

The  papers  and  discussions  of  this  program  will 
1*3  printed  in  Southwestern  Medicine,  so  no  sum- 
mary of  these  are  made  here. 

W.  WARNER  WATKINS,  Sec’y. 

March  19th,  1927. 

Twenty-six  members  of  the  staff  were  present, 
with  two  visitors. 

The  program  had  been  prepared  under  the  super- 
vision of  Dr.  Fred  Holmes,  and  consisted  of  a 
Symposium  on  Surgical  Lesions  of  the  Chest,  based 
on  the  cases  treated  in  the  hospital  during  the 
past  two  years,  numbering  about  seventy-five  cases. 

The  subject  which  was  to  have  been  handled  by 
Dr.  S.  D.  Whiting,- — “Empyema,”  was  presented  by 
Dr.  Holmes.  Dr.  Holmes  was  forced  to  take  over 
this  subject  at  the  last  moment,  and  reviewed  the 
twenty-n'ne  cases  of  this  lesion  treated  in  the  hos- 
pital in  two  years,  seventeen  of  whom  made  com- 
plete recovery,  two  deaths  and  two  still  under 
treatment. 

Dr.  W.  O.  Sweek  opened  the  discussion,  giving 
the  results  in  ten  of  the  patients  who  had  been 
treated  by  him  with  his  gas  machine. 

Dr.  J.  M.  Greer  discussed  the  surgical  indications 
and  necessity  for  early  treatment.  Many  cases 
break  down  again  many  months  after  apparently 
healing. 

Dr.  J.  F.  Milloy  told  about  a case  whose  empy- 
ema ruptured  into  the  lung. 

Dr.  Victor  Randolph  presented  the  subject  of 
‘Lung  Abscess  ” This  was  discussed  by  Dr.  Harry 
J.  Felch. 

Dr.  G.  E.  Goodrich  did  not  believe  there  is  any 
such  thing  as  medical  treatment  of  lung  abscess. 

Dr.  J.  J.  McLoone  does  not  believe  tonsillectomy 
is  a frequent  cause  of  lung  abscess. 

Dr.  E.  W.  Phillips  read  a paper  on  “Thoro- 
coplasty.”  with  critical  review  of  the  cases  in  the 
records.  It  was  discussed  by  Dr.  Willard  Smith. 
Paper  and  discussion  were  Dublished  in  the  May 
issue  of  Southwestern  Medicine. 

Dr.  S I.  Bloomhardt  read  a paper  on  “Anes- 
thesia in  Chest  Surgery.”  This  was  discussed  by 
Dr.  H.  R.  Carson. 

Dr.  W.  W.  Watkins  showed  the  x-ray  illustra- 
tions of  several  interesting  thoracic  conditions  in 
the  hospital  during  the  period  under  discussion; 
non-encapsulated  emoyema;  encapsulated  em- 
pyema; old  empyema  fistula  injected  with  lipiodol; 
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subdiaphragmatic  abscess;  basal  abscess  outlined 
with  lipiodol;  echinococcus  cyst  in  right  lung;  sub- 
phrenic  abscess;  with  pneumoperitoneum. 

This  was  a very  excellent  program  and  deserved 
a much  larger  attendance. 

W.  WARNER  WATKINS.  Sec’y. 

April  11,  1927. 

Twenty-five  members  of  the  staff  in  attendance. 

The  program  was  on  the  subject  of  Chronic  Ap- 
pendicitis, completing  the  study  of  the  appendi- 
citis cases  operated  on  in  the  hospital  during  the 
years  1924,  1925  and  1926.  It  was  prepared  undei 
the  supervision  of  Dr.  E.  Payne  Palmer. 

Dr.  F.  ,T.  Milloy  presented  the  subject  of  “Symp- 
toms and  Diagnosis  of  Chronic  Appendicitis  in 
Adults,”  which  was  discussed  by  Dr.  L.  H.  Thayer. 

Dr.  F.  C.  Jordan  presented  the  subject  of  “Symp- 
toms and  Diagnosis  of  Chronic  Appendicitis  in 
Children,”  with  discussion  opened  by  Dr.  J.  E. 
Drane. 

Dr.  W.  W.  Watkins  discussed  the  x-ray  findings 
in  chronic  appendicitis  in  children. 

Dr.  Dunne,  of  Minneapolis,  a winter  visitor  in 
Phoenix,  gave  a very  interesting  discussion. 

Dr.  Roy  E.  Thomas,  of  Los  Angeles,  a visitor, 
gave  a brief  discussion,  by  invitation. 

Dr.  H.  P.  Mills  presented  the  “X-ray  Diagnosis 
and  Pathology,”  which  was  briefly  discussed  t/y 
Dr.  H.  L.  Goss. 

Dr.  R.  T.  Franklin  presented  an  “Analysis  of 
Final  Results  in  Chronic  Appendicitis."  based  on 
returns  from  a questionaire  sent  to  125  patients 


This  was  discussed  by  Dr.  T.  W.  Woodman  and 
Dr.  W.  O.  Sweek. 

It  is  expected  that  these  papers  and  discussions 
will  appear  in  a subsequent  issue  of  Southwestern 
Medicine,  so  no  summary  of  them  is  given  here. 

W.  WARNER  WATKINS,  Ssc'y. 

May  9,  1927. 

There  were  thirty-six  members  of  the  staff  pres- 
ent. 

The  program  had  been  prepared  by  Dr.  K.  Ban- 
nister. and  consisted  of  a group  of  selected  cases. 

Three  cases  of  Pulmonary  Edema  were  discussed, 
one  by  Dr.  Willard  Smith  and  two  by  Dr.  F.  J. 
Milloy,  all  had  died. 

Dr.  Milloy  also  discussed  a case  which  had  been 
diagnosed  as  Landry’s  Paralysis,  who  had  died, 
but  autopsy  could  not  be  secured. 

Dr.  Edgar  H.  Brown  discussed  a case  with  symp- 
toms referable  to  the  spine.  It  was  suspected  of 
being  a cord  tumor,  but  Dr.  Brown  regarded  it 
as  a case  of  spinal  arthritis. 

A general  discussion  was  engaged  in  over  the 
prevailing  epidemic  of  Acute  Glandular  Fever  (In- 
fectious Mononucleosis).  Dr.  H.  P.  Mills  presenten 
the  findings  on  one  patient  who  had  entered  the 
hospital  for  tonsillectomy,  and  blood  counts  showed 
a persistently  high  mononuclear  count. 

It  was  evident  that  many  case  of  glandular  fever 
had  been  observed  in  Phoenix,  very  few  of  the 
physicians  recognizing  it. 

The  Staff  adjourned  to  meet  again  in  Septem- 
ber. 

W.  WARNER  WATKINS.  Sec  y. 


Pliant  X'Ray  Supplies  PDQ  ? 


There  are  over  30  District  Tranches  now  es- 
tablished  by  the  Victor  X-Ray  Corporation 
throughout  U.  S.  and  Canada.  These  branches 
maintain  a complete  stock  of  supplies,  such  as 
X-ray  films,  dark  room  supplies  and  chemicals, 
barium  sulphate,  cassettes,  screens,  Coolidge 
tubes,  protective  materials,  etc.,  etc.  Also 
Physical  Therapy  supplies. 

The  next  time  you  are  in  urgent  need  of  supplies  place 
your  order  with  one  of  these  Victor  offices,  conveniently 
near  to  you.  You  will  appreciate  the  prompt  service,  the 
Victor  guaranteed  quality  and  fair  prices. 

Also  facilities  for  repairs  by  trained  service  men.  Careful 
attention  given  to  Coolidge  tubes  and  Uviarc  quartj 
burners  received  for  repairs. 

VICTOR  X-RAY  CORPORATION 

Main  Office  and  Factory:  2012  Jackson  Blvd.,  Chicago 


Os- 


Victor  X-R-P  Safe 

A lead-lined  steel  cabinet  for  storing 
films  and  loaded  cassettes. 

Write  supply  sales  division  for  price 
and  detailed  information. 


(Quality  Dependability  Service  Quick  - Delivery 

~ ~ ‘Price  applies  to  Ml  ~ - 


-X 


Dallas,  Texas — Victor  X-ray  Corporation  of  Texas,  2503  Commerce  St. 
Regional  Service  Depots: 

San  Antonio:  Medical  Arts  Bldg.  Houston:  Medical  Arts  Bldg. 
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IMPRESSIONS  OF  INFECTIOUS  MONO- 
NUCLEOSIS-AFTER A PERUS- 
AL OF  ALL  AVAILABLE 
LITERATURE. 

By  ORVILLE,  HARRY  BROWN 

The  first  reference  in  the  literature  is  probably 
by  Filotow,  in  1886. 

Pfeiffer  definitely  described  the  clinical  syndrome 
under  the  title  of  “Glandular  Fever,”  in  1889. 

In  1920,  Sprunt  and  Evans  applied  the  name  “In 
fectious  Mononucleosis.” 

The  condition  seems  to  be  a clinical  entity  of  un- 
known etiology. 

Various  types  of  bacteria  have  been  found  asso- 
ciated. The  sirilla  and  fusiform  bacilli  have  been 
encountered  with  such  frequency  as  to  suggest  a 
possible  association.  There  is  evidence,  however, 
that  there  is  no  direct  connection  between  Vincents 
Angina  and  the  Mononucleosis. 

The  portal  of  entry  of  the  causative  agent  is  al- 
most certain  to  be  the  mouth — probably  most  com- 
monly the  tonsil. 

The  clinical  manifestations  are  those  of  an  acute 
infectious  process,  which  lasts  about  two  weeks. 

The  patient  may  be  extremely  ill  with  high  fever, 
aching,  malaise,  etc.,  or  the  illness  may  be  so  that 
the  general  symptoms  are  not  severe. 

The  lymph  nodes — especially  of  the  cervical  reg- 
ion— enlarge  to  perhaps  one-half  inch  in  diameter 
and  are  tender. 

The  enlargement  of  the  lymph  nodes  is  the  out- 
standing fact  especially  where  the  general  symptoms 
are  mild. 

The  lymph  node  enlargement  may  be  extensive. 

It  usually  endures  for  two  to  four  or  even  more 
months. 

The  characteristic  blood  finding  is  a leucocytosis 
of  moderate  grade.  The  leucocyto  count  however 
may  not  be  inreased.  It  rarely  exceeds  30,000. 

There  is  always  a relative  increase  of  the  lym- 
phocytes of  50  to  98  per  cent.  The  granular  cells 
are  not  increased;  they  may  even  be  decreased. 

Because  of  this  high  per  cent  of  lymphocytes  it  is 
believed  that  there  may  be  a relationship  between 
infections  mononucleosis  and  lymphatic  leukemia. 

The  differential  diagnosis  is  ordinarily  not  dif- 
ficult. 

A number  of  cases  have  had  a rash  which  has 
been  misinterpreted  as  German  measles. 

The  prognosis  is  favorable.  Four  deaths  how- 
ever have  been  reported. 

The  convalesence  is  slow — often  requiring 
months. 

The  treatment  is  symptomatic. 


REVIEW  OF  LITERATURE  ON  INFECTIOUS 
MONONUCLEOSIS. 

Filatow1  in  1886  probably  first  described  cases 
of  the  clinical  syndrome  now  known  as  infectious 
mononucleosis,  although  the  credit  is  generally 
given  Pfeiffer  as  being  the  first  to  describe  it. 

Pfeiffer2  in  1889  first  described  what  he  desig- 
nated “Glandular  Fever.”  The  chief  essentials  o: 
his  descriptions  are  that  the  patients  had  enlarged 
tender  lymph  nodes,  especially  in  the  cervical  re- 
gions and  fever,  both  of  a few  weeks  duration 
which  ended)  in  recovery. 

Karsakoff3,  Lublinski4,  Schlissner5,  Hall",  Terflin- 
ger,  Tschaigajew3,  Jones’.  Crane10,  Jackson  and 
Smith”,  Vipoad12,  Ludke13,  West14,  Byers15,  Stark"', 
Whitney”  and  others  were  among  early  writers  up- 
on glandular  fever.  In  the  main  they  added  but 
little  to  Pfeiffer’s  original  description.  Their  de- 
scriptions picture  an  acute  febrile,  recoverable  dis- 
ease lasting  ten  to  thirty  days  characatrized  by  en- 
larged lymph  nodes  especially  of  the  cervical  re- 


gions. They  sometimes  found  concomitant  respira- 
tory tract  infection.  West’s  report  was  upon  an 

epidemic  of  96  cases.  None  of  these  writers  re- 
ported blood  studies. 

Turck13  in  1907  reported  three  persons  with 
acute  infectious  processes  and  a mononucleosis. 
One  case  also  had  an  angina  and  glandular  en- 
largement. 

Clemens19  had  16  cases  of  glandular  fever  in  an 
orphan  asylum  for  boys.  He  found  that  there  was 
a definite  incubation  period  of  from  seven  to  ten 
days.  His  epidemic  ended  with  fumigation  of 
the  dormitory.  All  cases  occurred  in  the  one  dorm- 
atory.  One  node  suppurated  and  from  this  he  ob- 
tained streptococci  which  proved,  however,  to  be 
non-pathogenic  for  rabbits.  The  suboccipital,  mas- 
toid, parotid  and  the  inguinal  nodes  were  enlarged 
in  no  case  Neither  were  the  spleens  and  livers 
enlarged.  The  initial  symptoms  were  stiff  neck, 
general  myalgia,  pain  on  deglutition,  and  enlarge 
ment  of  cervical  nodes.  Nephritis  occurred  as  a 
common  complication.  Hyperemia  of  the  discs  or 
optic  neuritis  develpoed  in  ten  cases. 

Burns3''  found  that  the  incubation  period  may  be 
as  short  as  24  hours.  The  leucocytes  in  his  cases 
varied  from  18,000  to  26.400. 

Haas21  says  the  chief  symptoms  are  fever,  pros- 
tration and  acute  painful  swellings  of  lymph  nodes, 
especially  of  the  neck — occurring  in  epidemics. 

Galli22  says  Pfeiffer’s  disease  may  last  much 
longer  than  four  or  five  days.  When  such  occurs 
he  thinks  it  is  the  result  of  work  of  diphtheria 
bacilli.  He  found  the  bacilli  in  seven  such  cases 
an  antitoxin  brought  about  a prompt  cure  of  all. 

Marchand23  reports  one  case.  Cabot24  in  1913  re- 
ported four  cases  with  acute  lymphadenitis  and 
an  acute  infection.  His  blood  studies  showed  that 
the  leucocytes  varied  from  9000  to  30,000,  with  the 
monocytes  running  from  67  to  82'  per  cent. 

Hall23  in  1914  writes  of  a case  of  acute  leukemia 
which  made  prompt  recovery  and  which  is  now 
believed  to  be  infectious  mononucleosis.  The 
leucocytes  reached  35,000  with  89.6  per  cent  of 
mononucleocytes. 

Sprunt  and  Evans26  in  1921  reported  six  cases  of 
this  condition  giving  the  name  to  it  of  infectious 
mononucleosis.  They  believed  that  the  infectious 
agent  reaches  the  nodes  from  the  upper  respiratory 
tract.  The  lymphocytosis  is  not  merely  an  indi- 
vidual response;  to  infection  as  tonsillitis  in  one 
case  after  disappearance  of  the  acute  condition  of 
mononucleosis  caused  the  typical  blood  changes. 

Blaedorn  and  Houghton27  recited  the  records  of 
four  cases  and  used  the  name  lymphoblastosis. 
They  found  spiral  organisms  and  fusiform  bacilli 
in  three  of  these  four  cases  and  were  inclined  to 
attach  thereto  an  etiologic  significance. 

Morse2*  emphasizes  that  the  disease  with  which 
we  are  dealing  has  a tendency  to  recur  after  ap- 
parent intervals  of  quiescence.  For  this  reason 
many  cases  go  unrecognizzed  especially  in  the  in- 
terval following  the  periods  when  it  has  not  been 
heard  of  for  a time.  Concerning  differential  diag- 
nosis he  says  it  must  be  not  confused  with  lym- 
phatic leukemia.  There  is  little  else  with  which 
it  may  easily  be  confused.  He  reports  two  cases. 

Zimmerman29  stresses  the  importance  of  the 
throat  as  the  portal  of  entry;  patients  usually  re- 
cover. but  convalescence  is  slow  and  poor  health 
is  apt  to  prevail  for  a long  time;  death  rarely 
occurs  and  when  it  does  it  is  from  nephritis;  oc- 
casionally a lymph  node  may  go  on  to  suppuration. 
Anemia  usually  endures  afterward. 

Tidy  and  Morley30  reported  three  cases  under 
the  name  glandular  fever.  The  authors  say  they 
find  in  the  literature  records  of  four  deaths  from 
this  disease.  They  surveyed  the  literature  of 
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glandular  fever  and  believe  it  to  be  identical  with 
infectious  mononucleosis. 

Longscope31  in  1922  wrote  under  the  beading  "In- 
fectious Mononucleosis  (Glandular  Fever)  with  a 
report  of  ten  cases,  “reviewing  the  literature.  All 
of  his  ten  cases  had  enlarged  lymph  nodes,  fever 
of  few  weks  duration,  a mononucleosis,  and  com- 
plete recovery.  Eight  of  the  ten  cases  had  en- 
larged spleens;  seven  had  symptoms  of  infection 
of  the  upper  respiratory  tract.  The  highest  num- 
ber of  leucocytes  in  these  ten  cases  was  about 
25,000  and  the  greatest  percentagei  of  monocytes 
was  95;  and  both  these  high  counts  were  in  the 
same  patient  and  practically  concomitant.  The  per- 
centage of  monocytes  is  highest  in  those  cases 
as  a rule  with  the  highest  leucocyte  counts. 

The  duration  of  the  acute  manifestations  was 
usually  two  to  three  weeks,  but  the  return  to  nor- 
mal required  months — as  much  as  four  months  .n 
at  least  part  of  the  cases. 

The  characteristic  mononuclear  cell  type  is  one 
not  ordinarily  found  in  normal  blood.  They  were 
larger  than  lymphocytes  and  had  oval  kidney- 
shaped tabulated  nucleii  stain'ng  deeply  with. 
Wright’s  stain.  The  nucleii  may  or  may  not  near- 
ly fill  the  cell.  The  cells  had  no  definite  granules. 
They  did  not  display  an  oxidase  re-action  as  do 
myelocytes. 

Downey  and  Mckinlay3'  found  Vincent’s  organisms 
in  some  of  their  cases  but  the  throats  did  not  have 
a typical  appearance  of  Vincent’s  Angina.  One  ot 
their  patients  had  a diffuse  hemorrhagic  rash. 

Baader33  found  liver  enlargement  in  most  of  his 
cases. 


Hopmann"  to  determine  that  cases  of  infectious 
mononucleosis  would  respond  to  stimulating  agents 
just  as  would  other  individuals,  gave  intramuscu- 
larly one  cc  of  milk,  after  recovery,  and  a leu- 
cocytosis  of  13,800,  developed  with  80  per  cent  of 
them  polynuclears. 

Tidy35  says  the  only  definite  complication  of  this 
condition  is  hemorrhagic  nephritis.  He  reports  an 
epidemic  of  infectious  mononucleosis  in  a school 
where  there  were  thirty  boys  and  twenty-four  of 
them  had  the  disease. 

Deuissing311  had  three  cases  who  were  apparently 
typical  cases  of  infectious  mononucleosis.  The  Leu- 
cocytes reached  19,500  and  the  monocytes  87  per 
cent. 

Coon  and  Hewlis"7  isolated  diphtheroid  bacilli 
from  an  excised  tonsil  and  also  from  an  excised 
lymph  node,  which  in  guinea  pigs  fulfilled  Koch's 
postulates. 

Mackey  and  Wakefield33  report  a case  of  infec- 
tious mononuclecsis  with  jaundice.  It  is  their  opin- 
ion that  other  cases  of  jaundice  may  have  ..-een 
reported  as  such  ,wh.eu  infectious  mononucleosis 
was  really  the  diagnosis.  In  addition  to  displaying 
the  usual  and  characteristic  manifestations  and 
the  jaundice  there  was  epigastric  pain  and  gen- 
eral abdominal  tenderness  and  an  enlarged  liver. 
The  enlargement  of  the  liver  has  been  noted  oc- 
casionally by  other  writers. 

Salvesen  and  Magnussen39  had  two  young  men 
with  moderately  swollen  lymph  nodes,  most  promi- 
nent in  the  neck,  sore  throat,  fever  and  an  in- 
crease of  the  leucocytes,  75  per  cent  of  which  were 
lymphocytes.  One  case  was  later  injected  with 
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sterile  milk  and  there  resulted  the  usual  increase 
of  neutrophiles,  which  showed  that  a mononulcleo- 
sis  was  not  his  normal  reaction  to  infection. 

Jager4"  reports  two  cases  of  infectioys  mononu- 
cleosis, both  of  whom  had  enlarged  spleens,  and 
lymph  nodes,  with  fever  and  abdominal  pains. 
In  one  case  the  abdominal  pain  was  of  such  se- 
verity, with  nausea,  vomiting  and  fever  as  to  sug- 
gest an  acute  surgical  condition  of  the  abdomen. 

Cottrell41  reports  twelve  cases  and  says  all  nad 
sore  throats  as  a precursor  to  the  condition.  In 
seven  ulceration  or  exudate  on  the  tonsil  existed; 
all  but  one  of  the  others  had  congestion  of  the 
fauces  or  pharynx  and  that  one  was  not  seen  early. 
In  six  of  the  seven  with  exudate  or  ulceration  the 
spirilla  and  fusiform  bacilli  were  present,  and  the 
clinical  appearances  of  the  throats  and  the  fetid 
odor  were  characteristic  of  Vincent’s  Angina. 

The  enlargement  of  the  lymph  nodes  was  about 
as  has  generally  been  described.  The  spleen  was 
enlarged  in  75  per  cent  of  the  cases.  He  says  the 
nodes  were  moderately  tender.  The  surround. ng 
tissues  may  be  edamtous  and  swollen. 

Cottrell  also  says,  the  leucocyte  counts  vary  from 
normal  to  31,000 — 12,000  to  15,000  being  the  r ie. 
The  characteristic  cell  is  a young  lymphocyte  or 
lymphoblast  which  constitute  40-75  per  cent  of  all 
leucocytes. 

The  blood  picture  remains  long  after  all  acute 
manifestations  of  the  disease  are  gone,  but  does  re- 
turn to  normal. 

The  grandular  cells,  it  would  seem,  have  a ten- 
dency to  L'e  suppressed  or  actually  decreased  dur- 
ing an  acute  attack  of  infectious  mononucleosis. 
No  tendency  to  hemorrhage  was  observed.  Blood 


cultures  gave  nothing  to  which  importance  could 
be  attached. 

Cottrell  says  the  portal  of  entry  of  the  unknown 
causative  agent  is  through  the  tonsils  and  lym- 
phoid tissue  of  the  pharynx. 

From  the  standpoint  of  differential  diagnosis 
there  are  very  few  diseases  with  which  infectious 
mononucleosis  can  be  easily  confused.  Pertussia, 
Malta  fever,  etc.,  produce  lymphocytosis  but  they 
have  other  characteristic  features  which  make 
their  elimination  easy.  He  says  Sanders42  reported 
one  case  of  Ludwigs  angina  with  96  per  cent  ot 
lymphocytes,  which  he  even  suspected  were  non- 
granular  myeloblasts. 

Cottrell  refers  to  two  cases  of  generalized  tuber- 
culosis, reported  one  each  by  Weichmann43  and 
Landon44,  both  with  blood  picutres  of  leukemia — 
one  myelogenous  and  the  other  lymphatic.  In  acute 
leukemia  the  leucocytes  usually  far  outnumber 
25,000  to  30,000  which  is  about  the  upper  limit  for 
the  leucocytes  in  infectious  mononucleosis;  leu- 
kemia is  characterized  also  by  anemia,,  purpura, 
and  progressive  deterioration.  He  says  Downey'4 
is  certain  that  the  differential  diagnosis  can  be 
made  upon  the  blood  picture  alone. 

Another  condition  to  be  differentiated  is  agranu- 
locytic angina  described  by  Schenck  and  Pepper41, 
Moore  and  Weider411,  Lauter5",  Lovett01,  Leon52  and 
Skiles50;  this  is  characterized  by  severe  ulcerative 
angina,  extreme  leuicopenia,  profound  toxemia,  un- 
favorable prognosis,  and  tendency  to  occur  in  mid- 
dle aged  women. 

Fox54  summarizes  his  histologic  studies  of  lymph- 
oid tissue  taken  from  cases  of  infectious  mono- 
nucleosis as  follows: 

“Observations  on  the  history  of  lymphatic 
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tissue  removed  during  the  course  of  infectious 
mononucleosis  and  on  the  staining  by  the  supra- 
vital technic  of  cells  from  a.  lymph  node  in  one 
case  are  reported. 

“The  lymphatic  tissue  showed  marked  hyper- 
plasia, notably  of  the  small  lymphoid  cells  and  to 
a less  extent  of  the  large  mononuclears.  Phagocy- 
tosis of  fragments,  but  not  of  whole  cells,  was 
seen.  The;  lymphocytes  appeared  quite  soft  ana 
degenerating.  By  supravital  staining  the  cells  cor- 
respond with  the  lymphoid  elements.  No  mon- 
ocytes were  seen. 

“The  histology  of  infectious  mononucleosis  seems 
not  to  be  very  distinctive,  unless  it  be  that  there 
•s  a marked  hyperplasia  of  all  elements  with  an 
attempt  to  retain  the  architecture  of  lymph  nodes. 
According  to  our  tissue,  however,  there  should  no 
no  confusion  with  any  chronic  lymphadenopatny 
at  the  height  of  development  of  mononucleosis." 
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DEACONESS  HOSPITAL  (Phoenix) 
STAFF  MEETING 

The  medical  and  surgical  staff  of  the  Arizona 
Deaconess  Hospital  met  Monday  evening,  February 
28th,  8 p.  m.,  at  the  hospital  with  42  in  attendance. 
The  minutes  of  the  last  council  meeting  were  read. 
The  chairman  of  the  records  committee  reported 
upon  the  records  of  the  cases  who  died  during  the 
past  month  as  follows: 

Case  131.  Man,  age  not  given,  entered  January 
24t4h  and  died  the  next  day.  Double  lobar  pneu- 
monia; patient  in  extremis  on  entrance. 

Case  131.  Man,  age  41,  entered  January  24,  and 
died  the  next  day,  wtih  diagnosis  of  advanced  tu- 
berculosis. Patient  in  eytremis  on  entrance;  there 
was  probably  some  acute  chest  complication. 

Case  127.  Man,  age  33,  entered  January  23rd ; dying 
on  the  25th  from  general  peritonitis  following  opera- 
tion at  which  a ruptured  gangrenous  appendix  was 
found.  Case  is  interesting  in  that  the  history  and 
physical  findings  were  so  misleading.  Disturbance 
started  with  abdominal  distress  and  diarrhea,  pa- 
tient’s wife  having  same  symptoms.  Was  ascribed  to 
acute  indigestion  from  eating  canned  meat.  Seen 
by  another  doctor  in  consultation  on  Saturday  at 
which  time  there  was  fever,  with  vomiting  and  gen- 
eral tenderness  over  abdomen  but  no  rigidity  any- 
where, and  bowels  had  moved  six  or  eight  times  in 
24  hours.  Seen  again  on  Saturday  when  he  was  still 
having  pain  and  diarrhea  but  still  no  abdominal 
rigidity.  At  4 p.  m.  Sunday  there  was  a severe  at- 
tack of  pain  and  following  this  rigidity  developed. 
He  was  operated  at  9 p.  m.,  finding  appendix  gan- 
grenous and  ruptured  and  peritonitis  present. 

Case  104.  Man,  entered  January  20,  dying  next 
day  from  pneumonia,  said  to  have  been  of  eight  days 
duration.  Diagnosis  of  acute  nephritis  with  nota- 
tion that  he  had  the  nephritis  before  the  pneumonia 
developed.  Very  inadequate  history. 

Case  193.  Woman,  age  50.  Illness  of  about  a 
month’s  duration;  surgeon  does  not  state  how  long 
she  had  been  under  his  own  care.  Entered  January 
20  with  diagnosis  of  abscess  in  appendix  region. 
Operated  on  24th,  after  having  refused  operation 
when  first  entering  hospital.  Many  coils  of  bowel 
adherent,  with  appendix  ruptured  with  abscess 
formation;  abscess  drained.  Patient  died  on  on  the 
the  27th. 
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Case  53.  Man,  age  51,  entered  January  13,  died 
on  the  15th,  with  diagnosis  of  left  lobar  pneumonia. 
Started  with  a cold  about  a week  previous,  pneu- 
monia developing  in  typical  manner  with  chill. 

Case  3.  Man,  age  56,  entered  January  10th,  died 
on  the  14th.  Fractured  spine  from  fall  from  tree. 
Case  has  been  reviewed  in  staff  meeting. 

Case  26.  Married  woman,  entered  January  26th, 
in  stupor.  Discharging  sinuses  about  rectum  and 
perineum;  sinuses  infected  with  “screw”  worms. 
No  history  could  be  obtained.  After  death,  partial 
autopsy  was  done,  showing  gangrenous  ileum  and 
ascending  colon. 

Case  1977.  Cause  of  death  given  as  asthma.  Pa- 
tient was  a Portorican,  picked  up  on  the  street  and 
brought  to  the  hospital.  He  had  extreme  dyspnea 
and  cyanosis,  with  enlarged  heart.  Probably  some 
circulatory  lesion  rather  than  asthma. 

Case  1908.  Woman  entering  hospital  for  eclamp- 
sia; cesarian  section  was  done.  She  developed  pneu- 
monia and  died  22  days  after  the  operation.  Diag- 
nosis of  acute  endocarditis  and  insanity. 

The  further  program  consisted  of  an  analysis  of 
40  cases  of  gall  bladder  disease. 

Dr.  Gudgel  presented  the  analysis  from  the  diag- 
nostic standpoint  (not  including  the  laboratory  find- 
ings). He  said  that  an  analysis  of  these  cases  show- 
ed that  the  only  symptom  present  of  any  importance 
was  pain  in  the  right  upper  abdominal  quadrant. 
Nearly  all  cases  have  had  more  than  one  acute  attack; 
four  cases  had  jaundices;  11  had  subacute  or  chron- 
ic appendicitis;  one  case  had  pancreatitis;  four  cases 
had  gall  stones;  three  cases  had  empyma  of  the  gall 
bladder;  and  five  had  cholecystitis. 

There  are  two  classes  of  gall  bladder  disease — 
one  with  pain  and  the  other  ■without  pain.  Women 
are  affected  more  than  are  men.  Those  who  lead 
an  inactive  life  and  over  eat  are  more  often  affected 


than  those  who  are  active  and  do  not  over  eat.  Gall 
bladder  disease  is  prone  to  follow  typhoid,  pneu- 
monia, and  gastro-intestinal  diseases.  Many  per- 
sons have  gall  stones  without  symptoms.  One  should 
palpate  from  the  upper  abdomen  in  the  right  nipple 
line  between  each  two  ribs  until  the  nipple  is  reach- 
ed. In  like  manner  do  the  axillary  and  scapular 
lines.  Many  areas  of  tenderness  are  apt  to  be  found 
in  gall  bladder  disease. 

Dr.  Jordan’s  discussion  was  as  follows: 

I will  discuss  mainly  a few  points  in  the  differ- 
ential diagnosis  of  gall  bladder  disease. 

Pain,  the  most  common  symptom,  may  be  due  to 
angina  pectoris  of  the  low  or  abdominal  type.  This 
is  not  uncommon  in  those  patients  with  evidences  of 
arteriosclerosis  who  are  past  the  age  of  forty.  Re- 
lief with  nitroglycerin  points  to  an  angina. 

Pain  from  a kink  in  the  right  ureter  or  a stone 
in  the  right  kidney  can  usually  be  distinguished  by 
the  radiation  of  the  pain  to  the  genitalia  and  the 
appearance  of  blood  and  not  bile  in  the  urine.  Lead 
colic  often  shows  the  lead  line  along  the  margin  of 
the  gums  and  must  be  looked  for  in  painters  and 
workers  in  lead. 

The  crises  of  tabes  dorsalis  are  often  mistaken 
for  gall  stone  colic,  and  special  search  should  be 
made  for  past  syphilitic  infections,  loss  of  patellar 
reflexes,  and  pupillary  changes.  A ruptured  duo- 
denal ulcer,  acute  pancreatitis  and  gangreous 
cholecystitis  may  be  distinguishable. 

The  pain  of  acute  appendicitis  with  a high  appen- 
dix usually  extends  from  below  upwards  and  a rec- 
tal examination  may  reveal  a right  sided  tenderness 
not  found  in  gall  bladder  disease.  A pneumonia  or 
pleurisy  with  or  without  an  effusion  may  cause  se- 
vere pain  and  necessitates  careful  and  repeated  ex- 
amination of  the  chest.  With  liver  abscesses  we  have 
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an  enlarged  and  tender  liver  with  chills,  fever  and 
sweats. 

A mass  if  found  in  the  gall  bladder  region  may 
be  a distended  gall  bladder  usually  due  to  a cho- 
lecystitis, a stone  in  the  cystic  duct  or  a cancer 
causing  obstruction  to  the  common  duct  from  with- 
out. If  the  gall  bladder  is  palpable  and  not  malign- 
ant it  is  smooth,  tense  and  movable.  A hydatid 
cyst  is  smooth  and  firm  but  it  enlarges  very  slowly, 
causes  very  little  pain  and  is  not  movable.  If  the 
enlargement  is  uneven  and  hard  or  if  you  have  an 
increasing  jaundice  with  loss  of  weight  and  strength, 
it  invariably  means  malignancy. 

Dr.  H.  L.  Goss  gave  an  analysis  of  36  cases  of 
gall  bladder  from  the  laboratory  standpoint,  as 
follows : 

Urinary  findings  in  the  complete  series  presented 
no  marked  abnormalities  aside  from  traces  of  sugar 
in  two  cases,  albumen  in  two,  and  diacetic  acid  in 
one. 

The  blood  picture  revealed  one  case  of  secondary 
anemia  four  showing  leucocytosis  and  three  leu- 
copoena.  In  three  cases  the  coagulation  time  was 
increased,  and  one  positive  blood  Wassermann  was 
found  in  a case  of  cholelithiasis.  The  bacteria  in- 
volved in  sit  cases  of  cholecystitis  were  the  colon  bac- 
illus. streptococcus,  staphlococcus,  pneumococcus  and 
the  micrococcus  catarrhalis.  Cultures  were  not 
made  in  all  cases  and  two  were  found  to  be  sterile. 

Twenty  nine  cases  had  no  radiographic  reports 
probably  because  reports  were  not  sent  to  the  hos- 
pital, when  films  were  taken  by  outside  laboratories. 
Among  the  seven  cases  radiographed,  one  was  made 
of  the  chest,  leaving  six  referable  to  the  gall  bladder 
and  gastro  intestinal  tract.  Four  cases  comprised 
carcinoma  of  the  stomach,  chronic  appendicitis,  tu- 
berculosis of  the  colon  and  appendix  and  duodenal 
obstruction  caused  by  adhesion  to  the  gall  bladder. 
Of  the  two  cases  remaining  one  report  was  negative 
where  calculi  were  found  at  operation;  and  one  gall 
bladder  was  not  visualized,  there  being  however  a 
stone  in  the  common  duct. 

Seven  radiographic  reports  out  of  thirty-six  is 
about  seventeen  per  cent  of  the  total  which  is  much 
too  small  for  any  grade  A hospital. 

In  view  of  the  recent  improvement  in  the  gall 
bladder  visualization  by  the  use  of  sodium  tetra- 
bromphenolphthalein,  physicians  may  now  be  more 
certain  than  formerly,  of  getting  definite  informa- 
tion from  gall  bladder  films,  especially  of  chole- 
sterin  stones  which  are  usually  not  visible. 

Dr.  Stroud’s  analysis  from  the  surgical  stand- 
point is  as  follows: 

I can  understand  Dr.  Watkin’s  apparent  displeas- 
ure when  looking  over  the  records  as  some  of  the 
history  sheets  and  physical  records  are  absolutely 
blank,  while  others  are  not  full  enough.  A few  very 
excellent  records  have  been  kept.  Some  of  the 
records  are  still  unsigned  as  well  as  final  results 
marked.  Certainly  a-  surgeon  is  enough  interested 
in  his  case  to  sign  his  name.  He  ought  to  be  in- 
terested in  the  hospital,  that  permits  him  to  work, 
enough  to  do  that  much. 

For  pre-operative  roentgenology  of  the  cases  only 
a few  of  the  cases  give  any  clue  as  to  whether  this 
was  done.  When  it  is  mentioned  in  the  physical 
diagnosis  the  pathologists’s  report  is  not  ordinarily 
included  in  the  history  making  it  difficult  to  prove 
the  x-ray  diagnosis  with  the  operative  findings.  This 
is  important  to  check  up  the  results  of  roentgenology. 
Hard  would  it  be  indeed  to  get  any  sort  of  a clue 
as  to  the  beneficial  effects  of  pre-operative  x-ray 
diagnosis  from  these  forty  cases. 

From  the  above  data  this  series  shows  the  fol- 
lowing: Age — range  from  19  to  72 — average  41. 
Sex — males  8 — 21%;  females  32 — 80%. 

Six  had  former  abdominal  operations;  four  of 


these  were  appendectomies  and  two  were  in  the  gall 
bladder  region. 

Eighteen  had  multiple  operations  (generally  on 
appendix  at  time  of  gall  bladder  operations — 45  per 
cent®  and  in  all  of  these  the  pathologist  shows  a 
chronic  appendicitis.  Adding  to  this  the  above  four 
cases  gives  55  per  cent  of  all  gall  bladder  cases  in 
this  series  proven  by  pathologists  report  to  be  com- 
plicated by  appendicitis. 

Twenty-one  or  52%  per  cent  were  on  gall  bladder 
tract  alone.  One  case  which  showed  definite  gall 
bladder  findings  at  operation  was  considered  of 
minor  importance.  Carcinoma  dominated  the  picture 
and  nothing  was  done. 

Cholecystectomy  was  done  in  29  cases — 72.5  per 
cent.  Cholecystotomy  was  done  in  seven  cases — 17.5 
per  cent.  There  was  one  case  of  maligmancy  and 
one  case  of  adhesion  around  the  common  duct.  Free 
pus  in  the  gall  bladder  was  described  in  one  case 
where  drainage  only  was  done. 

There  were  three  deaths,  or  7.5  per  cent,  which 
compares  favorably  with  other  hospitals. 

Of  the  three  cases  which  died  one  was  from  shock, 
the  other  two  from  toxemia  and  exhaustion,  probably 
with  peritonitis.  Both  occurred  on  the  17th  post-op- 
erative day. 

All  but  one  of  the  above  cases  were  done  under 
ether  anesthesia.  The  one  case  was  done  under 
a local  anesthetic  because  of  a coincident  tubercu- 
losis. 

Dr.  E.  Paine  Palmer  spoke  as  follows: 

The  forty  cases  are  representive  of  a large  class 
of  sufferers,  from  chronic  or  recurrent  diseases  of 
the  digestive  tract,  who  suffer  for  many  years  be- 
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fore  seeking  the  only  relief  which  promises  cure. 
Unfortunately,  the  laity  and  some  members  of  the 
medical  profession  have  not  learned  the  importance 
of  early  operative  procedures. 

Inflammatory  diseases  of  the  gall  bladder  and  bil- 
iary tract  are  prone  to  sequelae  of  great  gravity. 
Acute  or  chronic  hepatitis  is  often  present.  Gan- 
grene and  perforation  of  the  gall  bladder,  with 
local  and  general  peritonitis  are  common  complica- 
tions; both  acute  and  chronic  pancreatitis  are  fre- 
quent sequelae.  Carcinoma  of  the  gall  bladder  bili- 
ary tract  or  pancreas  are  not  infrequent  sequelae.  If 
there  is  any  place  in  the  body  that  we  can  expect 
carcinoma  to  result  from  chronic  irritation  it  is  in 
chronic  inflammation  of  the  gall  bladder  and  biliary 
tract  where  the  irritation  is  of  years  standing.  The 
gall  bladder,  when  once  seriously  diseased,  never  re- 
turns to  normal.  Unless  there  are  absolute  con- 
traindications, cholecystomy  is  the  operation  of 
choice. 

The  gall  bladder,  after  cholecystotomy,  unless  the 
operation  is  performed  in  the  early  stage  of  disease, 
ceases  to  act  as  an  elastic  container;  it  cannot  dis- 
tend and  it  cannot  contract.  It  ceases  to  secrete 
normal  mucus  and  does  not  act  as  a concentrator  of 
the  bile.  It  is  permeated  by  organisms  and  remains 
capable  of  spreading  its  infection.  It  may  drift  to 
malignancy  or  continue  to  cause  digestive  disturb- 
ances. Cholecystotomy  should  be  reserved  for  cases 
in  which  technical  difficulties  make  it  impossible  to 
remove  the  organ. 

This  analysis  shows  nine  cases  closed  without 
drainage.  Numerous  instances  are  reported  in  which 
relaparotomy  was  necessary  because  of  bile  leakage 
when  drainage  was  omitted.  The  leakage  of  bile  may 
be  early  or  delayed.  Drainage  after  cholecystectomy 
is  imperative. 

Dr.  T.  E.  McCall  opened  the  discussion  by  saying 
that  there  are  many  more  operations  for  gall  blad- 


der disease  than  formerly  which  probably  indicates 
simply  that  patients  are  being  studied  more  care- 
fully than  formerly.  He  believes  that  drainage  is 
often  preferable  to  removal.  He  advises  early  opera- 
tion in  acute  cases. 

Dr.  Milloy’s  analysis  of  forty  cases  of  gall  bladder 
diseases  from  medical  treatment  standpoint  is  as 
follows : 

The  most  conspicuous  thing,  in  reviewing  these 
forty  cases  of  gall  bladder  diseases  from  a medical 
standpoint,  was  the  complete  absence  of  medical 
treatment.  Of  the  forty  cases  which  were  admitted 
every  one  was  operated  upon  soon  after  admission 
to  the  hospital. 

One  of  the  most  characteristic  symptoms  of  gall 
bladder  disease  is  the  fact  that  it  is  prone  to  under- 
go remissions,  during  which  time  patients  may  be 
free  from  their  symptoms  for  periods  of  months,  or 
even  years.  This  is  probably  the  outstanding  factor 
in  proving  the  fallacy  of  medical  treatment  for 
cholecystitis. 

In  recent  years  the  line  of  attack  in  relieving 
chronic  dyspepsia  produced  by  gall  bladder  trouble 
has  been  the  administration  of  so-called  /chola- 
gogues.  The  commonest  are  calomel,  sodium  sali- 
cilate  and  bile  salts. 

Very  recently  the  Lyon  method  of  duodenal  drain- 
age with  duodenal  tube  was  introduced.  This  meth- 
od has  apparently  proven  a failure.  Physiological 
experiments  have  proved  in  the  last  few  years,  that 
a meal  of  animal  fat  will  cause  the  gall  bladder  to 
empty  itself  more  quickly  than  duodenal  lavage  with 
magnesium  sulphate  solution. 

More  recently  Lyon  advocated  a regime  of  three 
weeks  rest  in  the  hospital,  during  which  time  the 
duodenal  tube  was  kept  in  place  most  of  the  time. 
Three  weeks  rest  in  bed  will  probably  give  a large 
majority  of  cases  of  chronic  choleystitis  more  or  less 
temporary  relief. 
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Literature  on  Butesin  Picrate  Ointment,  or  any 
of  the  products  mentioned,  will  be  gladly  sent 
on  request  to  physicians.  Please  mention  this 
publication.  If  you  haven’t  our  complete  speci- 
alty List,  ask  for  it. 
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Sometimes  an  alkaline  regime,  accompanied  by 
repeated  gastric  lavage,  especially  at  bedtime,  such 
as  the  Sippy  treatment  for  peptic  ulcer,  alleviates 
the  symptoms  of  chronic  cholecystitis  very  much. 
Probably  the  relief  some  of  the  patients  obtain  may 
be  explained  by  the  fact  that  a small  percentage  of 
cases  have  both  peptic  ulcer  and  an  infected  gall 
bladder. 

Dr.  Burtch  discussed  anesthesia  as  follows:  The 
records  contain  the  most  meager  notations  as  to 
even  what  anesthetics  were  used;  one  record  of  an 
operation  lasting  one  hour  stating  “ether  1 oz.?” 
truly  an  economical  use  of  anesthetic.  In  many 
esses  no  mention  is  made  as  to  whether  or  not  pre- 
liminary medication  was  used.  Too  many  cases  are 
presented  to  the  anesthetist  with  no  information 
whatever  as  to  the  condition  of  the  patient,  with  a 
request  “to  listen  to  the  heart  and  proceed  with  the 
anesthetic.”  In  this  series  of  cases  luck  has  been 
with  the  anesthetists,  for  in  none  of  these  has  there 
been  any  serious  consequences  traceable  to  the  an- 
esthetic. 

Of  the  twenty-seven  cases  whose  records  were 
available  I find  preliminary  drugs  were  administered 
in  six  cases  in  which  ether  alone  was  used,  two  in 
which  nitrous  oxide-oxygen  was  the  anesthetic  and 
thr<.e  where  oxygen  was  chosen. 

In  seven  of  the  cases  lung  affections  had  been 
or  were  present,  and  the  anesthetics  were  one 
c ther,  one  nitrous  oxide-oxygen,  three  ethylene- 
oxygen  and  two  with  analgesia.  Two  cases  only  have 
record  of  shock — one  was  given  ether  with  operation 
lasting  seventy  minutes  in  which  the  patient  died 
the  second  day  following  operation;  the  other  mild 
shock  was  in  a case  of  incision  nad  drainage  last- 
ing twenty-five  minutes  and  was  done  under  anal- 
gesia. 

Of  the  total  cases,  twelve  were  done  under  ether, 
while  five  under  nitrous  oxide  and  eight  under 
ethylene-oxygen,  and  three  of  nitrous  exide-oxygen, 
and  five  of  those  using  ethylene-oxygen,  ether  was 
used  at  some  stage  of  the  operation,  while  in  one 
case  all  three  were  used  at  some  period.  The  use  of 
analgesia,  anoci-association  and  the  gas  anesthetics 
is  steadily  gaining  ground. 

In  six  cases  of  this  series  no  record  is  had  as  to 
emesis;  while  all  the  others  had  more  or  less  severe 
emesis,  either  tarly  or  late.  Commenting  on  the  anes- 
thetics, wish  to  impress  upon  all  the  necessity  for 
more  complete  records  of  anesthetics,  a more  careful 
evaluation  of  the  risks  prior  to  operation,  a more  in- 
timate discussion  of  the  case  with  anesthetist  prior 
to  arrival  of  patient  in  anesthesia  room  and  much 
car  ' in  the  selection  of  anesthetic.  Nitrous  oxide- 
oxygen  is  an  ideal  anesthetic  in  all  cases  where  re- 
laxation is  not  an  essential,  in  which  cases  ethylene- 
oxygen  is  much  more  satisfactory. 

Dr.  S.  I.  Bloomhardt  emphaszied  medication  saying 
that  such  treatment  is  often  of  equal  importance 
with  the  inhalation  agent.  The  margin  of  safety 
is  considerably  increased  by  the  proper  preparatory 
treatment.  He  recommended  the  use  of  morphine 
and  magnesia  sulfate,  or  morphine  and  scopolamin. 
Whatever  is  used,  enough  should  be  given  to  pro- 
duce the  desired  effect. 

Dr.  Harry  Carson  spoke  of  the  importance  of  re- 
moving anesthetic  vapors  from  the  operating  room. 
These  should  be  conducted  directly  from  the  mask 
to  the  outside.  There  is  an  apparatus  designed  for 
this  special  course  and  it  is  not  difficult  to  in- 
stall in  most  any  operating  room. 

Dr.  I.  L.  Garrison  exhibited  a gall  bladder  with 
357  stones;  the  radiographs  were  also  exhibited; 
these  pictured  the  stones  much  as  a bunch  of  grapes. 
He  also  spoke  of  the  type  of  operation  and  the  ex- 
cellent result  obtained. 

Dr.  C.  W.  Suit  opened  the  general  discussion  by 
saying:  No  discussion  of  this  subject  is  complete 
without  a resume  of  the  anatomy.  (This  was  ad- 
mirably presented  which  for  lack  of  space  is  omit- 
ted.) 


In  the  light  of  recent  investigations  it  becomes 
more  and  more  apparent  that  the  gall  bladder  must 
be  regarded  as  a vestigial  organ,  rendering  but  little 
service  to  the  human  economy.  Many  species  of 
animals,  like  the  elephant,  horse,  rat,  etc.,  are  de- 
void of  gall  bladders.  No  outward  effects  have  ever 
been  observed  from  the  innumerable  cholecystec- 
tomies in  man.  Its  power  of  concentration  is  offset 
by  its  small  size  which  is  insufficient  to  regulate  thd 
large  amount  of  bile  eliminated  by  hte  liver  during 
the  twenty-four  hours.  Its  function  must  be  con- 
sidered merely  as  an  overflow  receptacle  in  the  na- 
ture of  a dc  verticulum  of  the  common  duct  devoid 
of  contractile  powers,  which  is  merely  able  to  re- 
ceive small  quantities  of  bile  whenever  the  intra- 
ductal pressure  ris.s  higher  than  usual.  The  emp- 
tying of  the  gall  bladder  is  merely  a passive  act  de- 
pendent upon  mechanical  factors,  such  as  pressure 
from  an  engorged  liver  during  the  digestive  period. 

Recent  experiments  which  consisted  of  injecting 
carmin  into  the  gall  bladder,  revealed  that  the  gall 
bladder  did  not  discharge  its  contents  in  days,  some 
of  it  still  remaining  after  a month’s  time. 

It  was  formerally  thought  that  the  offending  or- 
ganism were  the  bacilli  coli,  but  later  studies  of  the 
macerated  bladder  has  shown  that  the  streptocci 
and  the  staphylococci  are  the  most  frequent  offend- 
ers. 

We  must  always  bear  in  mind  that  when  we  have 
the  symptoms,  whether  it  be  local  pain,  tenderness 
cr  reflex  gastric  disturbances,  they  are  all  due  to 
the  infection  in  the  gall  bladder  or  in  the  ducts.  The 
gall  bladder  is  always  a target  for  infection  from 
focal  disturbance  in  some  other  part  of  the  body. 

Dr..  Willard  Smith  discussed  the  comparative 
anatomy  and  physiology  of  the  gall  bladder  with 
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SIX  HUNDRED  AND  FIFTY  ROOMS 
(ALL  OUTSIDE)  IN  OUR  HOTEL 

A place  where  your  patients  can  find  attractive  surround- 
ings with  adequate  medical  service  and  supervision. 

"Logan  Clendening  in  his  rec  nt  clasic.  'Modern  Methods 
of  Treatment.'  says.  The  benefits  to  be  d rived  from  a Cure 
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St.  Joseph's  Hospital 

Phoenix,  Arizona 


Accredited  Class  A General  Hospital  of  125  beds. 

Open  Staff  Organization 
with  Resident  House  Physician 


SURGICAL: — The  Surgical  Department  consists  of  three  major  and 
two  specialist  operating  rooms,  with  anesthetic  and  all  accessory  rooms. 
It  is  completely  equipped  with  every  surgical  convenience;  nitrous  oxide 
and  ethylene  gas  apparatus. 

OBSTETRICAL: — The  Obstetrical  Department  is  in  the  Annex, 
and  has  its  own  operating  and  delivery  rooms,  with  all  accessory  equip- 
ment for  any  type  of  emergency  obstetrical  work. 

LABORATORY- — Under  direction  of  a competent  pathologist;  im- 
mediate frozen  sections  and  diagnosis,  when  desired.  All  blood,  serolog- 
ical and  chemical  examinations  promptly  performed  by  competent  tech- 
nicians under  direct  supervision  of  the  pathologist. 

X-RAY  AND  RADIUM’ — Fluoroscopic  and  radiographic  work  by 
competent  radiologist.  Urological  department  adjacent  to  x-rav  room 
for  prompt  pyelocranhic  work.  High  voltage  x-ray  eouipment  for  pre- 
operative and  post-operative  therapy.  Radium  available  for  cases  re- 
quiring this  treatment. 

BASAL  METABOLISM : — This  work  is  in  charge  of  a competent 
metabolist  and  can  be  done  at  bedside  or  in  metabolism  room. 

DIETARY: — A trained  dietician  working  in  conjunction  with  the 
clinical  laboratory  makes  possible  the  accurate  study  of  patients  whose 
diets  need  to  be  adjusted,  particularly  diabetics  who  require  the  deter- 
mination of  carbohydrate  tolerance  and  insulin  requirements. 


In  Charge  of 
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reference  to  the  case  which  Dr.  Tuthill  was  cheduled 
to  report — a person  with  no  gall  bladder.  At  least 
none  was  found  at  operation. 

Drs.  Bailey,  Smith  and  Stroud  joined  in  the  gen- 
eral discussion. 

The  new  interne  was  introduced  to  the  staff. 

The  meeting  stood  adjourned  at  ten  o’clock. 

Dr.  H.  P.  Mills  acted  as  secretary  for  the  period 
during  which  the  secretary  was  absent. 


The  Medical  and  Surgical  Staff  of  the  Arizona 
Deaconess  Hospital  met  Monday  evening,  March 
28th,  for  the  regular  monthly  meeting. 

The  minutes  of  the  last  council  meeting  were  read. 

The  program  consisted  of  a study  of  nephritis. 

An  analytical  study,  of  several  hundred  routine 
examinations,  compiled  by  the  laboratory  technician 
was  read  by  Dr.  Garland  B.  Couch. 

An  anlytical  study  of  sixty-four  case  records  show- 
ing albumin  and  casts,  was  presented  by  Dr.  H.  M. 
Purcell. 

Three  cases,  of  nephritis  was  presented  by  the 
secretary  in  the  absence  of  Dr.  A.  M.  Tuthill. 

A case  of  malignant  hypertension  was  presented 
by  Dr.  Frank  Milloy. 

A case  of  acute  nephritis  with  no  abnormal  urine 
findings  save  albumin  was  presented  by  Dr.  Marcus 
E.  Wilson. 

Modern  conceptions  of  nephritis  and  hypertension 
were  presented  by  Dr.  Warner  Watkins. 

Discussion  was  opened  by  Dr.  Morton  Kimball. 


The  Medical  and  Surgical  Staff  of  the  Arizona 
Deaconess  Hospital  met  Monday  evening,  April  30th, 
at  8 p.  m.,  in  the  board  room  of  the  hospital. 

The  minutes  of  the  last  council  meeting  were  read. 

The  scientific  program  consisted  of  a group  of 
six  cases  on  “eclampsia,”  and  five  other  cases  all 
recently  in  the  hospital. 

Two  cases  of  eclampsia  by  Dr.  C.  B.  Palmer.  (Read 
by  the  secretary  in  the  absence  of  Dr.  Palmer.) 

One  case  of  eclampsia  was  presented  by  Dr.  D. 
Fournier. 

One  case  of  eclampsia  was  presented  by  Dr.  John 
Wix  Thomas. 

One  case  of  eclampsia  was  presented  by  Dr.  H.  J. 
Felch. 

One  case  of  eclampsia  was  presented  by  Dr.  L.  A. 
Burtch. 

One  case  of  chronic  appendicitis,  cholithiasis,  and 
acute  intestinal  obstruction  by  Dr.  A.  M.  Tuthill. 
(Read  by  the  secretary  in  the  absence  of  Dr.  Tut- 
hill.) 

A case  of  tuberculosis  of  bladder,  with  death  and 
autopsy  was  presented  by  Orville  Harry  Brown. 

A case  of  cesarean  section,  contracted  pelvis 
and  endorine  deficiency;  a case  of  tumor  of  the  hy- 
pophsis  and  hemorrhage  of  the  fourth  ventrice  and 
autopsy,  presented  by  Dr.  Kimball  Bannister. 

A case  of  chronic  maxillary  sinus  infection  follow- 
ed by  erysipelas,  presented  by  Dr.  W.  A.  Schwartz. 


The  regular  May  meeting  of  the  Medical  and 
Surgical  Staff  of  the  Arizona  Deaconess  Hospital 
was  held  Monday,  May  23rd,  8 p.  m. 

The  minutes  of  the  last  council  meeting  were  read. 
The  records  commtte  reported  upon  the  deaths  for 
March  and  April. 

The  main  part  of  the  program  consisted  of  a 
group  of  pediatric  cases,  all  of  which  had  been  in 
the  hospital  in  recent  weeks. 

A case  of  Marasmus  presented  by  Dr.  H.  R.  Car- 
son. 

A case  of  upper  respiratory  tract  infection,  pre- 
sented by  Dr.  Dudley  Fournier. 

A case  of  diarrhea  and  dehydration  presented  by 
Dr.  J.  D.  Hamer. 

A case  of  diarrhea  and  dehydration  (death),  by 
Dr.  J.  R.  Shupe.  (This  case  was  presented  by  the 
secretary  in  the  absence  of  Dr.  Shupe). 


Diarrhea  and  upper  respiratory  tract  infection 
presented  by  Dr.  E.  R.  Charvoz. 

Diarrhea — meningitis  (death  and  autopsy)  pre- 
sented by  Dr.  H.  R.  Carson. 

The  diarrheas  which  have  been  in  the  hospital 
represent  but  a small  part  of  those  which  have  oc- 
curred in  the  community.  A free  discussion  of  the 
condition  was  held  and  much  interest  aroused  in 
the  seriousness  of  the  summer  diarheas  which  are 
prevalent  every  summer. 

Orville  Harry  Brown,  Secretary. 


GRANT  COUNTY  (N.M.)  MEDICAL 
SOCIETY 

The  regular  monthly  meeting  of  the  Grant  Coun- 
ty Medical  Society  was  held  in  the  Officers’  Club, 
Fort  Bayard,  New  Merico,  May  27,  1927. 

The  president,  Dr.  D.  Kramer,  called  the  meeting 
to  order  at  8:20  p.  m.  The  following  were  present: 
Drs.  Kramer,  Paramenter,  Lacy,  Groves,  Ferrell, 
Polak,  Hazen,  Danielson  and  Wood. 

The  minutes  of  the  last  meeting  were  read  and 
approved  without  change. 

The  paper  of  the  evening  was  read  by  Dr.  Dona- 
hue, “Atypical  Findings  in  Neurological  Cases.” 
The  paper  was  well  prepared  and  read.  Two  inter- 
esting cases  were  presented  and  steros  of  each  were 
exhibited.  The  paper  was  discussed  by  Dr.  Danielson, 
Dr.  Parmenter,  Dr.  Polak  and  others. 

Dr.  Colvard  did  did  not  appear  with  his  clinic. 
Dr.  Danielson  presented  a case  of  syphilitic  aortitis 
which  was  a very  unusual  and  interesting  case  be- 
cause of  size  of  heart  and  anocalies  of  heart  sounds. 
The  case  was  taken  to  the  fluroscope  and  E.  E.  N. 
T.  Clinicis  for  for  further  examination. 

J.  P.  Wood,  Sec. 


PERSONALS 

DR.  ROBERT  W.  CRAIG,  who  was  operated  up- 
on last  month  for  fulminating  appendicitis,  is  out 
of  the  hospital  and  doing  nicely.  He  will  not  be 
back  in  his  office,  however,  before  fall. 

DR.  H.  I.  McNEILL,  of  Mesa,  has  gone  to  Kor- 
bel,  near  Eureka,  California,  for  the  summer. 

DR.  EDGAR  H.  BROWN  left  June  3 to  be  pres- 
ent in  Los  Angeles  for  his  daughter’s  graduation 
in  the  University  of  Southern  California. 

DR.  J.  D|  HAMER,  the  industrious  interne  in 
the  Arizona  Decaoness  Hospital,  spent  a week-end 
over  Memorial  Day  in  Dos  Angeles. 

DR.  J.  M.  MEASON  of  Chandler,  who  took  a 
post  graduate  course  in  surgery  in  Chicago  for 
several  months,  returned  to  his  office  about  the 
10th  of  June. 

DR.  F.  L.  REESE  has  appeared  in  several  of 
the  Little  Theatre  plays  during  the  past  winter. 
His  last  one  was  “If  I Were  King,”  and  he  played 
the  part  of  Louis  as  only  a professional  could. 

DR.  C.  D.  JEFFRIES  of  Williams,  Arizona,  re- 
cently had  a fishing  trip  in  the  White  Mountains 
with  his  family. 

DR.  W.  G.  SCHULTZ,  of  Tucson,  attended  the 
recent  meetings  of  the  American  Medical  Associa- 
tion in  Washington,  and  the  American  Urlogical 
Association  in  Baltimore. 

DP.  EUGENE  BARRYMORE,  formerly  of  Bowl- 
ing Green,  Mo.,  who  has  been  sojourning  in  the 
southwest  for  a number  of  years  on  account  of 
his  physical  disability,  has  come  to  Phoenix  for  a 
probably  prolonged  stay. 

DR.  VERNON  KENNEDY,  an  old  Phoenix  boy. 
has  returned  home  to  enter  into  the  practice  ot' 
medicine.  He  is  to  be  associated  with  Dr.  George 
Goodrich. 

DR.  E.  W.  PHILLIPS,  physician  in  charge  of 
St.  Duke’s  Home,  has  moved  himself  and  his  pa- 
tients to  Prescott  for  the  summer. 

DR.  C.  C.|  HERBERT.  Jerome,  Arizona,  is  at  the 
coast  on  a vacation. 
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DR.  L.  E.  WIGHTMAN  has  just  returned  from 
a two  weeks  trip  to  coast  points. 

DR.  I.  D.  LOEWY,  of  Whipple  Barracks,  made 
trips  to  Phoenix  during  the  month  to  appear  in 
federal  court  as  a witness. 

DR.  GAIL  ALLEE,  commanding  officer  of  Whip- 
ple, made  a two  day  visit  to  Phoenix  during  the 

month.  , 

Dr.  C.  R.  K.  Swetnam  of  Prescott  left  on  May 
8th  for  Los  Angeles,  where  he  was  operated  on 
at  the  Eye  and  Ear  Hospital  for  antrum  trouble. 
He’  returned  to  Prescott  May  22nd  and  resumed 
his  practice  on  June  10th,  having  been  greatly 
benefitted  by  surgical  treatment  received. 

Dr.  and  Mrs.  H.  T.  Southworth  and  daughter, 
Dorothy  Fay,  of  Prescott,  returned  June  16th  from 
an  extensive  West  Coast  trip  which  included 
everything  from  Los  Angeles  to  Victoria.  B.  C. 
They  reported  having  had  a delightful  time.  Their 
son  Harry  returned  to  Prescott  with  them. 

Dr.  and  Mrs.  R.  N.  Loney  and  daughter  Marjory 
Bell,  of  Prescott,  left  for  a two  weeks’  camping 
trip  to  be  spent  at  Diamond  Rock  Lodge  near 
Springerville,  Arizona.  They  expect  to  spend  tneir 
time  in  fishing  and  recreation. 

Dr.  and  Mrs.  C.  C.  Benedict  and  son,  of  Whipple. 
Arizona,  left  during  the  week  for  their  vacation 
by  motor  for  California. 

Dr.  and  Mrs.  J.  C.  Herrick,  of  Whipple,  Arizona, 
returned  from  an  extensive  motor  trip  in  Northern 
California.  They  reported  having  encountered 
much  rain  hut  had  an  enjoyable  trip. 

Mrs.  Allen,  wife  of  Dr.  James  H.  Allen,  of  Pres- 
cott, passed  away  on  May  22  nd,  after  several 
months  illness.  The  following  members  of  the 
Yavapai  County  Medical  Society  served  as  pall 
bearers:  Drs.  Flinn.  Southworth  and  Yount,  and 

from  Whipple,  Drs.  Allee,  McCarty  and  Brooks. 
During  her  several  years  of  residence  here  Mrs 
Allen  had  made  a host  of  friends  and  the  floral 
tributes  testified  to  her  popularity.  The  sympathy 
of  the  community  is  extended  to  Dr.  Allen  and  his 
children. 

DR.  W.  T.  MURPHY  of  the  Murphy  Sanatorium, 
123  South  Fifth  street,  Albuouerque,  New  Mexico, 
died  on  May  16.  1927,  of  pulmonary  tuberculosis. 
Dr.  Murnhv  graduated  from  the  University  of  Illi- 
nois in  1908  and  cameto  Albuouerane.  in  1911. 

DR.  AND  MRS.  J.  J.  P.  ARMSTRONG  are  leav- 
ing Douglas  June  20  for  a vacation  trip  of  three 
months  or  more.  Going  from  New  York,  thev  will 
take  one  of  the  boats  of  the  Cunard  line  for  North 
Cape,  the  land  of  the  Midnight  Sun.  stopping  en 
route  at  Iceland.  Coming  down  from  the  north  they 
will  sail  along  the  Scandanavian  coast  past  the 
fiords  of  Norway,  visiting  the  principal  cities  en 
route.  They  will  later  visit  Belgium,  Holland,  west- 
ern Germanv,  the  Rhine,  Switzerland,  France  and 
England.  On  their  return  to  the  United  States,  the 
doctor  will  attend  a meeting  of  the  American  Elec- 
tric Therapeutic  association,  which  meets  in  New 
York  in  September. 

DR  F.  T.  WRIGHT,  retired,  touring  Europe  with 
Mrs.  Wright.  Expected  home  about  Sept.  1st. 

DR.  CARL  H.  LUND,  accompanied  bv  his  wife, 
tonring  Enrone.  Expected  home  July  4th. 

DR.  AND  MRS.  L.  J.  TUTTLE  have  gone  to  Eu- 
rope, the  doctor  to  attend  International  Clinics. 


X-RAY  EQUIPMENT  FOR  SALE— Victor  Stabil- 
ized Unit  with  overhead,  Victor  Table  combination 
f'uoroscopic  and  radiographic,  Victor  Stereoscope. 
Vertical  plate  chanqer  (home  made),  Lead  lined 
box,  View  box  17  inches  by  5 ft.  (home  made), 
and  two  30  M.  A.  radiator  type  tubes.  This  equip- 
ment invoiced  $2992.00  and  can  be  bouaht  for 
$1500.  Was  property  of  the  late  Dr.  W.  T.  Murphy. 
Address  Box  72,  Albuquerque,  N.  M. 


In  Sickness — or  in  Health 
Horlick’s  the  Original 

Malted  Milk 

Delicious — 
Nourishing — 
Easily  Digested 

For  more  than  a 
third  of  a century, 
Horlick’s  Malted  Milk 
has  been  the  standard 
of  purity  and  food 
value  among 
physicians, 
nurses  and 
dietitians. 

Write  for  free  samples 
and  literature 

Avoid  Imitations  Prescribe  the  Original 

Horlick’s  Malted  Milk 
Corporation 

RACINE,  WISCONSIN 


jECOLAC  is  a reconstructed 
milk-diet,  suitable  for  the  feeding 
of  normal  infants,  yet  flexible 
enough  to  provide  a basic  formula 
for  further  modification  in  the  case 
of  certain  types  of  sick  infants. 


Summits  and  Literature  on  Request. 


JOHNSON  & CO. 

EVANSVILLE,  INDIANA 
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Tetanus  Antitoxin 

^ P.  D.  & CO. 

Potent  — Refined  — Concentrated 

/“7  “’HROUGH  years  of  biological  research  we  have  developed 
J certain  refinements  in  the  manufacture  of  Tetanus  Anti- 
toxin that  enable  us  to  offer  to  the  medical  profession  a prod- 
uct which,  we  feel  confident,  stands  alone  in  point  of  quality. 

Tetanus  Antitoxin,  P.  D.  & Co.,  is  supreme  in  these  import- 
ant particulars:  smallness  of  volume,  rapidity  of  absorption, 
water-white  clearness,  and  fluidity. 

And  still  another  point, — on  account  of  the  small  content 
of  protein  and  total  solids,  the  risk  of  producing  serum  sick- 
ness or  other  form  of  protein  disturbance  from  its  use  is  slight. 

Nor  must  we  forget  the  new  design  syringe  container.  It  is 
easy  to  manipulate,  even  under  the  most  trying  conditions. 

Physicians  who  specify  Tetanus  Antitoxin , P.  D.  & Co.,  are 
assured  of  these  outstanding  advantages. 

Tetanus  Antitoxin,  P.  D.  & Co.,  is  supplied  in  a dose  of 
1500  units  in  bulb  and  syringe  containers  for  prophylaxis,  and 
in  doses  of  3000,  3000,  10,000  and  20,000  units  in  syringe  con- 
tainers for  treatment. 

Parke,  Davis  & Company 

| [United  Slates  License  No.  1 for  the  Manufacture  of  Biological  Products } 

DETROIT,  MICHIGAN 


TBTANUS  ANTITOXIN,  P.  D.  & CO.,  HAS  BEEN  ACCEPTED  FOR  INCLUSION  IN  N.  N.  R.  BY  THE 
COUNCIL  ON  PHARMACY  AND  CHEMISTRY  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 
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This  chart  shows 
the  buffer  curve  of 
breasts  milh  and 

cow’s  milh and 

the  similaritv  of 
the  buffer  curve  of 

S . JVf . A..  and 

breast  milh. 


Tifnte  for  Literature  and  a Liberal  Supplv 

AAanufactured  by  permission  ol  tlie 
Babies  an  d Cl  nldrens  tTospital  of  Cleveland 

h 

The  Iaiomatory  Products  Company 

CtEYEIAND,  OHIO 

y1 or~  the  ant  J C\ 


RADIUM  and  X-RAY 
THERAPY 


Laboratory  and  X-ray 
Diagnosis 

For  The  Medical  Profession 
of  the  Southwest 


Containers  on  request. 


Pathological  Laboratory 

320  Goodrich  Bldg. 

Box  1587 

Phoenix,  Arizona 

W.  Warner  Watkins,  M.  D.  Clarence  N.  Boynton,  M.  A. 

Harlan  P.  Mills,  M.  D.  Wm.  J.  Horspool,  Bus.  Mgr. 
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OF  THE 

NEW  MEXICO  MEDICAL  SOCIETY 
ARIZONA  STATE  MEDICAL  ASSOCIATION 
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GASTRON 

A complete  gastric  gland  extract 

A clinical  resource  against  disorders  of  gas- 
tric function,  acute  and  under  strain  and 
stress  of  exhausting  disease.  Gastron  con- 
tains the  enzymes,  co-ferments,  associated 
organic  and  inorganic  constituents  of  the  en- 
tire gastric  mucosa;  is  of  standardized  pro- 
teolytic energy;  grateful,  agreeable  to  the 
stomach.  Prescribed  simply  by  the  name 
GASTRON. 

Fairchild  Bros.  8 Foster 

New  York 


Pollen  Antigens  m^e<lerle 

FOR.  HAY  FEVER 


Extensive  clinical  experience  of  physicians  in  all  sections 
of  the  United  States  has  demonstrated  during  the  past 
thirteen  years  that  hay-fever  can  be  prevented  or  alleviat- 
ed with  Pollen  Antigens  (Lederle). 

Pollen  Antigens  (Lederle)  has  been  prepared  during  the 
past  thirteen  years  by  the  method  devised  and  originated 
in  the  Lederle  Antitoxin  Laboratories.  This  method  has 
been  shown  to  provide  the  maximum  antigenic  qualities  of 
the  pollens  and  to  insure  uniform  stability  of  the  extract. 

Pollen  Antigens  (Lederle)  since  their  introduction  to  the 
medical  profession  in  1914,  have  been  standardized  by  the 
complement-fixation  method  which  accurately  determines 
the  amount  of  antigenically  active  pollen  protein  in  the  ex- 
tract and  thus  insures  accurate  dosage. 

The  scheme  of  dosage  of  Pollen  Antigens  (Lederle)  with 
terminal  doses  of  3,000  pollen  units  meets  the  require- 
ments of  the  intensive  form  of  hay-fever  treatment  recom- 
mended by  Brown,  Bernton,  Kahn,  Grothaus,  and  others. 


‘Material  for  Diagnostic  Skin  Tests  will  be' 
furnished  physicians  without  charge.  Illus- 
trated booklet  with  complete  information  for 
the  diagnosis  and  treatment  of  hay-fever  sent 
• on  request. 


PATHOLOGICAL  LABORATORY 

PHOENIX,  ARIZONA. 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  provides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 


Radium  Therapy — An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 

Deep  X-ray  Therapy — Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalization. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


We  desire  to  confer  and  cooperate  with  the  medical  pro- 
fession, and  welcome  inquiries  pertaining  to  this  work 


Rex  Duncan,  M.  D.' 


E.  D.Ward,  M.  D. 
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Specialists  in  the  Southwest 


K.  D.  LYNCH,  M.  D. 

Genito  urinary  Surgery 


EL  PASO,  TEXAS 


E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 


W.  E.  VANDEVERE,  M.  D. 

Eye.  Ear.  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 

218  Mills  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

b01-2  Roberts-Banner  Bldg.  El  Paso 


PAUL  ELY  M’CHESNEY,  M.  D. 

Neurology  and  Psychiatry 
52b  Mills  Bldg.  El  Paso 


JOHN  W.  CATHCART,  M.  D. 

and 

C.  H.  MASON,  M.  D. 

Practice  Limited  to 

X-Ray  and  Radium 

Sll  Roberts- Banner  Bldg.  El  Paso 


J.  A.  RAWLINGS,  M,  D. 

and 

HARRY  LEIGH,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

bOb  Roberts-Banner  Bldg.  El  Paso 


bib  Mills  Bldg.  El  Paso 


W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 


W.  L.  BROWN.  M.  D.  C.  P.  BROWN.  M.  D. 

BROWN  AND  BROWN 

Suite  bOb  Roberts-Banner  Bldg.  El  Paso 


H.  P.  DEADY,  M.  D. 

Special  Attention  to 

Surgery  and  Gynecology 

First  National  Bank  Bldg.  El  Paso 


L.  G.  WITHERSPOON,  M.  D. 

Plastic  Surgery 

31b  Roberts  Banner  Bldg.  El  Paso 


JAMES  VANCE,  M.  D. 

Practice  Limited  to 

Surgery 

313-b  Mills  Bldg.  El  Paso 

HOURS:  II  TO  12:30 


LESLIE  M.  SMITH,  M.  D. 

Practice  Limited  to 

Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

1029  First  National  Bank  Bldg.  El  Paso 


PHOENIX,  ARIZONA 

CHAS.  S.  VIVIAN,  M.  D. 

UROLOGY 

306  Goodrich  Bldg.  Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 

lt07  Goodrich  Bldg.  Phoenix 


H.  T.  BAILEY,  M.  D. 

Practice  Limited  to 

Eye.  Ear,  Nose  and  Throat 


323  Ellis  Bldg. 


Phoenix 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Skin 

22b-5  Luhrs  Bldg.  Phoenix 


HARRY  R.  CARSON,  M.  D. 

Diseases  of  Children 

Heard  Building  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

61b  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

503  Goodrich  Bldg.  Phoenix 


1.  L.  GARRISON,  M.  D. 

Diseases  of  Women 
Intravenous  Chemotherapy 

205-6-7  Goodrich  Bldg.  Phoenix 

H.  M.  PURCELL,  M.  D. 

U ROLOGY 

207  Goodrich  Bldg.  Phoenix 

TUCSON,  ARIZONA 

M.  C.  COMER,  M.  D.,  F.  A.  C.  S. 

Eye.  Ear,  Nose  and  Throat 
Peroral  Endoscopy  and  Uranoplasty 

Thomas  Davis  Clinic  Tucson,  Arizona 

ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


“UNIVERSAL”  SPECTRO-SUN 

The  Easiest  Ultra  Violet  Lamp  To  Use 


$225.00 

COMPLETE 


SUPREME 


CARBON 

ARC 


IN 


SAFETY- 

Maximum  Germicidal  and 
Biologic  reactions  with- 
out injuring  normal  tissue 

EFFICIENCY— 

Simultaneous  useof  Ultra 
Violet,  Radiant  Light  and 
Infra-Red  rays  gives  deeper 
penetration  and  greater 
clinical  efficiency. 

DOSAGE--- 

Energy  never  varies,  thus 
for  the  first  time  in  his- 
tory standardized  Ultra 
Violet  dosage  is  possible. 

WRITE  FOR  LITERATURE 


ENTIRELY 

AUTOMATIC 


FREE  CLINICAL  DEMONSTRATION  in  your  office 


PAUL  E.  JOHNSON,  Inc. 

1824-30  S.  ALBERT  ST.  CHICAGO 
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THE  EL  PASO 
PASTEUR  INSTITUTE 

12th  Floor  First  National  Bank  Bldg. 

□ □ □ 

An  institution  for  the  preventive  treatment 
of  r hies.  Conducted  upon  strictly  ethical 
principles  and  the  technique  as  outlined  by 
Pasteur  rigidly  adhered  to. 

E ’tablished  in  1908 

Treatment  lasts  twenty-one  days 

□ □ □ 

HUGH  S.  WHITE,  M.  D. 

FRED  C.  LAMB,  Analytical  Chemist 


Waite’s  Laboratory 


Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 


PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 


The  Homan  Sanatarium 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 


Descriptive  Booklet  on  Request 

Telephone  1616 


V 


ALBUQUERQUE  SANATORIUM 


Located  in  the  heart  of  the  great  Southwest— the  Land  of  Sunshine.  Average 
annual  rainfall  less  than  7 inches.  Altitude  moderate.  On  the  main  line  of  the 
Santa  Fe.  jj  *1*110 

The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern,  fire-proo1’  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available 

W.  A.  GEKLER,  M.  D.,  Medical  Director 
A.  L.  Hart,  M.  D.  H.  P.  Rankin,  M.  D.  B.  J.  Weigel,  M.  D. 


Trademark 

Registered 


STORM 


Trademark 

Registered 


Binder  and  Abdominal 
Supporter 


(Patented) 


Trade 

Mark 

Reg. 


Trade 

Mark 

Reg. 


For  Men,  Women  and 
Children 


For  Ptosis,  Hernia,  Obesity,  Pregnancy,  Re- 
laxed Sacroiliac  Articulations,  High  and  Low 
Operations,  Floating  Kidneys,  Etc. 

Ask  for  36-page  Illustrated  Folder 

Mail  orders  filled  at  Philadelphia  only — within  24  hours 


Katherine  L.  Storm,  M.  D. 

Originator,  Patentee,  Owner  and  Maker 
1701  Diamond  Street  PHILADELPHIA 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage Physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 
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Tycos 

APPARATUS  FOR 
CARDIO  RESPIRATORY 
TEST 

(NEW  ENGLAND  MUTUAL  METHOD) 


Literature  upon  request 


PACIFIC  SURGICAL  MFG.  Co. 

616  SO.  FIGUEROA  ST. 

LOS  ANGELES,  CAL. 

.is.  store — the  most  attractive  surgical 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments  such  as  Knv-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 

Write  v s when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 


Cardio-Respiratory  Apparatus 


Dr  Frost’s  article  seiit  gratis  on  request 


P.  S. — On  your  next  trip  to  Los  Angeles  visit 
store  in  the  west. 
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Southwestern  Surgical  Supply  Company 


No.  11  North  Third  Ave. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 


ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


SPECIAL  ATTENTION  UROLOGISTS 

We  are  now  carrying-  a very  complete  stock  of  the 
products  of  the  Eynard  Factory  in  Paris,  consisting-  of 
catheters  and  bougies,  both  urethral  and  ureteral  in  a 
variety  of  sizes  and  styles. 

Telephone  orders  given  prompt  attention.  We  will 
be  glad  to  take  care  of  your  patient’s  needs  for  this 
class  of  goods. 

KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Everything  for  the  hospital  and  doctor. 

A good  stock  of  Kny-Scheer©r,  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  of  Stille-Scanlon  Company. 
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Summer  Diarrhea 

The  following  formula  is  submitted  as  a means  of  preparing  suitable  nourish- 
ment in  intestinal  disturbances  of  infants  usually  referred  to  as  summer  diarrhea: 

Mellin’s  Food  4 level  tablespoonfuls 

Water  (boiled,  then  cooled)  16  fluidounces 

This  mixture  contains  proteins,  carbohydrates  and  mineral  salts  in  a form 
readily  digestible  and  available  for  immediate  assimilation. 

The  need  for  protein  is  well  understood  as  is  also  the  value  of  mineral  salts, 
which  play  such  an  important  part  in  all  metabolic  processes.  Carbohydrates  are 
a real  necessity,  for  life  cannot  be  long  sustained  on  a carbohydrate-free  diet.  It 
should  also  be  stated  that  the  predominating  carbohydrate  in  the  above  food  mixture 
is  maltose — which  is  particularly  suitable  in  conditions  where  rapid  assimilation 
is  an  outstanding  factor. 

Above  all  is  the  satisfactory  result  from  the  use  of  this  suggested 
nourishment,  which  is  well  supported  by  clinical  evidence. 

Mellin’s  Food  Company,  177  State  Street,  Boston,  Mass, 

uiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiijiimiiiiimiiiiimiiiiimiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiimiim 

STOVARSOL 

(REG,  U S.  PATENT  OFFICE) 

Acetylamino-oxyphenylarsonic  Acid 

Indicated  in  Amebic  Dysentery 

Accepted  by  Council  of  Pharmacy  and  Chemistry  A.  M.  A. 

Distributed  in  bottles  of  25  tablets,  each  tablet  0.25  grams 
May  be  obtained  through  your  druggist 

Literature  furnished  on  request 


MANUFACTURED  BY 

POWERS- WEIGHTMAN-ROSENGARTEN  CO. 

New  York  Philadelphia  St.  Louis 

MERCK  & CO.,  INC.,  Successors 
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SQUIBB  Professional  S ervice  Representa- 
tives are  serving  thousands  of  physicians 
yearly,  bringing,  as  they  do,  valuable  infor- 
mation concerning  improvements  on  old- 
established  products,  and  vital  facts  con- 
cerning recent  discoveries. 


These  Representatives  are  proud  of  their 
work,  proud  of  their  House,  and  the  Prod- 
ucts which  bear  its  name.  Physicians 
everywhere  recognize  their  helpfulness  and 
are  ever  pleased  to  welcome  them. 


Wars  may  be  won  in  Training  Camps 


i 


1 N wars  of  the  past,  a silent,  re- 
lentless battle  was  waged  in  training 
camps  and  behind  the  active  fronts, 
which  involved  an  even  greater  loss 
of  life  than  on  the  battle  line.  It 
was  the  war  against  Typhoid  Fever. 
This  dreaded  disease  is  virtually  un- 
known among  soldiers  today.  Yet 
typhoid  accounted  for  60  per  cent, 
of  the  total  German  mortality  in 
the  Franco -Prussian  War,  and 
another  tremendous  loss  of  men  in 
the  Spanish-American  War.” 

“Do  you  realize,  Doctor,  that  if  the 
same  prevalence  of  Typhoid  Fever 
existed  in  the  World  War,  as  it  did 
in  the  Spanish-American  War,  our 
loss  of  men  would  have  been  twice  the 
number  that  were  killed  in  battle?  ” 

“Fortunately,  the  disease  was  so 
effectually  controlled  by  the  Army 
Officials  through  the  use  of  Typhoid 


Vaccine,  that  there  were  only  1 56 
deaths.  That  great  st  rides  have  been 
made  in  eradicating  this  disease  from 
American  communities  is  shown  by 
the  fact  that  it  is  practically  unknown 
today  in  some  communilies  where  it 
was  once  prevalent  every  summer.” 

Squibb  Typhoid  Vaccines  are  pre- 
pared from  the  same  strains  and  ac- 
cording to  the  method  used  by  the 
Medical  Department  of  the  United 
States  Army.  They  contain  only  a 
minimum  quantity  of  preservative. 
Typhoid  Vaccine  so  prepared  is  con- 
sidered by  the  best  authorities  to 
yield  more  satisfactory  results. 

A few  words  to  our  Professional 
Service  Department  expressing  your 
interest  will  bring  additional  in- 
formation and  literature  on  this 
product. 


Occult  Blood  Test 
Squibb 

A convenient  and  accurate 
test  for  occult  blood.  Market- 
ed as  tablets  in  bottles  of  100 
with  a dropping  bottle  of  gla- 
cial acetic  acid. 

Ampuls  Sterile  Ergot 
Squibb 

In  sterile  aqueous  solution  for 
hypodermicor  intramuscular  in- 
jection. Physiologically  tested. 
Stable  and  free  from  inert  ex- 
tractive. Offered  in  1 cc.  ampuls 
in  boxes  of  6. 

Rabies  Vaccine  Squibb 

( Semple  method  — 14  Doses ) 
Phenol-killed  Virus 

Supplied  in  packages  of  14 
sterile  syringes,  ready  for  use 
(no  mixing  or  diluting).  All 
doses  alike.  Treatment  com- 
pleted in  14  do^es.  Can  be 
kept  in  stock  by  druggists  for  six 
months  with  no  loss  of  potency. 


ER:  Squibb  & Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 

Nearest  Squibb  Biological  Depot  728  South  Hill  St.,  Los  Angeles,  California 
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ArlcoPollen 

Extracts 


made  available  for  the  first  time 
a proper  assortment  o*  indivib- 

ualized  diagnosticand  c? ' v-  e t 
pollen  extracts  and  therm  made 
possible  also  for  the  firs  : time  dim 
ferential  diagnoses,  spec  ific  ci  ea 
ment  and  the  development  of  & 
authentic  literature. 

The  number  and  diversity  o : 
pollens  have  been  constantly  in 
creased  until  they  now  covet  the 
more  essential  requirements  ov 
the  entire  country 


Arlco-PcUen  Stajf  Collector  in  the  Rockies 


Arlco-Pollen  Shedding  Stamn  in  the  Roc’<y  Mountains 


Arlco- Pollen 
Extracts 

were  originated  to  assure  the 
scientific  study  of  hayfever— pre- 
viously impossible — owing  to 
the  lack  of  individualized  diag- 
nostic material  or  specific  treat- 
ment extracts'  And  the  accom- 
panying pictures  illustrate  the 
first  steps  necessary  to  be  taken, 
both  far  and  wide,  to  assure  that 
our  variety  of  pollens  shall  cover 
all  sections  and  all  seasons,  ade- 
quately and  accurately. 


Literature  with  List  of  Pollens  for  Any  Section  and  Any  Season  on  Request 

The  Arlington  Chemical  Company 

Yonkers,  New  York 


CUSTODY  vs.  TREATMENT- 


Mental  disease  is  a treatment 
problem.  Such  patients  deserve 
more  than  custody.  Modern 
scientific  methods  give  the  pa- 
tient the  best  opportunity  to 
recover.  This  can’t  be  done  at 
home. 

He  should  have  not  only  kind- 
ness, good  food  and  personal 
supervision  but  also  scientific 
treatment.  Give  him  that  op- 
portunity before  it  is  too  late. 

The  Menninger  Psychiatric  Hospital 
and  Sanitarium 

Asociated  with  THE  MENNINGER  CLINIC,  Topeka,  Kan. 

For  Nervous  and  Mental  Diseases 


FEATURES 

Modern 

Psychiatric  Methods 

Home-Like 

Environment 

Exceptional  Food 
Largely  Home 
Grown 

Hydrotherapy 

Electrotherapy 

Psychotherapy 

All  Expenses 
Included  in 
Flat  Rate 


SEND  FOR 
BOOKLET 
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ORRIS  CORYZA 

E.  W.  PHILLIPS,  M.  D. 

Phoenix,  Arizona. 

Read  before  the  Thirty-sixth  Annual  Meeting  of 
the  Arizona  State  Medical  Association,  in  Yuma, 
Arizona,  April  21  to  23,  1927. 

Of  all  the  allergic  diseases,  orris  coryza 
is  probably  the  one  oftenest  missed  in  diag- 
nosis; or,  if  diagnosed,  the  one  least  ade- 
quately treated.  A great  number  of  physi- 
cians treat  annually  a few  cases  of  hay- 
fever,  using  the  commercial  pollen  extracts 
appropriate  to  the  season  and  to  the  place, 
with  varying  degrees  of  success.  They  sel- 
dom test  a seasonal  case  with  a potent  ex- 
tract of  orr:s  root ; yet  an  unrecognized  or- 
ris sensitization  complicating  a pollen  hay- 
fever.  will  ruin  the  result  of  pollen  therapy. 
Many  orris-sensitized  patients  have  peren- 
nial and  rather  atvpical  symptoms,  for 
which  they  consult  the  rhinologist;  and  he, 
intent  on  the  pathologic  changes  with 
which  he  is  specially  qualified  to  deal,  too 
often  overlooks  the  allergic  factor  altogeth- 
er. While  most  recent  writers  on  allergic 
disease  mention  orris  root  as  a cause  of  hay- 
fever,  few  give  the  space  it  deserves  to  an 
ailment  which  of  late  years  has  become  dis- 
tressingly common. 

Referring  to  orris  root,  Duke'  states  that 
“patients  frequently  react  to  it,  both  clini- 
cally and  cutaneously ; in  fact,  more  fre- 
quently to  this  than  to  any  other  single 
acent  studied,  except  pollen.”  Cooke2  found 
that  47  of  327  patients  reacted  to  orris 
root.  Rackemann2  observed  that  44  of  428 
cases  of  vasomotor  rhinitis  “gave  a defi- 
nitely positive  skin  reaction  to  an  extract 
of  orris  root.” 

Authorities  differ  concerning  exposure  to 
the  substance.  Referring  to  orris  root, 
Duke  states  that  “it  is  contained  in  the  ma- 
jority of  perfumes,  face  powders,  sachets, 
tooth  pastes,  tooth  powders,  and  is  even 
used  occasionally  as  a flavoring  material 
and  as  a dye.”  Miller  and  Taussig*,  on  the 
other  hand,  do  not  mention  it  in  their  re- 
cent article  on  cosmetics.  Rackemann,  in 
the  article  referred  to,  exemplifies  what  is 


probably  the  opinion  and  the  practice  of 
most  doctors  when  he  relates  that,  of  his 
forty-four  patients  reacting  to  orris  root, 
“in  only  twenty-one  cases  has  it  so  far  been 
possible  to  prove,  by  relief  from  symptoms 
when  face  powder  was  eliminated,  that  this 
orris  root  was  the  cause  of  the  trouble.” 

This  essay  is  based  on  an  effort,  made  in 
the  spring  and  summer  of  1926,  to  evaluate 
the  importance  of  orris  root  as  a patho- 
genic agent  in  a group  of  105  women  suf- 
fering from  hav-fever.  All  of  these  women 
have  been  under  observation  at  least  one 
season,  most  of  them  from  two  to  five 
years.  Some  were  known  to  be  orris-sensi- 
tive and  had  in  preceding  years  received 
appropriate  treatment. 

TEST  REAGENTS 

For  this  investigation,  potent  and  rela- 
tively stable  1:10  extracts  of  orris  root  were 
prepared:  one  with  saturated  salt-glycerol 
solvent  (Clock),  which,  as  Caulfield5  notes, 
is  slightly  acid ; the  other  with  normal  salt 
solution  enriched  by  one-half  of  one  per 
cent  each  of  phenol  and  sodium  bicarbon- 
ate— a variant  of  Coca’s  fluid.  The  ether- 
soluble  aromatic  extractives,  which  had 
been  removed  before  making  these  extracts, 
were  concentrated,  re-dissolved,  and  saved 
for  testing.  After  some  delay,  samples  of 
the  commercial  extractives  of  orris  were 
obtained.  They  were : oil  of  orris,  tenfold ; 
orris  root,  Florentine,  concrete ; oleoresin  of 
orris  root,  and  alcoholic  tincture  of  orris 
root.  “These  are  the  four  principal  prep- 
arations used  by  perfumers  for  introducing 
the  orris  note  into  their  aromatic  composi- 
tions.”6 

METHOD  OF  TESTING 

First,  cutaneous  tests  were  made  with  ex- 
tracts of  those  pollens  and  dusts  (including 
rice  powder)  to  which  the  patient  was  ex- 
posed ; also  with  the  two  extracts  of  orris 
root  and  the  solution  of  the  ether-soluble 
extractives.  The  perfumers’  extractives 
were  similarly  tried  on  sixty-one  patients, 
and  they  were  used  as  an  inhalation  test, 
the  patient  sniffing  at  the  uncorked  bottles. 
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When  the  reaction  to  the  cutaneous  tests 
with  orris  preparations  was  negative  or 
doubtful,  intradermal  tests  with  one  or  both 
of  the  two  extracts  of  orris  root  were  done, 
using  as  a negative  control  the  solvent  and 
as  a positive  control,  when  that  was  avail- 
able, the  extract  of  a pollen  or  dust  to 
which  the  patient  was  known  to  be  sensi- 
tized. 

RESULT  OF  TESTS 

The  results  of  these  tests  are  shown  in 
Table  I. 

Of  105  women  with  hay-fever,  twenty- 
five  reacted  positively  to  orris  by  the 
scratch  test,  while  eight  more,  whose  re- 
sponse to  that  test  had  been  negative  or 
doubtful,  gave  a positive  reaction  by  the  in- 
tradermal method.  None  reacted  to  rice. 
None  reacted  positively  to  the  ether-soluble 
extractives,  nor  to  the  perfumers’  exract- 
ives.  In  other  words,  nearly  a third  of  the 
patients  showed  evidence  of  cutaneous 
hypersensitiveness  to  an  extract  of  orris 
root  from  which  the  ether-soluble  aromatics 
had  been  removed,  and  none  reacted  to  the 
aromatic  extractives. 

Twenty-six  of  these  orris-sensitive  wo- 
men reacted  to  pollen  also,  the  pollen  sensi- 
tization being  probably  the  earlier.  This 
point  was  not  in  doubt  in  the  cases  of  five 
who,  having  been  under  observation  for  sev- 
eral years,  had  been  observed  to  acquire  an 
allergic  response  to  orris  root  within  the 
last  year  or  two. 

SOURCE  OF  ORRIS  ROOT 

Attempts  to  locate  the  source  of  the  orris 
root  were  at  first  unsuccessful.  Tests  were 
made  with  soaps,  tooth  pastes,  creams,  per- 
fumes and  face  powders  belonging  to  the 
patients,  nearly  all  with  negative  results. 
At  first  I shared  the  common  belief  that 
face  powder  is  one  of  the  chief  causes  of 
orris  coryza,  and  was  perplexed  to  find,  of 
numerous  sorts  extracted,  only  one  that 
produced  a weakly  positive  reaction.  In- 
quiries were  then  sent  to  the  makers  of 
widely  advertised  face  powders.  Out  of 
eleven  replies,  only  one  admitted  the  pres- 
ence of  “from  1/2  to  1 per  cent”  of  orris  in 
product.  Two  others  stated  that  they  had 
formerly  used  orris  root,  but  had  discon- 
tinued its  use  in  face  powder.  This  was  in 
agreement  with  the  testimony  of  the  pa- 
tients, who  declared  that  they  used  certain 
brands  of  face  powder  without  annoyance. 
It  soon  became  evident  that  the  modern 
heavy  face  powder,  though  constantly 
dabbed  on  the  nose,  as  a rule  has  nothing 
to  do  with  orris  coryza. 

Further  investigation  revealed  that  the 
bulkier  products,  talcs  and  dusting  powders 
and  bath  powders  that  are  tinted  and 


strongly  scented,  are  the  offenders.  Extracts 
of  several  of  these,  and  particularly  of  two 
well-advertised  brands,  produced  brilliant 
reactions  when  tried  on  patients  who  were 
known  to  be  orris-sensitive.  It  appears  that 
powdered  orris  root  enters  into  many  of  the 
body  powders.  Its  function  is  primarily 
that  of  a perfume  fixative,  to  take  up  and 
hold  and  slowly  diffuse  the  essences  of  the 
scent  employed;  besides,  it  has  an  agree- 
able odor  of  its  own,  and  a flesh  tint. 

The  use  of  scented  body  powders  has  of 
late  years  been  enormously  increased  by 
nation-wide  advertising  which  has  for  its 
key-note  “personal  daintiness,”  with  some- 
thing more  than  a hint  at  the  perceptibility 
of  body  odors.  One  learns  that  face  pow- 
der is  employed  no  lower  than  the  neck. 
On  the  arms  and  chest,  especially  in  the 
axillae,  scented  talc  is  applied.  Many  wo- 
men dust  themselves  all  over  afer  bathing, 
using  a five-inch  puff  to  apply  the  fragrant 
bath  powder.  The  present  styles  of  fem- 
inine apparel  leave  progressively  more  of 
the  body  surface  to  be  seen  and,  therefore, 
to  be  powdered  and  the  scant  loose  clothing 
permits  the  powder  to  fly  in  the  air.  Then 
there  are  the  sachets,  kept  among  the  fresh 
linen,  and  usually  containing  orris  root.  A 
woman  who  happens  to  buy  orris-contain- 
ing powders,  even  though  she  may  not  use 
them  to  excess,  in  time  produces  for  her- 
self and  those  about  her  an  adequate  ex- 
posure to  orris  dust. 

OTHER  ETIOLOGIC  FACTORS 

Nothing  about  the  personnel  of  the  group 
studied  indicates  unusual  exposure  to  orris 
powder.  There  was  only  one  occupational 
case,  that  of  an  institutional  nurse,  whose 
duties  included  making  the  beds  and  hand- 
ling the  effects  of  women.  She  suffered 
severely,  requiring  a large  daily  dosage  of 
orris  extract  to  keen  her  comfortable  while 
thus  employed ; when  assigned  to  other 
work  in  the  same  institution  she  promptly 
became  symptom-free.  Two  of  the  patients 
were  school  girls,  aged  nine  and  eleven  re- 
spectively. Both  these  children  had  in  pre- 
vious years  been  completely  protected 
from  hay-fever  by  pollen  therapy;  but  last 
summer  they  had  to  be  given,  in  addition, 
injections  of  orris  extract  in  order  to  obtain 
complete  relief.  The  other  women  were  of 
the  prosperous  well-dressed  type  so  much  in 
evidence  in  any  American  city  and  with  no 
extraordinary  exposure  to  powder. 

Meteorologic  conditions,  as  modified  by 
climate  and  season,  appear  to  have  a 
marked  effect  on  orris  coryza.  A number 
of  these  patients  are  accustomed  to  spend 
a part  of  each  summer  on  the  California 
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coast,  where  they  experience  marked  relief. 
This  is  true  of  those  sensitive  to  orris 
alone,  as  well  as  of  those  with  multiple 
sensitization.  Here  the  differences  in  tem- 
perature and  in  atmospheric  moisture  must 
be  the  deciding  factors.  Dusts  are  more 
buoyant  in  hot  dry  air.  This  point  is  em- 
phasized by  the  fact  that  all  but  one  of 
these  orris-sensitized  women  sought  relief 
from  seasonal  hay-fever.  Of  course,  in 
summer  women  wear  less  clothing  and  more 
powder;  but  the  quantity  of  powder  that 
they  inhale  is  also  increased  by  the  dryness 
and  warmth  of  the  air. 

SYMPTOMS 

While  the  symptoms  complained  of  were 
those  of  seasonal  hay-fever,  suggestive  dif- 
ferences in  the  history  and  in  the  course  of 
the  ailment  were  noted  as  between  the 
straight  pollen  cases  and  those  in  which 
orris  dust  was  an  offending  agent.  The  or- 
ris cases  exhibit  a certain  irregularity : 
the  dates  of  onset  and  relief  do  not  corre- 
spond to  the  known  periods  of  local  pollens, 
and  the  severity  of  the  symptoms  varies 
to  an  unusual  degree.  This  is  noticeable 
especially  in  the  case  with  mixed  sensitiza- 
tion, in  which  pollen  therapy  only  has  been 
employed.  Such  a patient,  on  an  adequate 
pollen  dosage  and  with  evidence  of  suffi- 
cient desensitization,  is  never  quite  com- 
fortable and  has  occasional  sharp  attacks  of 
hay-fever  which  make  the  whole  treatment 
unsatisfactory.  Also,  women  sensitive  to 
orris  root  usually  relate  that  they  are  sub- 
ject to  frequent  and  sudden  “colds,”  which 
are  apt  to  come  on  embarrassingly  in  church 
or  at  the  theatre,  or  wherever  women  are 
gathered  together  in  a confined  air-space. 
It  is  interesting  that  only  one  woman  of 
this  series  had  appreciated  the  relation  of 
her  symptoms  to  the  inhalation  of  powder. 

The  winter  symptoms  were  described  by 
most  of  the  patients  as  colds — “one  cold 
after  another,”  several  phrased  it.  While 
they  shared  vrith  other  hay-fever  victims 
the  marked  ' susceptibility  to  nasal  infec- 
tions which  Duke7  has  been  at  some  pains 
to  make  clear,  it  is  evident  that  many  of 
their  winter  attacks  were  orris  coryza. 
Most  of  those  who  received  specific  orris 
therapv  report  a relative  freedom  from  win- 
ter colds. 

TREATMENT 

F or  several  years  I have  refrained  from 
advising  orris-sensitive  women  to  use  no 
powder.  The  ones  who  need  such  advice 
will  not  for  long  follow  it.  It  is  impossible 
.for  a woman  who  goes  about  socially  to 
avoid  orris  dust,  even  if  she  herself  carries 
none.  All  those  whose  cases  are  here  re- 
ported were  carefully  instructed  to  discard 


orris-containing  products,  and  were  fur- 
nished with  a list  of  inoffensive  powders. 
Yet  only  five  went  through  the  season  with- 
out injections  of  orris  extract,  obtaining 
complete  relief  from  pollen  therapy  alone. 

Of  the  twenty-eight  who  were  judged  to 
need  specific  treatment,  eleven  who  began 
to  have  hay-fever  before  their  pollens  were 
in  the  air,  were  treated  from  the  start  with, 
a mixture  of  orris  and  pollen  extracts.  Ten 
of  these  got  good  results,  one  was  not  bene- 
fited. Ten  others  received  the  usual  pollen 
dosage,  supplemented  by  intradermal  in- 
jections of  orris  extract  whenever  their 
symptoms  so  indicated.  This  method  has 
the  advantage  of  enabling  one  to  judge  the 
orris  reaction  by  itself.  Nine  of  this  group 
obtained  relief,  one  was  relieved  of  her  sea- 
sonal asthma  but  not  of  hay-fever.  The 
seven  who  reacted  to  orris  alone  were  all 
relieved  by  specific  therapy.  As  would  be 
expected  from  the  perennial  and  irregular 
exposure,  they  showed  a tendency  to  re- 
lapse. 

The  technic  of  orris  therapy  was  similar 
to  that  employed  by  the  writer8  in  pollen 
therapy  duriner  the  attack.  It  is  perhaps 
worth  while  repeating  that  specific  treat- 
ment with  orris  root  is  nearly  always,  po- 
tentially at  least,  a coseasonal  treatment. 
The  individual’s  tolerance  was  first  deter- 
mined by  skin  tests,  and  the  earlier  doses 
were  kept  safely  low.  The  interval  between 
doses,  at  first  one  or  two  days,  was  grad- 
ually lengthened  as  the  dose  was  increased. 
The  dose  was  carried  up  to  twice  that  at 
which  relief  of  symptoms  occurred,  and 
held  at  that  level  for  several  weeks — in 
some  cases,  for  several  months.  Desensiti 
zation  to  the  point  of  abolishing  the  skin 
reaction  was  thought  necessai’v  in  only  one 
case. 

Individuals  varied  widely  in  their  degree 
of  sensitization,  and  there  was  no  fixed 
dose  schedule.  The  initial  injection  was  oft- 
enest  about  0.05  c.  c.  of  a 1 :2000  extract, 
administered  intradermally.  The  final  dose 
varied  widely:  some  patients  required  no 
more  than  0.10  of  the  1 :50  glycerol  extract 
to  control  symptoms,  while  one  took  1.5  c.  c. 
of  the  1:10  alkaline  extract  daily  for  sev- 
eral weeks.  The  salt-glycerol  extract  was 
found  to  be  therapeutically  superior  to  the 
alkaline  extract,  though  in  skin  tests  their 
potency  had  been  apparently  the  same. 

COMMENT 

In  the  small  group  of  hay-fever  patients 
here  studied,  orris  sensitization  was  of  con- 
siderable importance.  The  women  sensi- 
tized to  orris  alone,  suffered  severely.  While 
it  was  not  always  possible  to  determine  to 


302 


SOUTHWESTERN  MEDICINE 


what  extent  orris  dust  contributed  to  the 
discomfort  of  those  multiply  sensitized,  its 
influence  was  judged  to  be  sufficient  to 
prevent  complete  relief  by  pollen  therapy  in 
four-fifths  of  such  cases,  and  the  use  of 
orris  extract  in  treating  these  patients  was 
attended  by  excellent  results. 

Whether  orris  dust  is  so  important  as  a 
hay-fever  agent  in  other  regions  remains  to 
be  seen.  The  relief  conferred  by  the  damp 
air  of  the  coast  would  seem  to  argue  other- 
wise. But  in  most  cities  of  this  country 
women  live  during  half  of  the  year  in  the 
climate  of  the  steam-heated  apartment. 
According  to  Hubbard9,  this  has  an  average 
temperature  of  75°  F.  and  a relative  humid- 
ity of  19.  Onus  dust  is  buoyant  in  an  at- 
mosphere so  conditioned,  and  it  would  be 
worth  while  investigating  what  part  it  plays 
in  causing  seasonal  hay-fever,  recurrent 
coryza,  and  obstinate  rhinitis  which  is  not 
definitely  traceable  to  infection.  But  such 
an  investigation  will  be  worse  than  useless 
unless  a potent  and  reliable  extract  is  em- 
ployed for  testing. 

Instances  of  sensitization  to  essential 
oils  have  been  reported,  and  there  is  no 
reason  whv  the  aromat’c  extractives  of  or- 
ris root  should  not  behave  allergically  on 
occasion,  but  such  cases  must  be  rare.  This 
is  probably  the  reason  why,  in  a large  num- 
ber of  tests,  I have  found  few  men  who 
are  clinically  sensitive  to  orris.  The  scent- 
ed toilet  articles  which  men  are  now  being 
taught  to  buy  are  mostly  pastes,  creams 
and  lotions.  The  male  does  not  use  much 
powder,  and  even  if  he  did,  his  clothes 
would  prevent  him  from  inhaling  it. 

It  is  significant  that  five  patients  were 
observed  to  acquire  clinical  and  cutaneous 
sensitization  to  orris  root  during  the  years 
they  were  under  observation.  This  can 
hardly  be  an  isolated  experience;  it  is  what 
one  would  expect  from  the  increasing  ex- 
posure. Accurate  statistics  are  not  to  be 
had,  but  it  is  estimated  that  in  1925  the 
women  of  the  United  States  spent  some- 
thing between  $115,000,000  and  $250,000,000 
for  scented  cosmetics,  and  the  figures  for 
1926  are  expected  to  be  larger.  So  long 
as  prosperity  continues  and  the  mode  de- 
mands, women  will  use  as  much  powder  as 
they  like,  in  spite  of  medical  advice  to  the 
contrary.  Nevertheless,  the  prevention  of 
orris  coryza  can  be  accomplished,  by  the 
simple  means  of  spreading  the  information 
that  for  all  practical  purposes  sensitization 
is  caused  only  by  the  powdered  root.  The 
manufacturers  can  be  trusted  to  eliminate 
from  their  products  a substance  which  is 


generally  known  to  cause  such  an  unbecom- 
ing ailment  as  hay-fever. 

CONCLUSIONS 

1.  Orris  dust,  either  alone  or  in  associ- 
ation with  pollens,  is  a common  cause  of 
hay-fever  in  women. 

2.  Powdered  orris  root  is  found  in  many 
talcs,  bath  powders  and  sachets;  it  is  sel- 
dom present  in  face  powder. 

3.  The  aromatic  extractives  of  orris, 
used  in  perfumes,  are  relatively  harmless. 

4.  Orris  coryza  usually  takes  the  form 
of  seasonal  hay-fever  with  irregular  onset 
date  and  with  marked  variability  in  the 
severity  of  symptoms ; in  winter  the  exacer- 
bations appear  as  frequent  and  sudden 
“colds.” 

5.  Women  who  are  socially  active  can- 
not avoid  exposure  to  orris  root. 

6.  Specific  treatment  with  a potent  ex- 
tract of  orris  root  relieves  orris  coryza. 

7.  All  women  with  hay-fever,  or  with 
stubborn  rhinitis  not  clearly  traceable  to 
infection,  should  be  tested  for  sensitization 


to  orris  root. 

TABLE  I. 

Positive  reactions: 

To  pollens  only  68 

To  pollens  and  orris  root. 26 

To  orris  root  only  7 

To  pollens  and  animal  dusts 1 

To  animal  dusts  only  1 

All  reactions  negative  2 
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DISCUSSION 

DR.  CHARLES  S.  KIBLER,  Tucson,  Arizona, 
(opening)  : I have  enjoyed  this  paper  very  much, 

and  consider  it  a splendid  piece  of  research  work. 
I should  like  to  emphasize,  with  Dr.  Phillips,  the 
importance  of  not  being  contented  with  the  ordinary 
skin  tests  in  treating  asthma  and  hay  fever.  If 
tests  are  negative,  they  should  be  repeated  in  a few 
weeks  and  at  a more  favorable  time,  because  many 
patients  go  through  negative  phases.  Particularly 
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with  all  proteins  that  may  be  inhaled,  if  skin  tests 
provel  negative,  one  should  resort  to  intracutaneous 
tests;  in  asthma  and  hay-fever  many  cases  will  be 
picked  up  by  this  method  which,  otherwise,  would 
not  be  detected.  We  are  finding  that  a much  high- 
er percentage  of  the  asthma  cases  belong  to  the 
sensitive  group  than  was  formerly  supposed;  I be- 
lieve it  is  not  too  much  to  say  that  seventy-five 
per  cent  of  the  asthma  cases  are  in  the  sensitive 
group.  Many  observers  believe  this  so  strongly  that 
they  are  taking  all  asthma  cases  and  desensitizing 
them,  whether  they  react  to  season  pollens  or  not. 
I should  like  to  emphasize  one  point  and  that  is  that 
no  one  can  satisfactorily  treat  hay-fever  unless  he 
is  somewhat  of  a botanist;  you  must  know  your 
local  weeds  and  their  periods  of  pollination,  other- 
wise you  cannot  get  good  results.  No  patient  should 
be  simply  tested  with  the  various  pollens  and  treat- 
ed accordingly,  because  it  is  unseless  to  treat  pa- 
tients with  any  pollens  to  which  they  will  not  be 
exposed.  I should  like  to  ask  Dr.  Phillips  if  he  has 
found  any  cases  of  asthma  that  he  is  satisfied  are 
due  entirely  to  orris  root,  and  whether  he  has  had 
cases  of  orris  root  coryza  complicated  by  asthma 
also.  I wish  to  congratulate  Dr.  Phillips,  again,  on 
a real  contribution  to  allergy. 

DR.  D.  F.  HARBRIDGE,  Phoenix,  Arizona:  Ev- 
ery once  in  a while  the  oculist  gets  hold  of  a patient 
with  a conjunctivitis  that  he  is  unable  to  attribute 
to  any  of  the  usual  causes.  If  we  can  prevail  suf- 
ficiently on  the  woman  to  withhold  cosmetics  for  a 
time  and  to  remain  from  such  surroundings  as  men- 
tioned by  Dr.  Phillips,  she  recovers  very  promptly. 
Doubtless  a percentage  of  these  inflammations  are 
due  to  the  mechanical  effect  of  the  cosmetic,  yet 
there  is  no  question  but  that  sensitization  plays  a 
very  important  part  in  a goodly  number.  Along 
this  same  line  of  thought  may  be  mentioned  certain 
types  of  lid-border  inflammation  due  to  some  of  the 
highly  colored  materials  used  on  the  eyelashes. 

DR.  M.  C.  HARDING,  San  Diego,  Calif.:  Have 

you  had  any  experience  with  sensitization  to  ad- 
hesive plaster  on  account  of  the  orris  root  in  it? 
Some  work  has  been  done  in  connection  with  derma- 
titis from  adhesive  in  orris  sensitive  people.  I 
wonder  if  Dr.  Phillips  has  had  any  observations 
along  this  line. 

DR.  CHARLES  S.  KIBLER,  Tucson:  One  more 

point;  the  intradermal  testing  is  not  without  having 
previously  used  the  scratch  test.  In  using  the  intra- 
dermal test,  use  one  at  a time  and  have  the  patient 
remain  under  observation  for  forty-five  minutes,  and 
be  ready  for  allergic  shock.  Some  deaths  have  been 
reported  that  resulted  from  using  too  many  intra- 
cutaneous tests,  with  resulting  shock. 

DR.  E.  W.  PHILLIPS,  Phoenix,  (closing)  : I 

have  been  treated  very  kindly  in  the  discussion,  and 
thank  you.  As  to  the  old  asthmatics  and  their  sen- 
sitization to  orris:  I have  some,  not  included  in 

this  report,  who  have  in  orris  root  one  of  their 
main  sensitizations.  In  the  southwest,  agreeing  with 
Dr.  Kibler,  I find  that  the  asthma  of  adults  is  mostly 
from  allergy  to  inhaled  substances,  and  orris  is  one 
of  the  common  dusts.  I very  heartliy  agree  with 
the  statements  about  the  intradermal  test.  In  rou- 
tine work,  the  skin  test  is  done  first  and  if  the  orris 
reaction  is  positive,  no  intradermal  test  with  orris 
is  made.  In  the  treatment,  this  is  begun  with  a di- 
lution so  low  that  it  would  produce  only  a faint  or 
doubtful  reaction  on  a cut.  One  may  get  a very 
beautiful  shock  by  injecting  full  strength  test  solu- 
tion in  a highly  sensitive  patient;there  are  some 
people  in  Phoenix  who  could  bear  me  out  in  that 
statement.  Have  seen  one  most  fascinating  case  of 
orris  asthma  in  a child;  after  testing  with  every- 
thing else,  found  that  it  came  from  the  orris  sham- 
poo that  the  mother  used.  She  had  traveled  to 
Egypt  and  elsewhere  seeking  climatic  relief  for  that 
boy’s  asthma,  and  was  carrying  the  cause  of  it  with 


her  all  the  time.  I have  not  seen  any  dermatitis 
from  orris,  much  to  my  surprise;  the  custom  is  now 
quite  common  to  apply  orris  powder  to  the  recently 
shaved  axilla,  but  have  not  seen  dermatitis  in  such 
instances;  do  not  know  why.  I do  not  know  about 
the  reactions  from  adhesive  plaster.  Dr.  Harbridge 
spoke  of  conjunctivitis;  the  orris  cases  do  suffer 
a lot  from  conjunctivitis,  because  oftentimes  when 
they  are  warm,  they  put  some  powder  on  the  fore- 
head. Another  thing,  baby  powder  may  get  into  the 
eyes  and  produce  conjunctival  irritation. 

DR.  A.  E.  GALLANT,  Los  Angeles,  Calif.:  It  is  a 
known  fact  that  certain  kinds  of  adhesive  on  the 
market  cause  irritation.  Orris  root  is  extensively 
used  in  the  preparation  of  adhesive  plaster. 


SURGICAL  AND  POSTURAL  TREAT- 
MENT OF  DIFFUSE  PERITONITIS. 

C.  A.  THOMAS,  M.  D. 

Tucson,  Arizona 

Read  before  the  Thirty-sixth  Annual  Meeting  of 
the  Arizona  State  Medical  Association,  held  5n 
Yuma,  April  21  to  23,  1927. 

The  operative  treatment  of  generalized 
peritonitis  has,  for  several  years,  been  more 
or  less  standardized,  with  an  occasional  new 
remedy  or  slight  change  in  post-operative 
treatment  advocated  by  some  surgeon.  The 
most  notable  of  these  are  the  administra- 
tion of  chlorides  as  advocated  by  Orr,  Bab- 
cock and  others,  and  the  administration  of 
glucose.  Since  the  treatment  has  become 
standardized  the  mortality  has  also  become 
standardized  with  a death  rate  around  50 
per  cent.  Even  those  who  recovered  were 
subjected  to  a long  course  of  invalidism  and 
much  distress.  The  great  distress  and  high 
mortality  raised  the  question  of  the  cause, 
or  causes,  of  death  in  this  condition,  This 
we  endeavored  to  solve  before  adopting  new 
methods  of  treatment. 

All  authorities  agree  that  early  deaths  in 
acute  diffuse  peritonitis  are  due  to  the  ab- 
sorption of  toxins  resulting  from  the  mas- 
sive infection,  with  paralytic  ileus  and  its 
attendant  regurgitation  and,  soon,  added  ab- 
sorption of  toxic  products  outside  the  para- 
lytic area,  adding  its  quota  toward  the  com- 
plete overwhelming  of  the  vaso-motor  sys- 
tem. Later  causes  of  death  are:  first, 
toxic  effect  of  acid  products  (acidosis)  ; 
second,  fatigue  and  exhaustion  of  nervous 
system;  and  third,  insufficient  fluids  or 
nourishment,  and  lowering  of  blood  chlo- 
rides. 

An  ideal  plan  of  treatment  for  this  con- 
dition, therefore,  would  be  one  that  would 
meet  and  combat  successfully  each  cause  of 
death  by  (1)  removing  original  foci  and 
preventing  spread  of  infection;  (2)  prevent- 
ing and  combating  ileus;  (3)  protecting  the 
nervous  system;  (4)  nourishing  patient  and 
supplying  deficiency  of  chlorides. 

In  outlining  our  present  plan  of  treat- 
ment, we  are  awrare  that  it  sounds  like  a 
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radical  departure  from  the  present  accepted 
plan  of  handling  these  cases,  but  we  be- 
lieve it  meets,  in  a better  and  more  sure 
way  than  any  other  method  so  far  devised, 
the  several  requirements  set  down  as  nec- 
essary in  attaining  maximum  results.  In 
our  hands  our  present  regime  of  treatment 
has  given  far  better  results  than  the  meth- 
ods formerly  used  in  the  same  class  of 
cases.  Our  results  are  what  make  us  bold 
enough  to  set  forth  this  method  as  a su- 
perior one,  though  we  are  fully  aware  of 
the  fact  that  the  consensus  of  opinion  to- 
day among  the  leading  surgeons,  is  that 
conservatism  even  to  the  point  of  non-oper- 
ation should  prevail  in  the  treatment  of 
this  condition. 

Certain  anatomical  and  physiological 
facts,  we  think,  explain  its  rationality  and 
will  in  a large  measure  account  for  the  re- 
sults obtained.  In  studying  the  blood  and 
lymph  supnly  of  the  peritoneum,  we  find 
the  arterial  and  veinous  trunks  with  their 
accompanying  lymph  vessels  and  glands  ar- 
ranged along  the  vertebrae  from  the  dia- 
phragm to  the  pelvic  cavity.  Contrary  to  a 
well-established  erroneous  idea,  absorption 
does  not  take  place  more  rapidly  around 
diaphragm  and  upper  abdomen,  but  along 
the  blood  and  lymph  vessels  in  the  back  and 
pelvis.  The  peritoneal  cisterns  are  also  in 
back  on  each  side  of  the  vertebrae.  These, 
with  the  pelvis,  form  pooling  places  for  pus 
or  fluids  in  the  abdomen  when  the  patient 
is  on  his  back.  This  pooling  in  areas  of 
greatest  absorption  certainly  is  not  to  the 
advantage  of  the  patient  and  should  be 
avoided  if  possible.  Further  study  shows 
the  diaphragm  attached  to  the  cartilages  of 
the  lower  six  ribs  in  front  and  as  low  as  the 
second  and  third  lumbar  vertebrae  posteri- 
orly. This  fact  causes  fluids  to  gravitate 
to  these  low  places,  forming  pools  when  pa- 
tient is  supine. 

Consequently,  we  do  not  offer  our  method 
as  a radical  procedure  but  as  a conservative 
one,  based  on  proper  anatomical,  physiologi- 
cal and  surgical  principles.  Neither  do  we 
claim  to  have  discovered  anything  new,  but, 
having  seen  some  of  the  fundamental  prin- 
ciples of  this  regime  used  in  other  condi- 
tions with  success,  we  decided  to  adapt 
them  to  this  very  distressing  condition, 
which  we  have  done  with  a very  notable 
reduction  in  our  mortality  and  with  more 
comfort  to  our  patients.  If  we  allow  for 
the  largest  possible  error  of  judgment  in 
the  selection  of  cases,  we  have  cut  our  mor- 
tality in  two  and  if  our  judgment  has  been 
good  in  our  selection  of  cases  we  have  re- 
duced our  mortality  75  per  cent  in  a total 


of  twenty-seven  cases.  We  realize  this 
number  is  too  small  for  definite  conclusions 
but  in  this  number  we  have  had  but  two 
deaths,  one  fecal  fistula,  and  no  hernias. 
One  case  was  moribund  and  should  not 
have  been  operated.  This  patient  was  op- 
erated under  local  anesthesia  with  a mini- 
mum of  trauma  but  died  two  hours  after 
removal  from  table.  The  other  death  oc- 
curred early  in  our  series  and  it  is  prob- 
able that  the  drain  was  not  properly  placed. 
The  fecal  fistula  ultimately  healed  without 
further  surgery.  All  other  cases  escaped 
without  any  untoward  complication,  period 
in  hospital  was  greatly  reduced,  and  the 
illness  attended  with  a minimum  of  discom- 
fort. 

Our  routine  of  today  was  not  adopted  all 
at  one  sitting,  but  we  have  frequently  add- 
ed to  and  taken  from  and  in  many  ways 
changed  our  procedure,  and  do  yet,  as  occa- 
sion demands  in  any  individual  case,  but 
these  fundamental  principles  remain  the 
same:  (1)  Abdomen  is  left  open  for  rapid 
free  drainage;  (2)  patient  is  placed  on  ab- 
domen to  assist  drainage;  (3)  buttocks  are 
elevated;  (4)  rectal  alimentation  is  given 
and  chlorides  forced.  We  are  not  always 
able  to  determine  the  extent  of  involvement 
of  the  peritoneum  previous  to  operation  but 
if  we  are  suspecting  pus  in  the  abdomen, 
arm  ourselves  with  the  proper  equipment 
to  deal  with  any  emergency. 

OPERATIVE  TECHNIC 

The  usual  incision  is  made  approaching 
the  pathology  suspected.  Survey  of  ab- 
domen is  made  and  original  focus  of  infec- 
tion is  removed  if  it  can  be  done  without 
too  great  trauma  to  the  viscera.  If  diffuse 
peritonitis  is  found,  the  original  incision  is 
extended,  making  opening  from  five  to  sev- 
en inches  long.  The  peritoneum  is  dissect- 
ed loose  on  each  side,  the  full  length  of  in- 
cision. This  is  then  pulled  up  and  out  and 
attached  to  skin,  throughout  the  extent  of 
wound,  with  chromic  catgut.  This  is  done 
for  the  protection  of  the  raw  surface  of  the 
abdominal  wall,  as  well  as  for  future  use. 
At  this  point  the  original  focus  of  infection 
is  dealt  with. 

Following  this,  a large  piece  of  rubber 
dam  with  many  perforations  is  laid  over 
the  wound  and  gently  pushed  into  abdomen 
and  filled  with  fluffed  gauze  in  such  a way 
as  to  hold  all  viscera  within  abdomen.  In 
no  place  is  the  pack  inserted  deeply  except 
in  region  of  original  focus  of  infection  or 
in  the  pelvis,  if  there  is  a large  accumula- 
tion of  pus.  No  pus  is  mopped  or  swabbed 
out  but  every  effort  is  made  not  to  trauma- 
tize the  viscera.  No  gauze  is  ever  permit- 
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ted  to  touch  the  coils  of  intestines.  No  at- 
tempt is  made  to  close  the  wound  but  it 
is  purposely  left  open  its  full  length.  On 
top  of  large  drain  of  rubber  dam  and  fluff 
gauze,  a very  copious  dressing  is  applied. 
If  patient  is  under  a general  anesthetic,  one 
or  two  quarts  of  saline  is  instilled  into  rec- 
tum while  he  is  still  asleep  and  before  leav- 
ing operating  table. 

The  patient  is  returned  to  bed  and  laid 
flat  on  abdomen,  face  to  one  side,  arms  in 
easy  position  about  head,  with  legs  ar- 
ranged to  suit  the  comfort  of  the  patient. 
The  main  point  is  to  keep  the  whole  ab- 
domen flat  against  the;  bed. 

After  a few  hours  (three  or  four)  in  this 
position,  pillows  are  placed  under  lower  ab- 
domen and  pelvis,  raising  buttocks  high 
above  rest  of  body,  which  position  promotes 
escape  of  gas  and  allows  easy  instillation 
of  fluid  into  rectum  (see  illustration)  where 


it  is  retained  and  absorbed  in  almost  unlim- 
ited quantities.  We  use,  largely,  saline, 
with  the  idea  of  supplying  deficient  chlo- 
rides to  the  blood,  as  advocated  by  Orr, 
Babcock  and  others,  but  tap  water  and  glu- 
cose solution  may  be  used  interchangeably 
with  equal  satisfaction,  according  to  the  in- 
dications. Why  patients  retain  and  absorb 
fluids  better  in  this  position  can,  possibly, 
be  explained  by  the  fact  that  water  will  run 
down-hill  and  the  rectum  being  the  highest 
point  of  the  body  in  this  position,  fluids 
gravitate  away  from  the  sphincter  into  the 
full  length  of  colon  with  its  larger  absorp- 
tive area  and  the  desire  to  expel  the  fluid 
is  lost. 

Another  thing  this  position  does,  which 
is  of  the  greatest  importance  and  comfort 
to  the  patient,  is  to  prevent  distention  of 
the  abdomen,  or,  if  the  abdomen  is  distend- 
ed, it  tends  to  reduce  it.  This  is  probably 
due,  in  part,  to  escape  of  gas  per  rectum, 
which  so  easily  takes  place  with  the  vent  at 


the  highest  point,  but  we  think  that  the 
very  rapid  drainage  and  consequent  check- 
ing in  spread  of  infection,  together  with 
the  constant  firm  pressure  being  exerted  on 
the  abdomen,  prevents  distention  of  the  vis- 
cera, thus  avoiding  disturbance  of  the  cir- 
culation of  intestines,  which  is  recognized 
as  an  essential  factor  in  the  formation  of 
ileus. 

There  are  two  other  advantages  of  this 
position:  (1)  It  places  our  large  dressing 
at  the  most  dependent  portion  of  cavity  to 
be  drained.  (2)  It  leaves  the  peritoneal 
cisterns  and  pelvic  cavity  high  and  dry  in- 
stead of  leaving  them  to  act  as  cesspools 
in  the  area  of  greatest  absorption. 

An  extra  word  about  this  method  of 
drainage.  We  concede  that  the  greatest 
amount  of  drainage  from  the  peritoneal  cav- 
ity takes  place  in  the  first  twenty-four 
hours.  Moreover,  we  have  observed  that 
most  of  the  drainage  by  this  method  takes 
place  in  the  first  twelve  hours.  The  reason 
for  the  very  large  drain  is  to  obtain  a max- 
imum amount  of  outflow  the  first  few 
hours  before  adhesions  have  walled  off  the 
drain.  Biologically,  our  drain  touches  a 
comparatively  large  amount  of  viscera, 
causing  a reversal  of  lymph  circulation  in 
nature’s  effort  to  expel  the  foreign  body, 
and  in  this  effort  drainage  is  promoted. 

The  patient  is  kept  in  this  position  and 
the  large  drain  left  in  place  from  one  to 
several  days.  At  the  end  of  each  twelve 
hours,  patient  is  turned  on  the  back  and 
outside  dressing  removed.  The  gauze  drain 
is  saturated  with  1 per  cent  sodium  citrate 
solution,  large  outer  dressing,  replaced  and 
the  patient  again  turned  on  abdomen,  with 
an  immediate  flow  of  drainage.  This  pro- 
cedure is  repeated  twice  daily  until  such 
time  as  the  symptoms  justify  a change  of 
regime.  Usually  after  twenty-four  hours 
some  of  the  gauze  is  removed  from  the 
drain  at  each  dressing  until  we  have  only 
rubber  dam  left  serving  as  drain. 

The  time  of  closure  of  the  abdomen  re- 
quires judgment  but  is  usually  in  from  for- 
ty-eight to  seventy-two  hours  and  is  easily 
accomplished  in  bed  under  local  anesthesia. 
The  peritoneum  is  losened  from  the  skin 
and  closed  easily  in  the  usual  way.  Only  a 
small  rubber  dam  drain  is  inserted  for  a 
few  days;  the  remaining  portion  of  wound 
is  closed  around  the  drain.  Patient  is  again 
placed  on  his  abdomen  for  the  greater  part 
of  the  time  for  a few  days,  being  permitted 
to  change  his  position  more  often  and  re- 
main off  his  abdomen  longer,  until  he  has 
the  freedom  of  his  bed  and  can  turn  in  any 
position  he  desires. 
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We  might  remark,  in  closing,  that  we 
have  found  that  patients  do  not  object  to 
remaining  on  the  abdomen  for  many  days 
at  a time.  Furthermore,  we  have  found 
that  the  elevation  of  the  buttocks  is  ap- 
plicable in  all  surgical  conditions  attended 
with  ileus  or  abdominal  distention  and  is 
so  appreciated  by  patients  with  distention 
that,  after  having  used  it,  they  will  fre- 
quently ask  to  be  placed  in  this  position  on 
slightest  discomfort  from  gas. 

CONCLUSIONS 

1.  The  mortality  rate  in  diffuse  peri- 
tonitis is  too  high. 

2.  Anatomical  arrangement  within  the 
abdomen  proves  the  theory  of  most  rapid 
absorption  around  the  diaphragm  and  upper 
abdomen  a fallacy. 

3.  The  long  unclosed  incision,  with  vis- 
cera held  back  by  rubber  dam  and  gauze 
arranged  in  form  of  large  drain,  superficial- 
ly placed  in  abdomen,  is  not  radical  but  ef- 
ficient conservative  surgery,  taking  into 
consideration  both  the  biological  and  me- 
chanical factors  involved. 

4.  Placing  the  patient  on  abdomen  with 
buttocks  elevated  and  drain  at  most  depend- 
ent part,  promotes  rapid  drainage  and  pre- 
vents pooling  of  secretions  at  points  of  most 
rapid  absorption. 

5.  Fluids  administered  per  rectum  will 
be  retained  and  absorbed  in  this  position  in 
almost  unlimited  quantities.  Distention  is 
controlled,  vomiting  reduced  to  a minimum, 
obviating  the  necessity  for  frequent  stom- 
ach lavage. 

6.  Patients  suffer  less,  get  well  quicker 
and  our  mortality  has  been  reduced  at  least 
50  per  cent  in  the  twenty-seven  cases  ob- 
served. 

DISCUSSION 

DR.  MEADE  CLYNE,  Tucson,  Ariz.  (opening)  : 
Dr.  Thomas  has  had  a very  gratifying  reduction  in 
mortality.  He  has  brought  out  some  points  that  I 
am  not  familiar  with,  but  in  spite  of  this  reported 
reduction  in  mortality,  I am  not  prepared  to  accept 
the  statement  that  absorption  of  the  toxic  material 
takes  place  more  rapidly  in  the  lower  abdomen  than 
in  the  upper.  I should  hesitate  to  place  a patient 
who  had  had  a recently  ruptured  gastric  ulcer  in 
the  Trendelenburg  position,  even  though  the  infec- 
tion started  in  the  upper  abdomen.  It  seems  to  me 
that  the  mortality  in  these  cases  can  be  greatly 
modified  by  doing  the  least  amount  of  surgery  pos- 
sible, with  the  smallest  amount  of  manipulation.  It 
seems  to  me  that  the  proper  treatment  in  these  cases 
still  is  the  sitting  position  with  the  proper  drainage 
established  in  the  pelvis,  possibly  with  tube  at  site 
of  the  appendix/  and  one  in  the  kidney  pouch,  with 
some  hot  wet  packs  applied  to  the  abdomen  to  pro- 
mote immediate  drainage;  proctoclysis  and  hypo- 
dermoclysis  as  indicated,  and  morphine  to  give  the 
patient  comfort.  This  is  a new  procedure  and  I am 
not  prepared  to  accept  the  theory  or  statement  with- 
out some  hesitancy,  also  because  of  the  pain  that 
some  of  these  patients  must  endure  in  the  abdomen, 
and  pain  certainly  is  a factor  in  the  recovery  of  a 
sick  patient. 


DR.  A.  J.  McINTYRE,  Phoenix,  Ariz.:  Would 

like  to  say  to  Dr.  Thomas  that  any  one  in  medicine 
who  goes  after;  a thing  the  way  he  has,  to  reduce 
the  mortality  in  peritonitis,  deserves  congratulation. 
If  these  results  continue  successful,  as  they  have 
started,  I believe  a new  field  in  surgery  has  been 
opened.  We  are  always  talking  about  conservation 
in  medicine,  but  the  radical  man  makes  the  advances. 
Treatment  which  is  radical  now  may  be  conserva- 
tive fifteen  or  twenty  years  from  now. 

DR.  J.  I.  BUTLER,  Tucson,  Ariz.:  I am  reminded 
of  a comment  made  at  one  of  the  large  eastern 
universities,  in  talking  over  the  educational  difficul- 
ties encountered,  that  one  of  the  problems  was  to 
save  the  students  from  the  conseuqences  of  their 
own  creative  ingenuity.  It  may  be  that  this  is  of- 
ten the  case  in  surgery.  I have  talked  this  matter 
over  with  Dr.  Thomas,  and  in  reporting  better  re- 
sults, we  must  recognize  the  fact  that  these  things 
have  probably  been  gone  through  with  before.  Like- 
wise, there  must  be  an  explanation  which  will  tally 
with  the  results.  I remember  well  the  first  report 
by  Finney  on  peritonitis,  with  six  cases  and  all  were 
successful.  He  scrubbed  the  alimentary  tract  from 
one  end  to  the  other  with  gauze,  taking  off  all  the 
fibrin,  in  spite  of  which,  the  patient  got  well.  He  is 
very  much  chagrined  now  when  that  paper1  is  men- 
tioned, although  in  that  series  his  results  were  strik- 
ing. The  question  of  posture  has  been  gone  through 
with,  studied  and  tried.  I remember  very  well  in 
the  Massachusetts  General  Hospital  turning  pa- 
tients various  ways,  on  the  side,  either  end  of  the 
bed  up,  or  either  side  up.  We  used  the  Mikulicz 
drain  with  the  well-known  pouch,  which  is  almost 
identical  with  the  one  used  by  Dr.  Thomas,  though 
he  uses  rubber  dam  perforated.  The  best  results 
from  drainage  in  the  after  treatment  were  found  to 
be  multiple  drains  of  rubber  tube  perforated  as  a 
rubber  dam  would  be;  placing  secondary  incision  in 
the  dependent  portions  of  the  abdomen  where  ac- 
cumulations were  known  to  occur;  sewing  up  the 
original  incision  tight,  making  a secondary  clos- 
ure unnecessary  and  avoiding  postoperative  hernia. 
Patients  were  placed  on  the  abdomen,  which  side 
depending  on  the  location  of  the  original  infection. 
I have  had  no  personal  experience  with  Dr.  Thomas’ 
method,  either  leaving  the  incision  wide  open  or 
placing  the  patient  entirely  on  the  abdomen.  Theo- 
retically, I should  think  the  embarrassment  to  res- 
piration would  be  a great  objection  to  the  prone 
position. 

DR.  WILLARD  SMITH,  Phoenix,  Ariz.:  Two  or 
three  things  have  occurred  to  me  in  connection  with 
this  paper.  In  the  first  place,  the  doctor  spoke  of 
conservatism.  The  true  conservative  is  one  who 
practices  conservation;  if  Dr.  Thomas  saves  fifty 
per  cent  of  those  who  would  otherwise  die,  that  is 
conservatism.  Second,  Hilton  told  us  about  rest 
and  pain;  if  you  have  a thing  that  hurts,  splint  it; 
Dr.  Thomas  splints  the  belly  with  the  bed.  Third, 
if  you  have  something  to  drain,  make  a hole  big 
enough  to  drain  it  through;  Dr.  Thomas  has  cer- 
tainly done  that. 

DR.  JOSEPH  M.  GREER,  Mesa,  Ariz.:  Speaking 
about  conservativism,  it  seems  to  me  that  Dr.  Thomas’ 
paper  is  not  radical  but  really  conservative.  Ap- 
parently his  method  conserves  lives  anyway.  The 
reason  it  appears  radical  at  first,  though,  is  be- 
cause it  is  different.  Many  of  these  things  have 
been  done  bqfore.  Many  surgeons  have  placed  their 
patients  in  different  positions  during  their  after 
treatment.  Many  surgeons  have  made  large  incis- 
ions, and  many  surgeons  have  left  their  incisions 
open.  Dr.  Thomas  has  very  cleverly  cordinated 
these  different  things  in  a systematic  way  and  has 
been  successful.  The  rationale  of  his  treatment  ap- 
peals to  me  all  the  way  through,  especially  the  les- 
sening of  septic  absorption  by  not  allowing  septic 
fluid  to  collect  in  the  back  part  of  the  abdomen.  It 
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has  been  said  that  drainage  is  more  physiological 
than  mechanical,  but  I do  not  see  why,  in  the  first 
twenty-four  hours  anyway,  the  position  as  used  by 
Dr.  Thomas  would  not  lend  a great  deal  of  help  to 
the  drainage  problem. 

DR.  H.  T.  BAILEY,  Phoenix,  Ariz.:  I think  Dr. 
Thomas  should  be  complimented  on  bringing  this 
paper  before  us.  I should  like  to  ask  Dr.  Thomas 
whether,  after  a mastoid  operation,  for  example,  if 
one  should  wish  to  give  proctoclysis,  the  position  de- 
scribed would  not  answer  better  than  the  old  time 
position. 

DR.  H.  A.  REESE,  Yuma,  Ariz.:  Would  like  to 
ask  what  has  become  of  the  duodenal  tube  and  duo- 
denal drainage  in  such  cases? 

DR.  J.  I.  BUTLER,  Tucson,  Ariz.:  One  more 

point  in  posture.  The  elevation  of  the  pelvis  can 
be  accomplished  by  raising  the  bed  instead  of  raising 
the  patient.  If  you  want  the  buttocks  in  the  air, 
you  can  get  the  same  results  by  raising  the  plane 
on  which  he  lies.  What,  then,  is  the  explanation  of 
the  superior  end  results  which  Dr.  Thomas  reports? 
Not  in  increased  drainage  which  does  not  take  place 
after  the  first  postoperative  three  to  six  hours;  not  in 
decreased  lymphatic  absorption,  because  that  is,  in 
fact,  facilitated  by  the  distribution  of  pus  over  the 
absorptive  lymph  capillary  area  of  the  mesentery, 
which  the  abdominal  posture  obviously  encourages. 
The  other  possible  explanation  which  occurs  to  me  is 
suggested  by  the  observations  in  fluoroscopy  of  the 
large  gut  during  instillation  of  a barium  enema 
There  is  a distinct  obstruction  seen,  even  in  normally 
flexible  intestines,  as  the  enema  traverses  the  pelvic 
brim,  with  the  patient  on  the  back;  this  difficulty 
must  be  much  greater  with  a distended,  edematous 
intestine,  as  is  present  in  peritonitis*  and  the  kink- 
ing must  be  lessened  by  the  prone  position.  It  is 
possible  that  position  alone,  without  the  open  inci- 
sion, may  yield  equally  good  results. 

DR.  WILLARD  SMITH,  Phoenix,  Ariz.:  Since 
Butler  has  talked  again,  I want  a second  deal.  Go 
back  to  first  principles  again.  Since  the  belly  was 
built  for  a quadruped,  you  must  get  the  hind  legs 
up,  for  physiological  effects. 

DR.  R.  D.  KENNEDY.  Globe,  Ariz.:Dr.  Thomas’ 
operation  and  procedure  is  mechanically  correct.  I 
do  not,  however,  believe  his  low  mortality  is  due  to 
the  causes  to  which  it  is  attributed — that  the  lower 
bowel  is  a cesspool.  It  is  true  that  we  get  consid- 
erable absorption  from  there  but  not  of  toxic  prod- 
ucts. Nature  has  not  given  us  a very  abundant 
lymph  supply  along  the  lower  bowel,  and  infection 
does  not  spread  from  the  large  bowel  as  at  does  from 
the  small  bowel.  For  that  reason  we  have  such  a 
slow  development  of  diverticulitis  and  other  lesions 
along!  the  large  bowel.  Our  absorption  takes  place 
higher  up.  These  patients  do  not  die  from  absorp- 
tion of  toxins  but  from  the  breaking  down  of  prod- 
ucts in  the  small  bowel  due  to  ileus. 

DR.  C.  E.  YOUNT,  Prescott,  Ariz.:  I think  that 

Dr.  Thomas  should  be  congratulated  on  being  able 
to  bring  this  report  in  which  he  can  show  such  re- 
sults. All  of  us  are  not  so  fortunate  when  we  begin 
to  modify  some  procedure.  Should  like  to  know 
whether  there  is  any  extrusion  of  the  intestine  in 
that  position,  whether  they  can  be  retained  and 
what  effect  he  has  noticed  from  stitching  the  peri- 
toneum to  the  skin.  What  effect  does  the  thickening 
of  the  peritoneum,  which  results  from  such  trans- 
planting, have  in  producing  hernia  or  closing  the 
wound? 

DR.  GEORGE  A.  BRIDGE,  Bisbee,  Ariz.:  I had 
the  privilege  of  reading  this  paper  last  night  and 
was  struck  with  the  originality  of  the  procedure. 
We  have  had  good  results  with  the  old  method  of 
the  Fowler  bed,  Murphy  drip  and  thorough  drain- 
age Many  surgeons  like  me,  have  had  the  exper- 
ience of  closing  these  wounds  too  tight,  and  though 


you  may  not  lose  the  patient,  you  will  have  Nature’s 
remedy  of  opening  the  wound  wider.  I asked  Dr. 
Thomas  last  night  the  same  question  asked  by  Dr. 
Yount,  as  to  the  difficulty  he  had  in  retaining  the 
intestines.  He  seems  to  have  had  very  little  diffi- 
culty. The  rubber  dam  he  uses  he  pushes  well  un- 
der the  margins  of  the  abdominal  wound  and  on  top 
of  that  the  dressings,  also  well  under  the  margin. 
I wish  to  congratulate  him  on  this  original  opera- 
tion and  procedure  following  operation. 

DR.  A.  B.  COOKE,  Los  Angeles,  Calif:  I have 

been  much  interested  in  this  proposed  modification 
of  the  position  for  drainage  which  is  more  or  less 
familiar.  In  my  own  general  work  I have  used  the 
Sims  position  with  elevation  of  the  bed,  turning  the 
patient  partially  on  the  side.  The  title  of  this  paper 
as  originally  published  was  “Generalized  Peritonitis.” 
No  case  of  generalized  peritonitis  gets  well,  not  mat- 
ter what  procedure  you  use;  if  it  is  generalized  in 
the  proper  translation  of  the  word,  that  patient  is 
doomed.  Dr.  Thomas,  in  discussion,  used  the  term 
“diffuse  peritonitis,”  which  is  a very  different  thing. 
One  of  the  speakers  referred  to  the  Kansas  City 
idea,  which  I believe  is  correct,  that  in  these  cases 
of  diffuse  peritonitis,  where  much  area  is  involved, 
thd  thing  that  kills  is  the  absorption  because  of  the 
ileus  of  the  small  intestine.  I think  the  idea  ad- 
vanced by  the  gentleman  in  Kansas  City,  of  jejunos- 
tomy  and  placing  a tube  in  the  proximal  portion  of 
the  small  bowel,  with  the  use  of  copious  saline,  is 
a life-saving  matter.  The  methods  of  drainage  out- 
lined by  Dr.  Thomas  are  very  excellent,  but  some- 
times we  do  not  have  the  means  of  constructing  the 
perforated  coffer  dam.  I recall  operating  on  a close 
friend  of  mine  for  a ruptured  diverticulu  with  dif- 
fuse peritonitis  involving  the  lower  half  of  the  ab- 
domen. I wanted  to  drain  and  used  a pair  of  rub- 
ber gloves,  spreading  the  fingers  out  below  and  leav- 
ing the  wrist  portions  protruding  and  leaving  the 
wound  open.  You  have  the  ready  means  at  hand  al- 
ways for  adopting  this  procedure  where  you  feel  it 
is  necessary. 

Anv  man  who  has  handled  this  class  of  cases  as 
Dr.  Thomas  has  and  can  show  twenty-seven  cases 
with  a mortality  of  two,  is  entitled  to  consideration 
when  he  describes  his  method,  because  diffuse  peri- 
tonitis usually  has  a mortality  of  fifty  per  cent.  All 
kinds  of  bizarre  ideas  have  been  advanced,  not  to  be 
classed  with  this  rational  one  of  Dr.  Thomas.  Some 
will  recall  that  some  fifteen  years  ago  a Memphis 
surgeon  advanced  the  idea  in  these  cases  of  pouring 
the  abdomen  full  of  tincture  of  iodine  and  said  that 
he  had  no  deaths  at  all.  Others  have  advanced  the 
idea  of  pouring  the  abdomen  full  of  ether.  We  must 
credit  the  statistics,  but  cannot  tell  how  much  the 
personal  equation  of  the  operator  enters  in,  and  I 
feel  that  I must  sound  this  little  note  of  warning, 
that  I do  not  think  the  ideas  advanced  by  Dr.  Tho- 
mas, since  general  surgery  has  become  so  very  gen- 
eral, ought  to  be  adopted  by  the  rank  and  file  of  us, 
because  lack  of  familiarity  with  the  method  may 
cause  us  to  fail  to  get  these  results,  and  perhaps 
inflict  injury  upon  our  patients. 

DR.  THOMAS,  Tucson,  Ariz.  (closing)  : I wish  to 
thank  the  gentlemen  for  the  liberal  discussion,  and 
there  are  a few  things  I wish  to  emphasize. 

Dr.  Cooke  mentioned  jejunostomy.  We  have  not 
had  occasion  to  perform  this  since  we  have  been 
using  this  method,  and  we  very  seldom  use  the 
stomach  or  duodenal  tube.  That  is  one  of  the  things 
we  have  been  able  to  avoid  in  most  cases. 

In  regard  to  the  extrusion  of  the  intestines,  we 
have  no  trouble  whatever;  they  stay  back  after  the 
first  twenty-four  hours  without  any  trouble.  In 
one  case,  at  the  end  of  the  first  day,  I removed  some 
of  the  gauze  and  a few  hours  after  that  had  occa- 
sion to  do  stomach  lavage,  and  did  have  a small 
knuckle  of  intestine  extrude,  but  that  is  the  only 
case. 
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Maybe  the  long  incision  is  not  the  essential  point 
in  our  regime,  but  one  thing  is  certain  and  that  is 
that  you  can  pour  into  the  rectum  all  the  saline  and 
glucose  solution  you  wish.  You  can  fill  the  patient 
with  fluid;  you  can  put  in  ten  or  twelve  pints  in 
twenty-four  hours  and  it  will  stay.  A pint  every  two 
hours  is  the  routine  after  the  initial  quart  in  the 
operating  room. 

I got  my  authority  about  absorption  in  upper  part 
of  the  abdomen  from  Hertzler  and  Deaver;  I got  the 
original  idea  there  and  do  not  have  any  hesitancy  in 
accepting  their  teaching.  I should  like  to  pay  re- 
spects to  the  Fowler  position;  if  anyone  ever  got 
more  than  a quart  of  saline  to  be  retained  in  the  Fow- 
ler position  in  twenty-four  hours,  he  has  done  bet- 
ter than  I have. 

With  regard  to  pain  in  this  position,  patients  are 
more  comfortable  than  when  they  are  sitting  up  with 
the  belly  distended.  On  the  belly  you  do  not  get  the 
distention,  and  if  distention  develops  and  you  place 
them  on  the  abdomen,  the  distention  becomes  grad- 
ually less.  I should  like  to  emphasize  the  point  that 
we  get  rid  of  gas  in  this  position,  not  only  in  peri- 
tonitis, but  any  postoperative  distention  can  be  re- 
lieved by  this  position.  In  one  case  we  gave  several 
enemas  without  results;  following  these  the  buttocks 
were  elevated,  and  in  a few  minutes  the  enema  and 
all  went  out  with  the  gas.  When  you  elevate  the 
buttocks  sufficiently,  the  gas  seeks  the  high  level 
and  will  go  out.  We  use  the  position  in  any  post- 
operative case  with  distention.  Pain  is  minimized 
and  the  patients  are  comfortable.  They  think  they 
are  not,  but  if  you  turn  them  face  up,  they  will  soon 
ask  to  be  turned  back  on  abdomen.  We  always 
use  morphine  and  do  not  depend  entirely  on  posture, 
but  the  dose  of  morphine  is  small,  usually  one-sixth 
or  one-eighth  grain  is  all  that  is  necessary.  We  lay 
great  stress  on  saline  and  use  large  quantities.  We 
use  sodium  citrate  on  the  dressings,  as  we  have  done 
for  many  years.  It  keeps  the  secretions  that  ac- 
cumulate on  the  dressings  from  becoming'  hard,  and 
by  keeping  them  fluid  drainage  is  promoted. 


REPORT  OF  SIX  UNUSUAL  CASES 

M.  C.  COMER,  M.  D.,  F.  A.  C.  S. 

Tucson,  Arizona 

Read  before  the  Thirty-sixth  Annual  Meeting  of 
the  Arizona  State  Medical  Association,  held  at 
Yuma,  Arizona,  April  21  to  23,  1927. 

The  average  man  is  so  constituted,  in- 
tellectually, that  anything  out  of  the  ordi- 
nary is  welcomed  as  a happy  break  in  the 
corroding  monotony  of  daily  ilfe.  By  the 
unusual,  our  imagination  is  intrigued  and, 
through  curiosity,  interest  in  our  work  is 
revived.  Without  further  preamble,  we  can 
proceed  with 

CASE  No.  1. 

Screw-worm  Inf  e-station  of  the  Nares. 

A.  E.  C.,  aged  37,  railroad  brakeman,  was  the  pa- 
tient. Personal  and  family  history  was  unimportant. 
On  Friday,  during  the  noon  hour,  he  was  sleeping 
beside  a work  train  at  Antelope  Quarry,  which  is 
foothill  country.  He  was  awakened  suddenly  with 
a violent  attack  of  sneezing.  He  reported  for  treat- 
ment Saturday  night,  to  Dr.  C.  A.  Thomas,  com- 
plaining of  nasal  occlusion,  discharge,  and  intense 
headache  over  frontal  region.  He  was  admitted  to 
the  hospital  Sunday  morning,  at  which  time  I first 
examined  him. 

The  discharge  from  his  nose  was  copious  and 
sero-sanguinous  in  character.  An  overpoweringly 
fetid  odor  was  noted,  even  at  a distance  of  three  or 
four  feet.  Monday  morning,  at  my  office,  we  veri- 
fied a provisional  diagnosis  by  removing  130  screw-, 


worms  from  the  nasal  septum  and  adjacent  tissues. 
The  patient  had  a very  large  septal  perforation  with 
ulcerated  edges.  During  the  succeeding  three  or 
four  days  we  removed  about  forty-five  more  worms, 
about  175  in  all,  and  discharged  patient  after  one 
week,  recommending  at  least  -one  more  week  for 
convalescence. 

The  screw-worm  fly  is  very  common  in 
certain  sections  of  the  southwest  and  seems 
to  be  especially  bad  in  the  foothill  coun- 
tries. The  fly  lays  its  eggs  in  living  tissue, 
the  eggs  hatching  a few  hours  thereafter. 
Instances  of  screw-worm  infestation  of  the 
nares  in  man,  are  not  uncommon  and  every 
doctor  whose  sojourn  in  the  southwest  has 
been  at  all  extensive,  knows  of,  or  has 
treated,  one  or  more  cases.  Screw-worm 
infestation  of  the  nares  requires,  first,  a 
pre-existing  break  in  continuity  of  the  nasal 
mucosa,  and  septal  perforations,  with  their 
ulcerated  crusted  edges,  offer  a fertile  field 
in  which  the  fly  may  lay  its  eggs  when  giv- 
en a favorable  opportunity. 

I wish  to  call  your  attention  to  the  three 
main  diagnostic  points  that  label  it  beyond 
peradventure  of  a doubt:  The  continual  and 
copious  flow  of  sero-sanguinous  fluid;  the 
repellant,  cadaverous  odor  that  makes  our 
labor  with  these  cases  such  a trial;  and, 
finally,  the  wiggling  worm  itself.  The 
nasal  discharge  and  odor  will  be  sufficient 
evidence  for  diagnosis  and  your  hand  auto- 
matically reaches  for  the  chloroform  bottle 
to  remedy  that  which  your  eyes  and  nose 
tell  you  to  be  insupportable  with  social  ex- 
istence. Chloroform,  applied  with  cotton- 
wound  applicators,  quickly  kills  the  worms 
and  also  serves  as  a very  good  local  anes- 
thetic. With  the  aid  of  a good  light  and 
long  nasal  forceps,  the  dead  worms  can  now 
be  removed.  Potassium  permanganate  ir- 
rigations will  help  to  rid  the  nose  of  ne- 
crosed tissue  and  will  very  materially  reduce 
the  odor.  If  your  sense  of  the  esthetic  al- 
lows enough  patience,  you  may,  sometime 
within  a week,  return  the  individual  to  so- 
ciety with  a nose  not  a great  deal  the  worse 
for  its  experience  as  a fly  incubator. 

CASE  No.  2 

Persistent  or  Patent  Thymic  Duct. 

Mildred,  aged  5,  was  always  well.  When  she  was 
three  days  old,  her  mother  had  noticed  a small  crust 
on  the  front  of  her  neck,  to  the  right  of  the  mid- 
line, in  the  infrathyroid  region.  At  the  time,  this 
was  thought  to  be  due  to  a wound  from  pin  used  in 
clothing  and  was  treated  accordingly.  About  March 
20,  1925,  it  was  seen  by  a specialist  but  a definite 
diagnosis  was  not  made.  In  July  of  same  year  an 
attempt  was  made  to  close  what  probably  resembled, 
at  that  time,  a sebaceous  cyst.  The  parents  were 
then  advised  that  the  trouble  was  due  to  adenoids  and 
tonsils,  and  they  were  removed  in  November,  1926, 
The  trouble  remained  unimproved.  Some  months 
later  the  child  was  referred  to  me  for  observation, 
by  Dr.  R.  K.  Smith. 

In  the  infrathyroid  region  on  the  right  side,  was 
poted  a small  opening  in  the  skin.  The  mother  states 
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that  in  hot  weather  there  is  quite  a lot  of  discharge 
of  a muco-purulent  nature,  sufficient  to  soil  cloth- 
ing. There  has  never  been  the  slightest  sign  of  in- 
flammation and  no  swelling  except  an  occasional 
bulging  preceding  a period  when  discharge  is  noted. 
The  mother  has  an  opening  at  the  same  point  in  her 
neck,  which  leads  to  a small  pocket  from  which  she 
is  occasionaly  able  to  express  a small  quanity  of 
milky  fluid. 

It  so  happened  that  quite  recently  I had  read  an 
article  by  Dr.  Rudolph  Kramer1  of  New  York,  pub- 
lished in  the  Laryngoscope,  entitled  “Lateral  Cervical 
Fistula.”  This  article  was  a report  of  a case  almost 
identical  with  the  case  I am  bringing  before  you  and 
for  that  reason  I was  stimulated  to  further  study 
of  this  condition.  Through  the  opening  in  the  skin 
we  injected  lipiodol,  most  of  which  passed  through 
into  the  mouth,  but  a sufficient  amount  was  re- 
tained in  the  tract  to  show  up  well  in  the  picture. 


Fig:.  1 Case  No.  2).  Persistent  or  patent  thymic  duct,  out- 
lined by  opaque  injection.  This  fistula  is  complete. 

Quoting  from  Dr.  Kramer’s  paper: 

“Until  1913,  branchial  or  lateral  cervical  fistula 
was  thought  to  be  due  to  failure  of  closure  of  one 
of  the  branchial  furrows,  but  at  this  date  Wenglow- 
sky  demonstrated  the  condition  to  be  a patent  thymic 
duct.  This  duct  usually  becomes  obliterated  about 
the  sixth  week  of  foetal  life,  starting  from  above 
downward. 

“The  fistula  may  remain  complete  or  incomplete, 
internal  or  external. 

“The  external,  or  cutaneous,  opening  is  on  a line 
parallel  to  and  overlying  the  anterior  border  of  the 
sterno-mastoid  muscle.  The  internal  opening  is 
either  on  the  posterior  palatine  arch  or  directly  in 
front  or  behind  it.  . 

“The  treatment  consists  of  complete  dissection  of 
the  entire  tract  or  the  injection  of  chemicals  in  an 
effort  to  obliterate  the  fistula.  The  surgical  proced- 
ure is  fairly  extensive,  somewhat  deforming  and  of- 
ten unsuccessful.” 


Women,  especially,  do  not  easily  forgive 
an  eschar  on  the  neck  and,  as  the  symptoms 
are  not  usually  troublesome,  they  prefer 
to  let  well  enough  alone. 

In  a recent  letter  from  Dr.  Kramer  he 
advises  the  injection  of  100  per  cent  tri- 
chloracetic acid.  When  my  patient  has 
reached  an  age  when  she  can  cooperate, 
this  procedure  can  be  carried  out,  provided 
the  injection  be  from  above  downward, 
otherwsie  there  would  be  too  much  danger 
of  the  solution  entering  the  mouth  and  do- 
ing some  damage. 

The  report  of  a case  like  this  is  valuable 
only  in  that  it  demonstrates  the  efficacy  of 
the  x-ray  as  an  aid  to  diagnosis  and  reveals 
to  us  one  of  nature’s  blunders  which,  after 
our  curiositv  is  satisfied,  can  be  regarded 
only  as  an  oddity. 

CASE  No.  3. 

Sudden  Death  in  a Child , Due  to  Ingestion  of 
Uncooked  and  Over-germinated  Beans. 

R.  H.,  aged  5,  was  always  healthy.  Familv  history 
was  not  obtained.  He  awakened  nurse  in  the  night 
with  a neculiar  gagging  cough.  This  was  repeated 
at  another  time  during  the  night  but  nothing  was 
thought  of  it.  The  next  day  he  vomited  once  but 
there  was  no  further  cough  and  no  hoarseness.  The 
second  night  passed  with  but  one  disturbance  due 
to  the  same  neculiar  cough  or  retching  as  in  the 
preceding  night.  The  next,  or  third,  day  he  vomited 
once  and  seemed  to  be  feeling  all  right.  He  was  put 
to  bed  at  about  7 p.  m.,  but  asked  for  a drink  of 
milk,  which  was  given  him.  He  apparentlv  strangled 
and  was  unable,  or  unwilling,  to  finish  drinking. 
He  lay  down  and  turned  his  face  to  the  wall.  The 
nurse  waited  a while  and  then,  thinking  him  asleep, 
left  him.  At  about  nine  o’clock  he  was  found  in  same 
position,  dead  and  almost  cold. 

This  case  is  reported  for  two  reasons: 
first,  because  of  a possible  similarity  to  so- 
called  th'rnr'c  death;  and,  second,  because 
of  its  raritv — if  our  diagnosis  was  correct. 

I wish  to  state  here  that  I believe  many 
of  the  sudden  deaths  in  childhood  are  as- 
cribed to  enlarged  thymus  merely  because 
of  a natural  disinclination  on  the  part  of 
the  physician  to  acknowledge  t^at  he  does 
not  know  the  cause  of  death.  Medicine  is 
far.  indeed,  from  an  exact  science  and  we 
will  lose  no  cast  or  dignity  if  we  admit 
that  we  cannot  alwavs  gage  the  balance 
maintained  between  life  and  death  in  any 
individual.  In  many  cases  it  is  far  easier 
to  fit  the  disease  to  the  symptoms  than  the 
symptoms  to  the  disease. 

Postmortem  findings  in  the  case  under 
discussion  did  not  reveal  any  gross  pathol- 
ogy in  any  of  the  viscera,  nor  any  enlarge- 
ment of  the  thymus.  The  only  thing  of 
which  we  felt  at  all  positive  was  that  death 
was  due  to  the  ingestion  of  some  poisonous 
substance.  The  child’s  diet  was  that  shared 
by  other  children  in  the  house,  with  one 
sole  exception.  One  of  his  playmates  inno- 
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cently  stated  that  he  had  seen  this  child 
eating  raw  sprouted  beans  three  days  be- 
fore death.  We  passed  this  statement  over 
without  thought  or  comment,  knowing,  as 
we  did,  that  sprouted  beans  were  supposed 
to  be  rich  in  vitamines  and,  therefore, 
should  be  a valuable  food. 

It  was  only  after  reciting  the  case  to  Dr. 
R.  K.  Smith,  our  pediatrician,  and  being 
supplied  by  him  with  the  proper  reference 
that  we  were  made  to  see  it  all  clearly. 
From  the  Medical  Interpreter2,  we  note  the 
following  under  the  head  of  Vitamines: 
“Cereal  grains  and  legumes  are  entirely 
lacking  in  anti-scorbutic  vitamines  but  do 
contain  in  their  outer  covering  considerable 
amounts  of  anti-beriberic  vitamines.  If,  at 
the  end  of  three  days  after  germination, 
grain  is  fed  to  animals,  scorbutic  symptoms 
are  delayed,  which  action  is  attributed,  by 
Furst,  to  a transformation  of  the  anti-beri- 
beric vitamine  into  anti-scorbutic  vitamine, 
or  water-soluble  C.” 

“Germinating  seeds  for  use  in  feeding 
should  be  allowed  to  remain  in  water  for 
24  hours  and  afterwards  folded  between 
moist  leaves  of  bibulous  paper  at  ordinary 
temperature.  At  the  end  of  three  days,  len- 
tils (beans)  are  boiled  for  20  minutes.”  Ex- 
periments have  shown  that,  when  fed  to  an- 
imals, “the  young  buds  of  seven  days  germ- 
ination produce  a violent  intoxication  and 
death  in  from  three  to  five  days.” 

This  latter  paragraph  is  qualified  by  the 
statement  that,  “if  we  supplement  the  above 
regimen  by  normal  grain  or  that  which  has 
undergone  three  days  germination,  nothing 
abnormal  occurs.  It  seems  that  the  toxic 
properties  are  neutralized  by  the  anti- 
scorbutiginous  substance.” 

Have  we  misinterpreted  these  statements 
and  are  we  in  error  when  we  attribute  the 
cause  of  death,  in  the  case  reported,  to  gas- 
tro-enteric  intoxication  due  to  the  ingestion 
of  uncooked  and  overgerminated  beans?  It 
is  an  interesting  question  to  think  about 
anyhow,  and  might  stimulate  an  impulse  in 
some  of  us  toward  a period  of  research,  if 
only  to  prove  that  I am  wrong. 

CASE  No.  4 

Acute  Pericarditis  with  Effusion, 

A Sequel  to  Sinusitis. 

R.  S.,  aged  35,  married,  male.  Family  history  not 
obtained.  When  the  internist  was  called,  the  pa- 
tient was  found  to  be  suffering  with  an  intense 
anginal  pain  over  the  precordia  and  radiating  to 
the  left  arm  and  shoulder.  His  facial  expression 
was  very  anxious  and  he  felt  convinced  of  imminent 
death.  The  pulse  rate  was  140,  but  regular.  The 
temperature  was  102  degrees;  face  was  beaded  with 
perspiration.  No  extensive  examination  was  possible 
or  advisable  at  this  time,  all  efforts  being  directed 
toward  making  the  patient  more  comfortable. 

The  next  day  a well  marked  friction  rut)  could  be 


heard  with  each  heart  impulse,  the  temperature  re- 
maining at  102  degrees  and  the  pulse  at  120.  Pain 
was  not  so  intense,  probably  due  to  the  anodynes 
prescribed.  By  the  third  day  the  friction  sound 
had  completely  disappeared  and  the  heart  sounds 
become  distant.  Percussion  showed  increase  in  size 
of  heart  outline.  Pain  had  entirely  disappeared  and 
the  only  sense  of  discomfort  was  a slight  feeling  of 
oppression. 

Ten  days  after  the  initial  attack,  the  patient  was 
referred  tp  me  for  report  on  tonsils  and  sinuses. 
Tonsils  were  apparently  normal  but  the  sinuses  on 
the  left  were  suspicious.  X-ray  findings  were:  Left 
antrum  cloudy  almost  to  capacity;  left  ethmoid 
slightly  cloudy;  the  sinuses  on  right  were  clear. 

Preoperative  diagnosis  was  pansinusitis,  left,  and 
pericarditis  with  effusion.  Left  antrum  was  entered 
with  trocar  under  the  inferior  turbinate  and  ir- 
rigated. A large  amount  of  foul-smelling  miscible 
pus  was  evacuated.  Irrigations  were  repeated  daily 
until  the  returning  solution  was  clear  for  three  con- 
secutive days  and  again  after  one  week,  when  all 
evidence  of  infection  had  disappeared.  The  nose  at 
this  time  appearing  normal,  the  ethmoids  and  sphe- 
noids were  not  disturbed.  The  heart  condition  had 
completely  cleared  up  and  the  patient  was  happy. 
He  was  discharged  with  no  assurance  that  condition 
would  not  return. 

The  best  thing  about  this  case  would 
seem  to  be  the  happy  ending.  We  might 
draw  a valuable  lesson  from  its  considera- 
tion, in  that  the  para-nasal  sinuses  should 
never  be  overlooked  when  searching  for  a 
focus  of  infection.  In  spite  of  the  fact  that 
so  much  stress  is  being  laid  on  this  subject 
— that  books  are  being  written  all  over  the 
world  regarding  disease  in  these  structures 
— consideration  of  the  sinuses  as  possible 
primary  foci  in  infection,  is  being  sadly 
neglected  and,  in  many  cases,  totally  ig- 
nored. 

We  are  very  fortunately  situated,  in  Tuc- 
son, in  regard  to  the  clearing  up  of  respira- 
tory infections.  Sinuses,  especially,  yield 
most  kindly  to  a line  of  treatment  that,  in 
other  localities,  with  increased  humidity 
and  greater  extremes  in  temperature,  would 
prove  a failure.  Radical  operative  meas- 
ures are  the  exception  there  and,  should  the 
condition  be  such  as  to  demand  such  a pro- 
cedure, then  quite  likely  the  patient  will  not 
be  improved  thereby.  The  failure  to  cure 
in  these  cases  is  no  doubt  due,  in  great 
part,  to  the  probability  that  the  sinus  path- 
ology is  not  a separate  entity  but  a part 
of  some  constitutional  disorder  by  which 
the  resistance  is  held  below  par  and  involu- 
tion of  the  local  disease  process  made  an 
impossibility. 

Surely  the  sinuses  with  their  great  ab- 
sorptive areas,  deserve  equal  attention  with 
teeth  and  tonsils. 

CASE  No.  5. 

Death  Due  to  Furuncle  of  Anterior  Nares. 

Mr.  X.,  aged  30,  married.  Family  history  unim- 
portant. Complained  of  severe  pain  and  swelling  in 
and  about  the  vestibule  of  left  naris.  Inspection  re- 
vealed a deep-seated  local  infection  near  tip  of  nose, 
which  was  open  and  discharging  externally  through 
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skin.  The  left  side  of  face  was  badly  swollen  and 
the  patient  looked  very  ill.  On  questioning,  he  ad- 
mitted that  he  had  been  squeezing  and  picking  at  the 
lesion  in  an  effort  to  evacuate  the  pus.  A dressing 
of  phenol,  ichthyol  and  glycerin  was  applied  and 
patient  was  advised  that  he  had  been  very  unwise 
in  traumatizing  the  furuncle  and  that  the  condition 
was  serious. 

I never  saw  him  again  but  was  very  kindly  fur- 
nished the  record  of  his  terminal  illness  by  the  at- 
tending physician.  His  death  occurred  within  a 
very  few  days  after  his  visit  to  my  office  and  the 
records  show  a typical  picture  of  general  septicemia 
involving  the  peritoneum  and  ending  in  pneumonia. 
Had  a necropsy  been  held  no  doubt  there  would  have 
been  revealed  a septic  thrombosis  of  the  cavernous 
sinus  with  septic  infarcts  in  the  lungs,  kidneys, 
spleen  and  heart  muscle. 

This  case  is  reported  as  an  example  of 
the  fact  that  small  furuncles  about  the  up- 
per lip  and  nares  may  produce  very  serious 
complications.  Dr.  J.  William  Hinton3,  of 
New  York,  has  this  to  say  regarding  the 
danger  of  infection  about  the  face: 

“In  active  hospital  service  one  sees  one  or  two 
deaths  yearly  from  maltreated  face  infections.  The 
fatalities  do  not  result  from  medical  procrastination, 
but  from  overzealous  surgical  intervention.  The 
danger  of  infection  is  producing  a thrombophlebitis  of 
the  facial  vein,  with  a resulting  cavernous  sinus 
thrombosis.’’ 

Dixon4  cites  four  factors  in  the  produc- 
tion of  complications  in  this  locality:  First, 
early  and  frequent  trauma;  second,  absence 
of  subcutaneous  fat  on  the  upper  lip;  third, 
active  muscular  supply  of  this  region; 
fourth,  inability  of  the  veins  that  drain  this 
region  to  collapse.  In  regard  to  the  facial 
vein,  Gray5  states  that  it  is  not  so  flaccid 
as  most  superficial  veins,  has  no  valves,  and 
communicates  freely  with  the  intracranial 
circulation. 

“These  facts  have  an  important  bearing  upon 
surgery  of  some  diseases  of  the  face,  for,  on  account 
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Fig.  2.  Case  No.  5).  Illustration  from  article  by  Dr.  J.  W. 
Hinton,  Annals  of  Surgery,  Jan.,  1927).  Area  (A),  marked  by 
heavy  dots  around  nose  and  upper  lip  is  the  “Critical  Area”  of 
face  infections.  Area  (B),  marked  by  lighter  dots,  is  the  danger 
zone  for  face  infections. 


of  its  patency,  the  facial  vein  favors  septic  absorp- 
tion and,  therefore,  any  phlegmonous  inflammation 
of  the  face  is  liable  to  set  up  thrombosis  in  the  facial 
vein,  and  detached  portions  of  the  clot  may  give  rise 
to  purulent  foci  in  other  parts  of  the  body.” 

In  the  drawing  you  will  note  the  distribu- 
tion of  the  venous  blood  supply  about  the 
face  and  can  see  a direct  connection  from 
the  facial  vein  to  the  cavernous  sinus.  You 
will  note  one  heavy  outlined  area  about  the 
upper  lip  and  nares  which  Dr.  Hinton  desig- 
nates “the  critical  area  of  face  infections.” 
The  light  dotted  area  is  the  danger  zone 
of  face  infections,  the  venous  drainage  of 
which  connects  with  the  cavernous  sinus. 

Any  infection  about  the  danger  zone 
should  be  treated  as  if  it  might  become  a 
dangerous  disease  and  traumatism  by 
squeezing  or  small  inadequate  incisions 
should  be  avoided.  This  is  one  condition 
where  a poultice  is  justified.  The  infec- 
tion usually  localizes  with  conservative 
treatment  and  will,  in  most  cases,  spontane- 
ously perforate  through  the  skin  or  mucous 
membrane. 

I wish  to  say  that  the  drawing  exhibited 
is  a copy  from  an  illustration  used  in  Dr. 
Hinton’s  article  and  is  not  original  in  any 
particular. 

CASE  No.  6. 

Mastoiditis,  Acute  Purulent,  without 
Demonstrable  Pus  in  Middle  Ear. 

Miss  R.,  aged  15;  family  and  personal  history  un- 
important; came  complaining  of  severe  pain  in  and 
about  left  ear,  of  three  days  duration,  following  an 
attack  of  influenza.  A variety  of  home  remedies  had 
been  used  with  no  results.  Inspection  of  ear  reveal- 
ed a perforated  drum  with  a slight  amount  of  pul- 
sating fluid,  serous  in  character.  No  bulging  of  the 
drum  was  noted,  in  fact,  the  membrane  seemed 
rather  flaccid.  The  posterior-superior  wall  of  the 
canal  was  markedly  drooping.  Pain  was  constant, 
intense,  involving  the  whole  side  of  the  head  and  un- 
relieved by  any  medication  to  ear.  Deep  pressure 
over  mastoid  antrum,  the  emissary  vein  and  tip, 
revealed  extremely  tender  areas,  that  over  the  tip 
perhaps  being  the  worst.  The  temperature  by 
mouth  was  100  degrees,  6.;  pulse,  124.  The  blood 
count  showed:  leukocytes,  8,550,  with  79  per  cent 
polymorphonuclears.  X-ray  findings  were:  All  cells 
cloudy  with  a particularly  dense  area  at  one  point. 

The  blood  picture  would  go  as  well  with 
an  ordinary  purulent  otitis  media  and  is 
that  which  we  would  expect  in  an  acute  un- 
complicated mastoiditis.  The  ratio  between 
the  pulse  and  temperature  ran  true  to  form 
and  only  the  ear  with  the  discharge  was  out 
of  tune  with  a typical  mastoid.  Had  the 
discharge  ever  been  appreciable  in  amount 
and  had  it  ever  been  purulent  in  character, 
then,  truly,  would  the  picture  have  been 
complete.  In  practically  all  severe  cases  of 
purulent  otitis  media,  the  mastoid  is  affect- 
ed in  varying  degree.  All  “running  ears” 
should  be  regarded  as  possible  mastoids  that 
may  require  operation  and  we  should  be  on 
guard  for  the  danger  signals  that,  once  rec- 
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ognized,  allow  for  no  procrastination.  The 
sudden  stoppage  in  drainage,  the  increase 
of  pain  and  jump  in  pulse  rate  with  a pos- 
sible elevation  of  temperature,  changes  the 
ordinary  discharging  or  abscessed  ear  into 
a mastoid  that  is  going  to  need  attention. 

This  case  presents  one  or  two  peculiar 
angles  from  the  standpoint  of  diagnosis  and 
indication  for  operation.  It  is  different 
from  the  routine  case  of  acute  mastoiditis 
in  that,  although  the  tympanic  membrane 
was  perforated,  the  only  discharge  ever 
found  in  the  external  canal  was  a very 
small  amount  of  pulsating  serous  fluid 
with  never  the  slightest  admixture  of  pus. 
With  this  picture  in  mind  we  had  reason 
to  believe  that  we  were  dealing  with  a 
streptococcic  infection  and,  in  all  probabil- 
ity, would  not  find  occult  pus  in  the  mastoid 
cells. 

At  operation  no  infection  could  be  dem- 
onstrated in  or  about  the  antrum,  but  when 
we  uncovered  a large  cell  near  the  tip,  pus 
under  pressure  made  its  appearance.  The 
pyogenic  membrane  lining  this  cell  was 
curetted  out  en  masse  and,  in  line  with  the 
present  trend  of  opinion  regarding  simple 
mastoidectomy,  we  assumed  the  operation 
to  be  complete,  conquering  the  desire  to 
break  down  all  cells  and  leave  the  bone 
wound  smooth.  We  felt  that  in  this  case 
the  foci  of  infection  had  been  reached  and 
dealt  with,  we  had  convinced  ourselves  of 
the  patency  of  the  additus  ad  antrum  and 
were  assured  of  ample  drainage.  From  ex- 
perience we  knew  that  granulations  would 
spring  much  more  easily  and  quickly  from 
the  rough  interior  of  the  bone  than  would 
be  the  case  were  it  overoperated  by  any  pol- 
ishing procedure. 

Whether  to  operate  or  not  and,  if  so, 
when,  is  an  individual  problem  in  every 
acute  mastoid.  When  you  are  satisfied 
that  drainage  is  insufficient  then  operation 
is  in  order.  Experience  plus  the  personal 
equation  in  both  surgeon  and  patient,  seems 
to  furnish  the  only  real  qualification  for  a 
suitable  rule  to  guide  us  when  trying  to  de- 
cide what  is  best  for  the  patient. 
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DISCUSSION 

DR.  JOHN  J.  McLOONE,  Phoenix,  Ariz.  (open- 
ing) : Dr.  McLoone  was  supplied  with  a copy  of  this 

paper,  by  the  author,  prior  to  the  convention,  and 
submitted  the  following  discussions: 

Case  1.  Cases  of  screw- worm  invasion  of  the  nose 


that  present  themselves  early  are  easily  and  satis- 
factorily dealt  with.  The  outlook  is  more  serious  in 
others  which  do  not  come  under  observation  until 
extensive  destruction  of  tissue  has  taken  place.  I 
recall  one  case  ini  which  the  maggots  had  pervaded 
the  ethmoidal  regions  to  such  an  extent  as  to  effect 
their  almost  complete  destruction,  and  found  their 
way  into  the  sphenoid  and  frontal  sinuses.  The 
patient  was  toxic  and  at  times  delirous.  During  sev- 
eral sittings,  almost  200  worms  were  removed  from 
ethmoidal  regions  and  neighboring  cavities.  I re- 
cently treated  a small  child  whose  external  auditory 
canal  was  found  filled  with  screw-worms. 

This  distressing  affection  is  most  commonly  met 
with  in  those  who  are  already  the  victims  of  ozena, 
syphilitic  disease  of  the  nose,  and  other  purulent 
nasal  affections,  the  flies  being  attracted  by  the 
fetid  odor  to  deposit  their  eggs  in  or  near  the  nasal 
cavities. 

Case  2.  The  thyro-glossal  duct  is  an  obsolete  em- 
bryonic canal,  extending  from  the  foramen  cecum, 
at  the  base  of  the  tongue,  downwards  behind  the  hy- 
oid bone,  to  terminate  undernath  the  deep  fascia  in 
the  front  of  the  neck,  in  the  neighborhood  of  the 
thyroid  isthmus.  A fistula  or  a cyst,  when,  it  calls 
for  treatment,  must  be  carefully  dissected  out  in  its 
entire  course.  Failure  to  obtain  a perfect  result  is 
generally  due  to  the  difficulty  of  following  the  duct 
behind  the  hyoid  bone. 

Case  3.  In  view  of  the  negative  postmortem  find- 
ings, I believe  the  essayist  is  correct  in  his  diagnosis. 
Occasionally  we  see  patients  in  need  of  removal  of 
tonsils  and  adenoids,  whose  appearance  would  indi- 
cate a generalized  lymphoid  enlargement.  It  is  ad- 
visable in  those  cases  to  have  an  x-ray  made  before 
doing  any  surgery,  to  determine  if  there  be  present 
any  enlargement  of  the  thymus  gland. 

Case  4.  Cardiac  disturbance  due  to  sinus  disease, 
though  rare,  does  occasionally  happen,  and  the  recog- 
nition of  the  sinuses  as  foci  of  infection  was  certain- 
ly a fortunate  circumstance  in  this  case.  I quite 
agree  with  Dr.  Comer  that  the  nasal  accessory  sinus- 
es are  too  frequently  overlooked  as  possible  portals 
of  entry  for  systemic  infections. 

Case  5.  It  is  hardly  necessary  to  emphasize  the 
importance  of  avoidable  incisions  for  nasal  furuncu- 
losis. It  is  my  practice  to  use  dry  heat  or  bichloride 
compresses  in  these  cases.  A combination  strepto- 
coccic and  staphylococcic  vaccine  is  also  beneficial. 

Case  6.  The  interesting  point  of  Case  No.  6 is 
the  absence  of  typical  middle  ear  symptoms,  though 
the  other  classical  signs  of  a mastoiditis  are  quite 
well  defined.  From  the  amount  and  character  of 
pathology  found  at  operation,  I would  judge  that 
his  mastoid  infection  occurred  possibly  several  weeks 
previous  to  the  onset  of  pain,  or  that  there  had  been 
some  ear  involvement  at  a former  time,  in  this  man- 
ner making  the  mastoid  less  resistant  to  subsequent 
infection. 

A very  marked  middle  ear  suppuration  may  be  a 
concomitant  symptom  of  mastoid  disease,  or  there 
may  be  no  history  of  middle  ear  disease,  no  dis- 
charge at  any  time,  and  no  perforations  in  the  raem- 
brana  tympani.  I reently  had  a case  in  which  the 
only  symptoms  were  tenderness  over  the  antrum  and 
pain  radiating  over  side  of  face.  Operation  disclos- 
ed extensive  pathology  throughout  the  mastoid  pro- 
cess. 

Absence  of  pus  in  the  middle  ear  can  be  explained 
by  there  having  been  a previous  infection  in  the 
tympanic  cavity  by  way  of  the  eustachian  tube.  Af- 
ter the  bacterial  process  has  extended  into  the  an- 
trum or  mastoid  cells,  the  infection  in  the  middle 
ear  becomes  quiescent,  while  the  bacterial  invasion 
still  continues  in  the  smaller  cellular  spaces. 

DR.  H.  T .BAILEY,  Phoenix,  Ariz.:  I want  to 

emphasize  what  Dr.  Comer  said  about  symptoms, 
when  he  was  discussing  his  first  case.  When  your 
patient  comes,  he  will  have  a sero-sianguineous  dis- 
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charge,  with  headache,  and  may  have  pus  or  muco- 
pus  exuding  from  the  nose.  You  will  likely  get  a 
history  that  yesterday, or  two  days  ago,  he  was  sleep- 
ing some  place  in  the  open,  either  in  a room  with- 
out screens  or  outsiide.  If  you  look  further  you  will 
often  find  that  this  patient  had  an  atrophic  rhinitis 
with  scabs  or  an  ozena  of  some  type,  with  the  odor 
which  goes  with  it,  perahps  only  an  eczema  or  com- 
mon form  of  catarrh  of  the  nose. 

I have  had  a few  experiences  and  might  relate 
one  or  two.  A white  girl  12  or  13  years  old,  daugh- 
• ter  of  a dairyman.  The  children  help  milk  the  cows 
and  as  they  work  very  early  in  the  morning,  they  get 
tired  and  take  naps  in  the  afternoon.  This  girl 
came  in  with  a discharge,  headache  and  the  other 
symptoms  spoken  of  by  Dr.  Comer,  and  twenty-three 
worms  were  recovered.  One  of  my  first  cases,  about 
12  years  ago,  was  a white  boy  with  a scrosanguineous 
discharge,  headache,  high  fever,  delirium,  and  in 
coma  part  of  the  time.  From  this  child  we  recovered 
293  worms,  not  all  from  the  nose;  some  had  passed 
into  the  stomach;  recovered  eight  or  ten  from  the 
feces  by  watching  the  stools.  I took  some  of  these 
worms,  made  up  some  chicken  broth  with  a few  pieces 
of  the  meat,  put  this  in  a jar  with  the  worms  and 
in  eight  days  had  just  so  many  nice  green  flies.  A 
word  about  the  flies:  we  get  the  screw-worm  proper 
from  the  blow-fly,  using  the  word  of'  the  cattle  men. 
IH  is  a large  fly  intermediate  in  size  between  the 
house  fly  and  the  horse  fly.  When  he  gets  into  a 
residence,  he  buzzes  almost  as  strong  as  the  horse 
fly.  This  fly,  instead  of  laying  eggs,  lays  worms. 
If  you  have  a wound  or  any  fetid  material,  the  fly 
will  lay  its  worms  in  it,  and  as  soon  as  they  are  de- 
posited they  will  begin  to  crawl.  The  green  fly 
lays  eggs  and  it  takes  some  hours  for  these  eggs  to 
hatch.  The  worms  in  the  first  case  reported  above 
were  from  the  green  fly.  Just  two  years  ago  I had 
a Mexican  child  brought  from  Chihuahua;  some  one 
saw  her  and  thought  she  had  meningitis  from  the 
symptoms;  the  child  was  very  sick  and  toxic,  ond 
from  her  we  recovered  123  worms  which  seemed,  to 
be  of  the  screw-worm  type.  Dr.  Stroud  is  to  have  a 
paper  on  this  subject  and  he  will  tell  us  something 
about  the  points  of'  difference  between  the  worms. 
The  name  “screw-worm”  was  given  by  the  cow  men 
of  Oklahoma  and  other  southwestern  states,  where 
they  did  so  much  injury  to  calves  that  had  been  cas- 
trated, and  is  due  to  the  boring  motion  and  the  re- 
semblance/ of  the  body  to  a screw,  f In  getting  the 
worms  of  the  nose,  my  experience  has  been  that 
when  the  light  is  thrown  into  the  nostril,  the  worms 
will  begin  to  move  and  they  are  then  easy  to  see  and 
pick  out. 

DR.  R.  D.  KENNEDY,  Globe,  Ariz.:  Confirming 
what  Dr.  Bailey  said  about  the  flies  deposting  live 
worms:  I had  a patient  who,  after  sleeping  half  an 

hour,  woke  up,  sneezed  and  blew  a fly  out  of  the 
nose.  Within  half  an  hour  he  was  in  my  office  and 
in  the  nose,  which  was  perfectly  healthly,  there  were 
about  a dozen  small  live  worms. 

DR.  J.  I.  BUTLER,  Tucson,  Ariz.:  One  point  I 
wish  to  bring  out  in  the  treatment  of  such  menin- 
geal conditions  as  apparently  followed  this  infection 
of  the  face.  We  know  that  destructive  pathology 
depends  on  stagnant  circulation  and  the  method  has 
application  in  other  edematous  sluggish  circulatory 
conditions.  I refer  to  the  use  of  fifteen  per  cent 
sodium  chloride  solution  as  a depleting  measure  for 
any  edematous  tissue,  particularly  in  locations  that 
are  inaccessible  otherwise;  for  instance,  all  menin- 
gitis and  encephalitis  cases,  alcoholic  and  wet  brain 
cases,  conditions  that  are  entirely  inaccessible  to 
therapeusis  outside  of  this  method.  In  brain  surg- 
ery cases,  a tense  brain  becomes  flexible  and  per- 
mits manipulation.  Possibly  it  could  be,  and  should 
be,  used  in  mental  cases,  especially  acute  conditions 
due  to  intracranial  pressure.  It  could  be  used  in 
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thrombosis,  sinus  cases  and  any  condition  where  tis- 
sue depletion  is  indicated. 

Question:  How  do  you  use  that  solution?  An- 

swer: Intravenously,  100  c.c.  of  fifteen  per  cent 
sodium  chloride. 

DR.  COMER,  Tucson, — no  closing  discussion. 


MYIASIS  IN  THE  SOUTHWEST,  WITH 
PARTICULAR  REFERENCE  TO 
THE  SPECIES  CHRYSOMYIA 
MACELLARIA. 

R.  J.  STROUD,  M.  D. 

Tempe,  Ariz. 

Read  before  the  Thirty-sixth  Annual  meeting  ot 
the  Arizona  State  Medical  Association,  Yuma,  Ari- 
zona, April  21  to  23,  1927. 

When  death  occurs  from  an  unusual 
cause,  more  interest  is  manifested  in  that 
cause  than  when  it  occurs  from  common 
diseases.  Even  if  a death  did  noti  occur, 
the  fact  that  sixteen  cases,  of  “screw  worm 
disease,”  none  of  them  referred  cases,  have 
been  seen  by  a general  practitioner  in  thir- 
teen years,  brings  to  us  in  the  southwest 
the  fact  that  these  cases  are  common. 

Myiasis  is  a fairly  common  disease  which, 
in  this  continent,  is  prevalent  from  Canada 
to  Patagonia,  and  which  is  more  frequently 
encountered  in  altitudes  below  seven  thou- 
sand feet,  and  especially  in  the  hotter  por- 
tions of  the  countries  involved.  In  this 
southwest,  the  hottest  portion  of  the  United 
States,  the  occurrence  is  greater  than  in 
other  parts  of  the  country  and  it  behooves 
us  to  be  on  the  alert,  not  only  to  diagnose 
and  treat  early,  but  to  urge  preventive 
methods  for  its  control. 

Several  species  of  flies  have  been  known 
to  cause  the  disease.  Sarcophaga  have  been 
known  to  deposit  eggs  or  larvae  in  the  body 
cavities.  Stomoxys  calcitrans,  which  is  seen 
in  stables,  usually  attacks  mammals  and 
may  attack  man.  The  common  housefly 
may  cause  myiasis  mucosa,  and  the  bot-fly 
or  gad-fly,  myiasis  cestruosa,  causing  symp- 
toms, especially  in  horses,  by  being  parasitic 
in  the  stomach ; this  has  been  known  to 
man  also. 

The  species  which  causes  most  of  the 
trouble  and  which  uses  man  as  a special 
host  is  the  Compsomyia  macellaria,  or  Lu- 
cilia  macellaria,  or  more  commonly  known 
as  Chrysomyia  macellaria.  (See  figure.) 
This  species  shows  a distinct  preference  for 
the  nasal  cavity,  although  often  attacking 
the  aural  cavity,  or  any  other  part  where 
the  skin  has  been  puncutured,  especially 
when  ulceration  is  present.  The  fly  is  at- 
tracted by  the  foul  odor  of  catarrh  or  pus 
and  usually  deposits  eggs,  but  has  been 
known  to  deposit  larvae  in  the  parts.  It 
takes  but  a few  moments  for  this  to  be 
done,  and  flies  have  deposited  eggs  or  lar- 
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vae  without  alighting,  while  still  on  the 
wing.  Eggs  deposited  by  the  fly  hatch  out 
in  one  hour.  They  can  make  their  way  into 
the  sniuses,  middle  ears  and  brain  cavity. 
The  pupal  stage  is  reached  in  eight  days, 
with  a subsidence  of  symptoms  if  the  pa- 
tient should  live  that  long. 

While  foul  odors  and  infected  places  are 
usual,  a great  percentage  of  cases  are 
“blown”  which  have  been  free  from  disease. 
It  has  been  claimed  that  syphilis  was  al- 
ways present,  but  this  is  not  borne  out  by 
my  own  observations  or  that  of  others,  al- 
though syphilitic  rhinitis  would  certainly 
attract  the  flies.  Ballenger  mentions  a case 
of  bone  necrosis  from  syphilitic  rhinitis  in 
which  a man  inhaled  a fly  in  one  nostril  and 
immediately  blew  it  out  of  the  other,  but 
became  infected.  Ulcerated  superficial  can- 
cers are  prone  to  be  affected  because  of  the 
odor  present. 

Most  of  the  infection  occurs  while  the 
person  is  asleep,  and  all  of  the  nasal  cases 
in  my  series  have  been  in  Mexican  people 
who  sleep  in  the  open,  often  in  the  daytime. 
Most  Indians  and  a goodly  percentage  of 
Mexicans  get  along  very  peaceably  with 
flies,  and  make  little  attempt  to  control 
them  in  or  out  of  their  dwellings.  These 
houseflies  make  it  easy  for  other  species  to 
pester  them  unmolested.  Besides  this,  the 
“jerky”  meat,  which  hangs  in  most  Mexi- 
can houses  of  the  lower  class,  would  attract 
these  flies. 

SYMPTOMS 

Within  twenty-four  to  forty-eight  hours, 
when  the  nose  has  been  attacked,  there  is 
noticed  a “fullness”  between  the  eyes,  ac- 
companied by  pain.  The  pain  and  swelling 
are  more  to  the  side  which  is  affected.  This 
is  accompanied  by  a thin  watery,  bloody  dis- 
charge, which  increases  until  the  severity 
of  symptoms,  or  the  spitting  or  sneezing 
out  of  one  or  more  larvae,  brings  the  patient 
to  a physician.  The  bloody,  watery  dis 
charge  is  the  most  characteristic  early 
symptom.  The  pain  and  swelling  are  vari- 
able, being  much  greater  if  the  larvae  have 
gone  below  the  mucous  membrane  and  are 
burrowing  there.  The  larvae  develop  very 
rapidly,  being,  in  twenty-four  hours,  only 
one-fourth  inch  long  but  growing,  in  three 
to  four  days,  to  an  inch,  with  a diameter 
equal  to  their  length  the  first  day. 

Examination  at  this  time  will  disclose  a 
very  foul  odor,  as  a rule,  with  the  larvae 
seen  in  motion  in  the  affected  side  of  the 
nose.  When  the  larvae  are  not  seen,  a 
sense  of  movement  in  the  nose  is  seen, 
which  clinches  the  diagnosis.  Fever  of  a 
mild  degree  is  common,  but  in  the  virulent 


cases  it  is  high,  reaching  104  degrees.  Rest- 
lessness is  common  because  of  pain  and  the 
larval  movement.  Photophobia  and  con- 
junctivitis may  be  present. 

When  the  larvae  have  been  removed,  the 
nose  still  looks  broadened,  due  to  the  dis- 
turbance of  the  parts  which  have  been 
stretched  to  accommodate  the  ever-growing 
mass  of  worms.  The  septum  is  usually 
forced  towards  the  opposite  side  and  ulcera- 
tion is  generally  present.  All  of  this  clears 
up  quickly  as  soon  as  the  worms  are  cleared 
out  and  simple  washes  are  used.  The  sep- 
tum can  be  replaced  easily  by  pushing  from 
the  opposite  side  and  leaving  a plug  of 
gauze  in  for  twenty-four  hours. 

TREATMENT 

As  soon  as  the  worms  are  discovered, 
they  should  be  treated  with  chloroform 
douches,  25  per  cent  to  full  strength,  simple 
douches  and  forceps.  Most  of  them  can  be 
reached  by  forceps,  and  plugging  the  nos- 
tril with  cotton  saturated  with  chloroform 
will  kill  the  rest,  which  will  be  coughed  or 
sneezed  out  in  a day  or  so.  In  children, 
chloroform  should  be  given  to  cause  anes- 
thesia in  order  to  remove  the  worms  by  for- 
ceps. Carbon  tetrachloride  is  as  effective 
as  chloroform  and  is  more  easily  borne  by 
children.  Douching  with  this  drug  brings 
hidden  worms  out  very  quickly.  If  the 
worms  have  penetrated  beneath  the  mucous 
membrane  and  are  seen  burrowing  there, 
opening  the  membrane  under  cocaine  and 
freeing  the  worms  is  advised,  as  this  is  the 
dangerous  type  of-  the  trouble.  When  the 
worms  are  cleared  out,  an  alkaline  wash, 
.with  tampons  of  argyrol  or  neosilvol,  will 
care  for  the  ulceration  present. 

COMPLICATIONS 

The  most  dangerous,  complication  is  men- 
ingitis caused  by  ulceration,  the  larvae  bur- 
rowing under  the  membranes  and  lighting 
up  microbic  infection  which  passes  up 
through  the  cribriform  plate  of  the  ethmoid 
bone.  This  may  be  a simple  type  and  lo- 
calize, or  a septic  type  going  on  to  death. 
The  treatment  is  that  of  any  meningitis. 
Necrosis  of  nasal  bones  may  be  primary 
and  its  extent  enlarged  by  the  trouble.  If 
non-syphilitic,  operation  may  become  neces- 
sary, and  if  syphilitic,  the  condition  clears 
up  when  appropriate  treatment  is  given, 
usually. 

PREVENTION 

Screening  aganist  flies,  or  covering  the 
face  with  netting  thick  enough  to  keep  the 
nasal  cavities  from  being  attacked,  is  the 
best  line  of  prevention.  It  seems  as  if 
something  could  be  done  to  dispose  of  dead 
animals  quickly  after  their  demise.  It  has 
been  my  observation  that  animals  dying  on 
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the  open  range  carry  hundreds  of  thousands 
of  these  maggots,  and  no  attempt  is  made 
to  dispose  of  the  carcasses.  Even  in  the 
countryside,  in  the  settled  parts  and  in  the 
smaller  towns,  I have  often  seen  dead  ani- 
mals left  to  become  fly-blown  and  allow 
thousands  of  flies  to  be  hatched  out.  My 
experience  is  that  100  worms,  or  more,  are 
average  in  the  nose,  so  millions  could  come 
from  the  flies  of  maggots  in  one  dead  ani- 
mal. Disposal  of  garbage,  especially  in 
country  districts,  could  be  taken  care  of 
better.  cases 

Of  the  sixteen  cases  seen,  four,  or  twen- 
ty-five per  cent,  were  in  other  locations 
than  the  nose,  with  no  ear  cases.  This  pre- 
ponderance in  the  nose  is  the  more  danger- 
ous when  complications  can  be  expected. 
One  case  was  in  a girl  of  seven,  following 
a small  scratch  below  the  right  ear.  It  was 
further  opened  and  a plug  of  chloroformed 
cotton  pressed  against  the  opening  and  held 
there.  Three  days  afterward,  some  worms 
came  out.  A cowboy  was  drunk  a few  days 
after  being  “hooked”  in  the  buttock  by  a 
steer.  The  wound  became  exposed  and  was 
followed,  in  forty  hours,  with  screw-worms. 
They  were  easily  cleaned  out  and  chloro- 
form completed  the  work.  A boy  of  four 
had  a small  laceration  of  the  arm,  treated 
with  iodine.  In  a few  days  it  was  sore  and, 
on  being  opened,  showed  infection  with 
maggots.  One  could  be  seen  crawling  un- 
der the  skin  two  inches  from  the  wound. 
This  gives  an  idea  of  what  can  happen  in 
the  nose.  The  other  case  was  that  of  a car- 
cinoma of  the  cheek  and  nose  where  the  fly 
evidently  placed  the  eggs  outside  of  the 
nose.  The  worms  were  small  when  first 
seen  and  were  easily  destroyed.  A peculiar 
thing  about  this  series  is  that  all  of  the 
nasal  cases  were  in  Mexicans  while  all  of 
the  others  were  in  Americans. 

The  series  follows: 


(1)  This  case  had  a syphilitic  nasal  necrosis. 
The  worms  came  out  through  the  cheek,  one  inch 
from  the  ala  on  the  left  side.  Antisyphilitic  treat- 
ment took  care  of  the  bone  necrosis.  This  was  the 
third  attack  in  three  successive  seasons. 

(2)  Nose  looked  as  if  he  had  broken  saddle  of 
hereditary  syphilis.  Negative  Wassermann. 

(3)  Seen  on  the  night  of  Sept.  3,  1926.  Great 
pain,  photophobia,  and  swelling  of  the  nose  on  right 
side;  tenderness  over  swollen  area;  nasal  cavity 
negative  to  inspection.  Had  been  sick  only  24 
hours.  Temperature,  104.2;  pulse,  90.  Sept.  5th, 
he  came  to  office  and'  inspection  showed  a few 
maggots.  Nine  were  taken  out.  At  this  time  neck 
was  slightly  stiff.  Temperature,  102.3  and  pulse 
110.  (Would  not  go  to  hospital.)  Sept.  6th, 
showed  slight  Kernig  sign  with  neck  stiffness,  and 
was  very  restless.  Three  maggots  came  out  in 
the  night.  I saw  movement  under  the  mucous 
membrane  of  nose  high  up  on  the  septum.  Opened 
it  under  cocaine  and  let  out  four  maggots;  could 


(The  above  cut  is  copied  from  the  paper  of  Drs.  Yount  and 
Sudier,  which  appeared  in  the  Journal  American  Medical  Asso- 
ciation, Dec.  7,  1907.  The  drawings  were  made  by  Dr.  Sudler 
from  material  furnished  by  Dr.  Mark  Francis  of  the  Texas  Agri- 
cuituial  Experiment  Station). 

Fig.  1 The  adu  t screw-worm  fly  (Compsomyia  macellaria — 
Fab.  i.  magnified  3.5  diameters.  The  line  A B is  the  actual  length 
of  the  fly. 

Fig.  2.  Larva  of  the  screw-worm  fly  (Compsomyia  macellaria 

Fab.),  magnified  3.5  diameters.  The  line  A B is  the  actual 
length  of  the  maggot. 

Fig.  3.  Egg  of  the  screw-worm  fly  (Compsomyia  macellaria 
— Fab.),  magnified  30  diameters.  The  line  A B is  the  actual 
length  of  the  egg. 

find  no  more.  He  had  been  given  douches  of 
chloroform  in  emulsion  with  oil,  alternated  with 
carbon  tetrachloride,  without  avail.  On  Sept.  7th, 
showed  signs  of  rapidly  spreading  meningitis: 
partially  unconscious.  Spinal  tap  showed  very  lit- 


No. 

Age 

Sex 

Nationality 

Location 

Blood  picture 

Result 

1 

9 

M 

Mexican 

Nose 

Not  taken 

Good 

2 

32 

M 

American 

Buttock 

Not  taken 

Good 

3 

10? 

F 

Mexican 

Nose 

Neg.  Wass. 

Good 

4 

25 

M 

Mexican 

Nose 

Pos.  Wass. 

Good 

5 

62 

F 

American 

Ext.  Nose 

Not  taken 

Good 

6 

? 

M 

Mexican 

Nose 

Pos.  Wass. 

Good 

1 

4 

M 

American 

Arm 

Not  taken 

Good 

8 

V 

F 

Mexican 

Nose 

Not  taken 

Good 

9 

58 

M 

Mexican 

Nose 

Neg.  Wass. 

Good 

10 

12 

M 

Mexican 

Nose 

Not  taken 

Good 

11 

14 

M 

Mexican 

Nose 

Not  taken 

Good 

12 

46 

F 

Mexican 

Nose 

Pos.  Wass. 

Good  (1) 

13 

7 

F 

American 

Below  ear 

Not  taken 

Good 

14 

48 

M 

Mexican 

Nose 

Neg.  Wass. 

Good  (2) 

15 

22 

M 

Mexican 

Nose 

Not  taken 

Good 

16 

54 

M 

Mexican 

Nose 

Neg.  Wass. 

Death  (3) 

Seven  cases  had  blood  Wassermanns  tak-  tie  extra  pressure  of  fluid  although  instrument  was 
en  ; four  were  negative,  showing  that  not  all  used.  Fluid  was  clear,  but  not  sent  to  laboratory, 
cases  are  of  syphilitic  taint.  Restlessness  hard  to  control  with  drugs.  Sept.  8th 
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I was  not  ahoweil  to  repeat  spinal  tap.  He  was 
unconscious  and  very  restless.  Could  not  be  held 
in  bed.  He  died  Sept.  9th.  Autopsy  was  refused. 

In  1905,  Yount  and  Sudler  collected  23 
cases  with  four  deaths.  Ward  collected  55 
to  60  cases,  31  with  definite  records,  and 
22  fatalities.  Other  writers  give  15  cases 
with  9 fatalities,  and  31  cases  with  21  fatal- 
ities. Most  of  the  series  with  great  mor- 
tality were  from  Mexico.  Ward’s  first  case, 
the  first  reported  in  Nebraska,  was  fatal. 
He  claims  that  neglected  cases  nearly  al- 
ways die. 
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DISCUSSION 

DR.  C.  E.  YOUNT,  Prescott,  Ariz.  (opening)  : Dr. 
Stroud’s  paper  is  timely  and  instructive;  timely  be- 
cause it  has  been  twenty-one  years  since  this  subject 
lias  claimed  our  attention,  and  after  twenty-one 
years  we  are  entitled  to  work  it  over  thoroughly.  Dr. 
Stroud  brings  out  some  new  facts  which  should  be 
published,  especially  in  relation  to  the  meningitis 
feature.  The  paper  is  apropos,  because,  since  our 
publication  in  1907.  many  new  physicians  have  moved 
(nto  this  section  jOf  the  country.  Certainly  if  one 
depends  on  text-nook  description  of  symptoms  and 
treatment,  he  will  almost  certainly  lose  his  first 
case,  as  did  the  man  in  Nebraska.  Dr.  Stroud  very 
properly  stresses  three  points:  first,  the  early  diag- 
nosis upon  which  the  treatment  hinges;  second, 
proper  treatment,  which  is  standardized  in  Arizona; 
third,  the  preventive  measures  suggested  by  him. 
Making  a diagnosis  is  often  a dirty  job;  the  stench 
is  revolting  to  nausea,  but  one  should  make]  a close 
observation,  and  the  best  way  with  the  nasal  cases 
is  with  the  reflected  light.  A little  chloroform  will 
act  as  a “lachrymator”  and  put  the  worm  on  the  run 
and  you  will  be  able  to  recognize  him/  and  remove 
him  with  forceps. 

In  collecting  data  for  our  work,  we  collected 
twenty-three  cases  with  four  fatalities,  two  of  them 
due  directly  to  ravages  of  the  worms.  We  published 
our  results  in  the  Journal  of  the  A.  M.  A.,  in  1907. 

In  closing,  I would  like  again  to  go  over  the  life 
cycle  of  this  fly,  and  try  to  get  into  the  records,  once 
more,  the  facts,  as  there  has  evidently  been  some 
discrepancy  between  the  scientific  facts  and  the 
lore  of  the  range.  We  get  much  of  our  information 
in  the  southwest  from  the  range. 

‘“The  fly  is  a small  species  less  than  half  an  inch 
(1  cm.)  in  length  and  of  a_ bluish-green  color  with 
metallic  reflections.  It  is  particularly  distinguished 
from  related  forms  by  the  presence  of  three  longi- 
tudinal black  stripes  on  the  thorax.  The  head  is 


reddish  or  yellow  and  the  body  is  covered  with  stiff 
black  hairs.  The  fly  appears  in  early  summer,  the 
exact  time  depending  on  the  latitude,  after  having- 
passed  the  winter  as  an  adult,  either  in  a latitude 
free  from  extreme  cold  or  in  a protected  location.  In 
depositing  its  eggs  it  selects  some  decaying  matter 
or  wound  and  lays  a mass  of  eggs  at  once;  at  least 
three  or  four  hundred  may  be  deposited  by  a single 
female  in  a space  of  a very  few  moments  and  the 
same  fly  may  lay,  at  different  times  and  in  different 
places,  hundreds  and  even  thousands  of  eggs,“  (Os- 
born, Bull.  5,  New  Series,  U.  S.  Department  of  Agri- 
culture, Div.  of  Entomology). 

“The  eggs  hatch  within  a few  hours.  If  the  eggs 
are  laid  in  a moist  place  and  on  a warm  day,  they 
require  less  than  one  hour  to  hatch,  according  to 
Francis,  or  about  nine  hours  according  to  Wood.  The 
idea  that  they  may  be  deposited  in  a living  condition 
is  refuted  by  all  careful  observations 

“To  recapitulate:  This  small  fly  is  capable  of  lay- 
ing hundreds  of  eggs.  These  eggs,  in  proper  en- 
vironment, hatch  out  into  the  screw-worm  in  less 
than  twenty-four  hours.  This  worm,  or  maggot, 
reaches  maturity  in  about  a week,  during  which  time 
its  ravages  in  animal  tissue  have  been  most  per- 
sistent and  destructive.  At  the  end  of  this  period, 
if  unmolested,  it  instinctively  wriggles  away  from 
the  host  to  bury  itself  in  the  ground,  during  trans- 
formation, this  puparial  stage  occupying  from  nine 
to  fourteen  days,  at  the  end  of  which  timel  the  ma- 
ture fly  emerges.”  (Yount  & Sudler,  Jour.  A.  M.  A., 
Dec.  7,  1907,  p.  1912). 

This  fly  does  not  give  birth  to  living  larvae.  How- 
ever, there  are,  as  have  been  mentioned,  several 
other  varieties  which  do  deposit  the  living  worm,  so 
that  there  is  a confusion.  The  chloroform  treat- 
ment we  have  gotten  from  the  cow  puncher;  it  is 
the  universal  remedy  of  the  cattle  range  and  we 
have  only  added  a few  refinements. 

May  we  call  attention  to  the  drawings  in  our 
original  article,  (see  figure)  ; they  are  quite  ac- 
curate, having  been  made  after  careful  measure- 
ments of  specimens  of  the  fly  and  larvae  by  Dr. 
Sudler. 

DR.  HILARY  D.  KETCHERSIDE,  Yuma,  Ariz.: 
During  the  late  war,  we  had  many  of  these  cases 
in  men  at  the  front,  and  we  noticed  one  peculiar 
thing:  that  was  that  we  never  had  an  instance 
of  gas  gangrene  in  a patient  who  >vas  infected 
w.th  worms,  though  there  were  mafi^  cases  of 
gangrene  in  other  men. 

DR.  JOHN  J.  McLOONE,  Phoenix,  Ariz.:  It  is 
very  easy  to  realize  how  a screw- worm  invasion 
caii  produce  extensive  destruction  in  the  nose  ana 
sinuses.  It  is  surprising  that  more  of  these  cases 
do  not  prove  fatal.  The  ethmoid  region  can  prac- 
tically be  destroyed  and  the  meninges  can  be- 
come involved  through  perforation  of  the  cribi- 
t'orm  plate. 

Just  a word  more  about  treatment.  I have  used 
chloroform  and  a permanganate  douche,  followed 
by  extraction  with  forceps.  Although  I have  never 
tried  it,  it  has  occurred  to  me  that  the  suction 
apparatus  with  the  new  suction  nasal  tip  would  be 
very  effective  in  these  cases. 

DR.  R.  J.  STROUD,  Tempe  (closing)  : The  odor 
has  been  commented  on;  it  is  very  characteristic, 
and  if  you  have  smelt  a dead  cow  infested  with 
maggots,  that  is  the  odor.  Dr.  Yount  spoke  of  our 
information  coming  from  the  range.  In  the  first 
case  I had,  if  I had  not  had  some  range  information, 
I would  have  known  nothing  about  what  to  do.  The 
patient  came  to  the  office  and,  in  looking  up  his  nose, 
I noticed  the  screw-worms  moving  around.  Some  of 
the  boys  at  the  mine  also  worked  at  ranches  and  they 
had  been  coming-  in  and  asking  me  for  chloroform, 
which  they  told  me  they  used  to  kill  screw-worms. 
Remembering-  this,  I put  this  boy  under  chloroform 
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anesthesia  and  took  out  the  worms,  and  also  squirted 
chloroform  in  the  nose.  If  the  cowboys  had  not  told 
me,  I would  not  have  known  anything  about  it,  as 
there  was  no  information  in  the  literature.  The 
dearth  of  literature  in  standard  textbooks  is  start- 
ling. 

There  is  a disputed  point  as  to  whether  these 
particular  flies  deposit  eggs  or  worms.  My  informa- 
tion from  Nelson,  and  in  the  literature,  would  lead 
me  to  believe  that  larvae  are  deposited.  Dr.  Yount 
has  gone  into  the  matter  very  scientifically,  as  he 
and  Dr.  Sudler  did  in  1907,  and  has  quoted,  from 
their  original  article,  about  the  life  cycle  of  the  fly, 
and  he  is  convinced  that  eggs  are  deposited.  Tn  the 
case  of  the  woman'  with  the  carcinoma  of  the  cheek 
and  nose,  I was  there  within  half  an  hour  of  the 
time  she  was  supposed  to  have  been  blown  by  this 
fly.  The  fly  had  been  there  only  a matter  of  min- 
utes, and  I found  this  area  infested  with  worms, 
which,  the  man  of  the  house  told  me,  had  shown 
noticeable  increase  in  size  since  he  first  saw  them. 


BLOOD  TRANSFUSION 

FRANK  J.  MILLOY,  M.  D. 

Phoenix,  Arizona 

( Read  before  the  Thirty-sixth  Annual  Meeting  of 
the  Arizona  .State  Medical  Association,  at 
Yuma,  Arizona,  April  21  to  23,  1927). 

The  purpose  of  this  paper  is  to  describe 
a method  fort  blood  transfusion  which  was 
devised  by  one  of  my  associates,  which  has 
been  used  by  us  for  the  past  three  years, 
and  which,  as  far  as  we  know,  is  original 
with  us.  The  apparatus  used  consists  of 
five  100  c.  c.  Leur’s  syringes;  a 50  c.  c.  am- 
pule of  Parke-Davis  2.5  per  cent  sodium 
citrate,  and  the  regular  blood  transfusion 
needles.  The  technic  is  as  follows:  TO  c.  c. 
of  sodium  citrate  is  drawn  into  each  100 
c.  c.  syringe,  the  donor  is  placed  on  the  ta- 
ble, arm  sterilized,  tourniquet  applied  just 
tight  enough  to  constricts  venus  circulation, 
but  not  to  interfere  with  arterial  circula- 
tion. As  a rule  the  donor  has  fairly  large 
veins,  so  the  large-sized  needles  are  used  in 
drawing  the  blood.  Then,  as  the  operator 
fills  each  syringe,  h©  passes1  it  to  his  as- 
sistant who  shakes  the  syringe  thoroughly 
to  mix  the  citrate  and  blood.  ' This  proce- 
dure seldom  requires  longer  than  five  min- 
utes. The  recipient’s  arm  is  then  prepared, 
tourniquet  applied,  and  a needle  inserted  in 
a vein.  The  recipient’s  veins  generally  ate 
not  as  large  and  prominent  as  the  donor’s, 
so  that,  sometimes,  it  is  necessary  toi  use 
a smaller  gauge  needle.  The  only  difference 
is  that  if  a smaller  needle  is  necessary,  ,it 
takes  a little  longer  to  force  the  blood 
through  it.  As  soon  as  the  needle  is  placed 
in  the  vein,  one  syringe  after  another  is  at- 
tached to  it.  First  a small  amount  of  blood 
is  withdrawn,  so  that  the  air  in  the  needle 
is  brought  back  into  the  syringe,  then  the 
blood  is  forced  into  the  vein  as  quickly  as 
the  needle  will  allow  it  to  flow.  If  the  ' 
regular  sized  transfusion  needle  is  used,  the 
five  syringes  can  be  discharged  into  the 


vein  in  from  three  to  five  minutes,  so  that 
the  entire  procedure,  allowing  for  the 
change  from  the  donor  to  the  recipient, 
may  not  require  more  than  fifteen  minutes. 
And  the  operator  requires  the  help  of  only 
one  assistant,  who  needs  no  training  but 
just  a few  instructions. 

The  advantages  of  this  method  are:  (1) 
the'  rapidity  with  which  a transfusion  may 
be  performed;  (2)  the  minimum  length  of 
time  the  blood  is  outside  the  human  body; 
(3)  the  minimum  destruction  of  red  blood 
cells,  by  preventing  the  blood  from  coming 
in  contact  with  the  air,  and  the  elimination 
of  the  stirring  rods  to  mix  it  with  the  ci- 
trate;- (4)  the  marked  immediate  effect  up- 
on the  patient  of  forcing  the  500  c.  c.  of 
blood  into  the  circulation  so  rapidly  as  com- 
pared with  the  older  gravity  method,  in 
which  the  blood  runs  so  slowly;  (5)  the  re- 
markably few  reactions  following  the  trans- 
fusion; (6)  if  the  donor  should  suddenly  go 
bad  his  own  blood  may  be  quickly  injected 
back  into  his  veins. 

During  the  past  three  years  we  have  per- 
formed sixty  transfusions  in  twenty-five 
patients.  Seven  of  these  cases  were  patients 
with  pernicious  anemia,  and  the  remainder 
were  pre-operative  and  post-operative  cases 
or  secondary  anemia  patients  suffering 
from  extensive  hemorrhage  or  sepsis.  One 
case  with  pernicious  anemia  received  eleven 
transfusions  and  had  only  one  slight  reac- 
tion, after  the  ninth.  Two  other  pernicious 
anemia  cases,  who' had  eight  and  ten  trans- 
fusions respectively,  had  moderate  reactions 
after  the  last  two  or  three  transfusions. 
The  remaining  tw'enty-two  patients  had  no 
reactions  whatever  except  marked  improve- 
ment. One  other  pernicious  anemia  patierit 
who  had  had  ten  transfusion^  by  other 
methods,  both  direct  and  indirect,  and  who, 
after  the  last  four  oh  five,  had  terrific  re- 
actions lasting  from  twenty-four  to  seventy- 
two  hours,  consisting  of  severe  chills,  fever, 
urticaria,  and  asthma,  was  given  four  trans- 
fusions by  this  method  with  absolutely  not 
a sign  of  a reaction. 

We  have  not  been  performing  so  many 
transfusions  during  the  past  year  on  ac- 
count of  the  brilliant  results  obtained  in 
pernicious  anemia  patients  with  the  Mur- 
phy-Minot  diet.  Our  most  gratifying  re- 
sults with  transfusions  have  been  obtained 
in  pre-operative  and  post-operative  cases. 
The  procedure  can  be  carried  out  so  quickly 
that  if  a patient’s  condition  is  not  good,  or 
if  much  shock  is  present,  a donor  can  be 
kept  on  hand  and  a transfusion  given  im- 
mediately following  the  operation. 

Many  cases  present  very  poor  risks  for 
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surgery  and  transfusions  could  practically 
restore  them  to  normal  risks,  or  give  the 
patient  whose  condition  was  apparently 
hopeless,  a fighting  chance  with  the  aid 
of  surgery. 

Transfusion  has  a very  decided  effect  up- 
on sepsis  or  toxemia.  Our  most  recent  ex- 
ample was  a case  of  exophthalmic  goiter 
who  had  postponed  operation  repeatedly, 
because  she  made  several  temporary  recov- 
eries with  iodine.  Finally  this  failed  to 
help  her  and  she  became  desperate.  She 
was  in  complete  collapse  for  48  hours  with 
heart  rate  of  over  200  and  respirations  of 
48,  which  were  Cheyne-Stokes  at  times. 
Two  hundred  cubic  centimeters  of  blood  one 
day  and  400  cubic  centimeters  the  next  day 
restored  her  so  that  she  is  well  on  the  way 
to  preparation  for  operation. 

There  are  many  cases  of  chronic  invalid- 
ism where  blood  transfusion  would  give 
just  enough  of  a boost  so  that  they  would 
be  quickly  restored  to  their  place  alongside 
of  their  fellowmen.  Or  cases  of  secondary 
anemia  resulting  from  some  prolonged  sick- 
ness may  each  gain  more  from  one  trans- 
fusion than  from  several  months  of  iron 
therapy  and  ordinary  restorative  proce- 
dures. 

Blood  transfusion  is  directly  indicated  in 
all  cases  of  hemorrhage  even  of  the  mucous 
membranes.  At  first  thought  it  would  seem 
a contraindication  here  because  it  raises 
the  blood  pressure,  but  fresh  blood  is  the 
best  hemostatic.  Citrate  blood  shortens  the 
coagulation  time  temporarily,  and  unmodi- 
fied blood  permanently. 

Reviewing  the  literature  on  blood  trans- 
fusion at  the  present  time,  we  find  that  the 
majority  of  evidence  is  in  favor  of  unmodi- 
fied blood  as  compared  to  the  citrate  meth- 
od, mainly  because  it  is  followed  by  fewer 
reactions.  It  is  equally  agreed,  however, 
that  the  cause  of  the  reactions  with  the 
citrate  method  is  not  because  sodium  citrate 
is  a toxic  substance.  In  fact  it  has  been 
demonstrated  numerous  times  that  this 
drug  is  practically  non-toxic.  The  chilling 
of  the  blood  during  the  transfer  from  donor 
to  recipient  is  more  frequently  the  cause 
of  reactions  than  any  other  factor,  accord- 
ing to  Lewisohn.  Citrate  does  destroy 
many  of  the  platelets,  according  to  some  in- 
vestigators. So,  if  we  wish  to  transfuse 
patients  with  hemophilia  or  purpura  hem- 
orrhagica, the  whole  blood  should  be  used, 
as  the  platelets  are  most  essential  in  reduc- 
ing the  coagulation  time.  We  have  not  had 
occasion  to  transfuse  such  a case. 

Better  results  could  be  obtained  in  trans- 
fusion work  if  more  careful  attention  were 


paid  to  the  technic  of  grouping.  In  all  our 
cases  we  have  not  only  grouped  all  our  re- 
cipients and  donors,  but  we  have  typed  them 
against  each,  other.  On  more  than  one  oc- 
casion we  have  found  individuals  in  the 
same  group,  whose  blood  was  incompatible 
when  tested  against  each  other.  The  use 
of  group  4 as  a universal  donor,  probably 
should  be  condemned.  This  would  probably 
eliminate  many  more  of  the  reactions  re- 
ported in  the  literature  as  following  the 
citrate  method. 

If  blood  transfusion  can  be  easily  and 
quickly  done,  it  has  a very  much  larger 
field  than  it  is  used  for  at  the  present. 
There  are  many  forms  of  apparatus  recom- 
mended for  use  for  the  direct  method.  It 
is  quite  evident,  then,  that  the  ideal  ap- 
paratus has  not  been  invented  and  all  the 
present  ones  in  use  have  disadvantages  and 
often  are  accompanied  by  failures.  We 
have  never  yet  failed  to  complete  a trans- 
fusion. Any  one  who  can  give  any  form 
of  intravenous  therapy,  should  be  able  to 
give  a transfusion  by  the  method  we  have 
described.  And  we  have  never  found  it  nec- 
essary to  cut  down  upon  a vein. 

CONCLUSION 

While  we  agree  that  the  unmodified 
blood  no  doubt  has  a distinct  advantage 
over  the  citrate  method,  nevertheless  we 
have  had  almost  equally  good  results  with 
the  technic  we  have  described,  mainly  be- 
cause we  have  eliminated  two  of  the  great- 
est factors  in  the  production  of  post-trans- 
fusion reactions  by  preventing  the  chilling 
of  the  blood  during  the  transfer,  and  by  the 
more  careful  attention  to  direct  typing  of 
donor  against  recipient.  The  most  frequent 
indications  for  transfusion  are  in  pre-oper- 
ative and  post-operative  patients  and  cases 
of  secondary  anemia  due  to  hemorrhage  or 
sepsis,  or  both,  who  require  only  one  or  two 
transfusions,  and,  therefore,  are  benefited 
just  as  much  by  one  form  of  blood  as  an- 
other. 

We  have  performed  sixty  transfusions  in 
twenty-five  patients  with  slight  reactions  in 
only  three  cases  of  pernicious  anemia  and 
only  after  they  had  eight  transfusions  or 
more.  One  case  of  pernicious  anemia  who 
had  had  ten  transfusions  by  other  methods, 
both  direct  and  indirect,  followed  by  very 
severe  reactions  in  the  last  four  or  five 
times,  we  transfused  four  times,  and  we 
had  a marked  improvement  following  each 
occasion,  without  the  slightest  sign  of  a re- 
action. Transfusion  should  be  used  more 
frequently  as  an  early  therapeutic  measure 
and  not  be  resorted  to  as  a last  desperate 
chance  to  save  the  patient’s  life. 
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DISCUSSION 

DR.  A.  C.  CARLSON,  Jerome,  Ariz.  (opening): 
The  citrate  method  described  seems  to  be  a combina- 
tion of  the  Lindemann  and  Lewisohn  methods;  in 
other  words,  a multiple  syringe  plus  sodium  citrate. 
Regardless  of  the  method,  whether  modified  or  un- 
modified is  used,  the  important  thing  in  any  trans- 
fusion is  matching  blood,  having  the  donor  and  re- 
cipient in  the  same  group  and  cross-typing  the  blood. 
As  for  this  particular  modified  method.  Dr.  Milloy 
points  out  that  one  of  the  advantages  is  to  prevent 
chilling  of  the  blood.  You  will  certainly  have  less 
chilling  in  the  unmodified  method,  and  it  seems  to 
me  that,  in  any  institution  with  a well  trained  team 
available,  there  should  be  no  trouble  with  the  Linde- 
mann, Unger  or  other  methods.  We  first  started  out 
with  the  Lindemann  method  of  multiple  syringes  and 
did  have  trouble,  but  found  that  it  was  due  to  hav- 
ing too  few  syringes.  Later  we  established  a pro- 
cedure with  the  Unger  method  and  a well  trained 
team  and  have  had  no  trouble. 

As  to  the  advantages  claimed  for  this  citrate 
method:  (1)  Rapidity  of  preparation.  This  is  true 
in  certain  cases  where  you  are  anticip  t 
sibility  of  transfusion,  but  where  it  is  done  as  an 
emergency  and  you  still  have  to  go  through  the 
typing  and  grouping  of  recipient  and  donor,  and 
preparing  recipient  and  donor,  you  could  have  your 
apparatus  prepared  and  use  the  unmodified  method 
as  readily.  (2)  Minimum  length  of  time.  We  must 
agree  that  the  citrate  method  is  quicker  than  the 
unmodified  method.  (3)  Minimum  destruction  of 
blood  cells  by  preventing  contact  with  air.  Dr.  Milloy 
mentioned  that,  after  withdrawing  100  c.c.  of  blood 
from  the  donor,  the  syringe  is  handed  to  an  assist- 
ant who  mixes  by  shaking.  I wish  to  ask  whether 
it  is  possible  to  mix  the  blood  and  citrate  by  shaking 
without  having  air  in  the  syringe?  The  only  mix- 
ing without  having  air  in  the  syringe  would  be  by 
osmosis  or  gravity.  It  seems  there  must  be  air  in 
order  to  secure  mixing.  (4)  Marked  immediate  ef- 
fect upon  the  recipient  by  forcing  so  much  blood 
rapidly  into  the  vein,  as  compared  with  unmodified 
method.  This  may  be  all  right  in  certain  acute  cases 
where  forcing  blood  into  the  recipient  will  do  no 
harm,  but  there  are  cases  in  which  it  may  do  harm. 
He  states  that  they  give  500  c.c.  of  blood  in  from 
3 to  5 minutes.  This  surely  seems  rapid;  placing 
that  amount  of  blood  in  the  recipient's  circulation  in 
from  3 to  5 minutes  is  apt  to  cause  pressure  on  the 
right  heart  and  collapse.  (5)  Possibility  of  donor 
going  bad.  That  is  a possibility,  but  we  try  to  se- 
lect young  robust  adults  and  if  we  see  any  signs  of 
paleness  or  dyspnea,  other  methods  of  stimulation 
could  be  resorted  to  and  the  withdrawal  of  blood 
stopped. 

Another  point  mentioned  was  that  patients  came 
with  reports  of  reactions  from  previous  transfusions, 
but  did  not  mention  the  technic  of  transfusion  used 
when  such  reaction  occurred.  Granted  that  the  un- 
modified method  was  used,  is  it  not  possible  that  care 
was  not  taken  in  the  proper  matching  of  blood? 
When  the  blood  is  properly  matched,  the  likelihood 
of  reaction  is  reduced  to  a minimum,  regardless  of 
the  procedure. 

DR.  J.  I.  BUTLER,  Tucson,  Ariz.:  It  is  not  so 

much  a question  of  technic  as  it  is  how  you  handle 
the  particular  method  you  use,  team  work,  etc.  The 
point  that  Dr.  Milloy  mentioned  but  did  not  empha- 
size, is  that  transfusion  should  be  used  far  more  fre- 
quently than  it  is.  It  is  a method  of  every-day 
practice  and  not  to  be  used  as  a last  resort. 

DR.  R.  D.  KENNEDY,  Globe,  Ariz.:  Last  year  1 
visited  one  of  the  eastern  clinics  where  many  trans- 
fusions are  done.  In  speaking  of  reactions,  they  told 
me  that,  up  to  a certain  period,  they  had  quite  a 
number,  but  that  during  the  past  year  they  had 
adopted  the  practice  of  re-grouping  all  donors  on 


the  day  of  the  transfusion,  and  found  that  the  group 
of  many  donors  would  change.  Since  adopting  the 
checking  of  the  group  of  donors,  they  have  had  no 
more  reactions. 

DR.  FRANK  J.  MILLOY  (closing):  I wish  to 

thank  the  doefors,  especially  Dr.  Carlson,  for  their 
discussion.  It  probably  makes  no  difference  which 
method  is  used ; like  everything  else,  the  method  you 
are  most  familiar  with  is  the  one  with  which  you 
will  succeed  the  best.  The  point  we  wish  to  make, 
however,  is  the  simplicity  and  ease  with  which  a 
blood  transfusion  can  be  given  by  the  method  I have 
just  described.  Everyone  has  seen  blood-transfusion 
result  in  failure  with  both  the  old  gravity  method 
and  the  more  recent  direct  method  of  transfusion, 
even  in  the  greater  clinics.  So  far,  this  procedure 
has  never  resulted  in  failure  with  fis. 

I cannot  answer  the  question  about  the  necessity 
for  air  in  the  syringe  in  order  to  secure  thorough 
mixing;  we  get  very  little  air,  if  any,  in  the  syringe 
while  it  is  filling,  and  we  have  never  had  coagula- 
tion occur  as  a result  of  insufficient  mixing.  We 
have  never  had  a donor  get  bad  enough  to  necessi- 
tate the  reintroduction  of  his  own  blood,  but  have 
always  felt  that,  if  it  should  occur,  we  would  be 
ready  with  the  best  possible  means  of  resuscitation. 


GRANULOMA  FUNGOIDES 

A.  A.  SHELLEY,  M.  D. 

Phoenix,  Arizona 

Read  before  the  Thirty-sixth  Annual  Meeting  oi 
the  Arizona  State  Medical  Association,  held  at 
Yuma,  April  21  to  23,  1927. 

Some  of  the  synonyms  are:  mycosis  fun- 
goides,  granuloma  sarcomatodes,  fibroma 
fungoides,  sarcomatosis  generalis. 

Stelwagon  says  it  is  a chronic,  malignant 
disease  characterized  by  precursory  symp- 
toms of  months’  or  years’  duration,  of  an 
eczematous,  urticarial  or  erysipelatous  as- 
pect, with  the  subsequent  appearance  of 
pinkish  or  reddish  tubercular  or  nedular, 
tabulated  tumors  or  flat  infiltrations,  which 
frequently  ulcerate  and  form  fungoidal  or 
mushroom-like  growths.  The  malady  was 
first  described  by  Alibert  in  1814.  Duhring 
reported  the  first  case  in  America. 

SYMPTOMS 

Sutton  says  that,  in  the  majority  of  in- 
stances, the  course  of  the  disease  is  marked 
by  four  fairly  well  defined  stages:  (1)  the 
stage  of  dermatitis;  (2)  infiltration;  (3) 
tumor  formation;  and  (4)  ulceration. 

In  the  first  stage  the  manifestations  may 
assume  the  most  variable  forms.  As  Bes- 
nier  has  said,  “In  the  presence  of  a chronic, 
ambiguous,  pruritic  dermatitis,  rebellious 
to  the  ordinary  treatment  and  which  as- 
sumes the  form  of  a vague  erythrodermia, 
of  a psoriasis,  or  an  eczema,  of  a rebellious 
urticaria,  of  a lichenoid  prurigo,  etc.,  it  is 
necessary  to  bear  in  mind  the  question  of 
a possible  mycosis  fungoides.”  As  a rule, 
however,  the  predominating  type  of  erup- 
tion is  erythematous  or  eczematoid  in  char- 
acter. This  preliminary  stage  may  be 
brief,  or  even  entirely  lacking,  the  growths 
developing  on  apparently  normal  skin,  but 
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usually  it  is  present  and  may  last  for 
months  or  years  before  signs  of  infiltration 
become  apparent.  The  lesions  of  the  first 
stage  are  usually  circinate  in  outline,  and 
may  be  either  dry  or  moist.  In  color  they 
vary  from  a pinkish  or  reddish  to  a pur- 
plish or  brownish  hue.  Itching  may  be’  ab- 
sent, but  is  usually  present.  These  earlier 
manifestations  are  as  capricious  in  their 
course  as  they  are  variable  in  aspect.  The 
eruption  may  disappear  spontaneously  at 
any  time,  only  to  I’ecur  at  the  same  site  or 
in  some  other  locality  in  the  course  of  .a 
few  days  or  weeks. 

In  the  second  stage,  circumscribed  areas 
of  infiltration  appear.  The  lesions  vary  in 
size  from  that  of  a pea  to  that  of  the  palm, 
and  may  be  commingled  with  the  erythem- 
atous and  eczematoid  plaques  of  the  first 
stage.  These,  too,  are  oval  om  circinate  in 
outline,  but,  as  a result  of  involution  and 
of  coalescence,  crescentric  and  gyrate  le- 
sions may  be  formed.  Ulceration  sometimes 
occurs  at  this  stage. 

The  period  of  tumor  formation  gradually 
follows  that  of  infiltration.  . The  growths 
are  round  or  oval,  pea  to  orange  size  or 
larger,  whitish,  pinkish,  or  purplish,  solid, 
smooth  or  crusted  tumors.  In  number  they 
vary  from  a few  to  twenty  or  more.  No 
region  is  exempt.  The  course  of  the  tu- 
mors varies.  They  may  disappear  spon- 
taneously, and  new  ones  spring  up  on  dis- 
eased or  apparently  normal  areas  at  any 
time. 

Sutton  says  the  lesions  are  usually  ten- 
der and  painful,  and  itching  is  not  a promi- 
nent feature  of  this  -stage.  Ulceration  gen- 
erally begins  at  the  apices  of  the  larger 
growths,  and  usually  only  a portion  of  the 
tumor  is  destroyed.  -The  resulting  lesion  is 
a mushroom-like  ulcerating  mass,  the  raw 
surface  of  which  is’  covered  with  a san- 
guineous, purulent  exudate.  Lymph  node 
involvement  may  be  present,  but  is  not  a 
typical  or  characteristic  feature  of  the 
malady. 

ETIOLOGY 

The  majority  of  the  reported  cases  have 
occurred  in  adult  males.  Trauma  has  - ap- 
parently been  a factor  in  one  instance.  Sut- 
ton says  that  the  disorder  is  probably  jni- 
crobic  in  origin,  although  careful  and  ex- 
haustive investigation  by  competent  observ- 
ers has  thus  far  failed  to  unearth  the 
causative  organism.  Strobel-,  and  Hazen 
conclude  that  mycosis  fungoides  belongs  to 
a group  of  myeloid  and  lymphoid  condi- 
tions. which  are  closely  interrelated,  and 
that  these  diseases  probably  have  a com- 
mon exciting  cause,  possibly  a micro-organ- 


ism, and  in  this  way  may  be  related  to  the 
infectious  granulomata.  It  occurs  onlv  in 
adults  from  about  30  years  (at  least  there 
is  no  reported  case  under  20)  to  old  age. 

No  two  cases  have  ever  occun'ed  in  the 
same  familv,  and  nurses  and  attendants 
have  never  become  affected.  Inoculation  of 
guinea  pigs  and  rabbits,  bv  Stelwagon  and 
others,  was  without  result.  There  is  no 
characteristic  blood  picture,  though  there 
is  often  moderate  secondary  anemia,  vary- 
ing leukocytosis,  and  increase  in  mononu- 
clears. 

PATHOLOGY 

Stelwagon  savs  there  seems  no  longer 
doubt  that  granuloma  fungoides  can  scarce- 
lv  be  considered  as  belonging  or  allied  to 
true  sarcomata,  as  Kaposi,  Funk  and  others 
believe ; although  there  are.  as  Bowen  points 
out,  manv  points  of  similarity,  both  his- 
tologically and  clinicallv.  with  multiple  sar- 
comatos;s.  of  the  pure  tvpe.  The  fact  t^at 
some  of  the  growths  mav  undergo  involu- 
tion is,  according  to  the  dictum  of  Cohn- 
heim,  a proof  of  their  non-sarcomatous  na- 
ture. but  we  know  now  that  in  some  in- 
stances of  sarcoma,  especially  the  multiple 
pigmented  sarcoma  of  Kaoosi,  such  retro- 
gressive changes  can  also  take  place.  In 
the  early  stages,  Gallowav  and  Macleod 
found  connective-tissue  cell  proliferation 
around  the  blood  vessels  of  the  papillary 
laver,  the  hair  follicles,  sebaceous  glands, 
coil  ducts  and  occasionally  around  the  coil 
glands.  The  cells  presented  distinct  types: 
large,  oval,  fusiform  or  rounded  connective- 
tissue  cells  containing  granular  protoplasm, 
a large  nucleus  whose  chromatin  network 
and  nuclear  membranes  were  darkly  stained, 
while  t^e  neucleoplasm  was  more  densely 
stained  than  the  cellular  protoplasm,  unless 
the  cells  were  undergoing  mitosis,  when 
the  figures  appeared  deeply  colored.  Then 
there  were  small  round  ceks  of  slightly 
variable  shape,  somewhat  larger  than 
leukocvtes,  with  nuclei  similar  to,  though 
m-ooortionatelv  smaller  than  those  of  the 
large  cells-,  mast  cells  of  varying  size;  a 
few  plasma  cells:  and  an  occasional  giant 
cell.  In  the  tumor  and  breaking-down  stage 
the  cell  proliferation  was  increased  and  the 
cells  showed  a marked  tendency  to  break 
down.  The  granuloma  encroaching  on  the 
down-growing  epithelium,  flattened  it  out 
and  eventually  spread  up  to  the  surface  and 
was  covered  only  bv  a thin  layer  of  cor- 
neum.  There  doesn’t  seem  to  be  anything 
specifically  diagnostic  in  the  histological 
pathology. 

DIAGNOSIS 

In  the  early  stage  it  is  to  be  distinguished 
from  the  commoner  diseases  which  it  mim- 
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ics.  such  as  eczema,  psoriasis,  etc.,  but  I 
believe  diagnosis  is  impossible  before  the 
stage  of  tumor  formation.  The  erratic 
course  of  the  lesions,  and  their  resistance 
to  ordinary  treatment  should  serve  to 
arouse  suspicion. 

PROGNOSIS 

Stelwagon  says:  “The  disease  goes  on  to 
fatal  termination,  the  duration,  as  already 
stated,  varying  somewhat  widelv  from  some 
months  to  fifteen  years;  after  the  active 
tumor  stage  is  entered,  the  patient  can 
scarcely  live  more  than  some  moults,  or  one 
or  two  years  at  the  most,  depending  prin- 
cipally upon  the  numbers  of  the  growths 
and  the  degree  of  ulcerative  tendency  dis- 
played.” Sutton  says:  “In  a few  instances 
recovery  has  ensued  but  the  maidritv  of 
the  cases  terminate  fatally  in  from  one  to 
ten  years.” 

CASE  REPORT 

Miss  S„  aged  39,  school  teacher;  resident  of  Ari- 
zona since  1908;  graduate  of  Temne  Normal: 
blonde;  has  always  had  good  health  until  present 
illness.  Skin  is  clear,  she  is  well  nourished,  has 
good  physique,  and  is  always  full  of  life  and  en- 
ergy. 

Family  History:  Her  father  died,  when  she  was 
about  eight  years  of  age.  as  the  result  of  acci- 
dental injury.  Her  mother  is  living,  but  is  in  poor 
health.  When  the  mother  was  about  14  or  15 
years  of  age  she  had  enlargement  of  the  thyroid 
gland  (goitre).  She  was  treated  by  a doctor  in 
Illinois  and  the  enlargement  disappeared.  About 
15  years  later  she  developed  myxodema,  and  be- 
fore a diagnosis  was  made  she  was  a mental  and 
physical  wreck.  Although  she  has  taken  thyroid 
extract  constantly,  she  is  still  a semi-invalid.  There 
is  one  brother  who  is  in  fair  physical  condition, 
aged  33. 

In  the  summer  of  1922  the  patient  developed 
what  seemed  to  be  a few  small  areas  of  eczema 
on  the  arms,  on  which  ordinary  treatment  had  no 
effect.  By  autumn  of  the  same  year  there  were 
some  scattered  spots  on  the  thighs:  all  lesions 
were  confined  to  the  flexor  surfaces.  The  lesions 
had  very  little  color,  but  were  rough,  rather  dry 
and  inclined  to  scales.  In  the  spring  of  1923  she 
had  a moderately  severe  case  of  influenza.  The 
skin  eruptions  spread  some,  but  not  below  the  el- 
bows or  knees  and  still  on  flexor  surfaces.  Dur- 
ing the  summer  of  1924  she  attended  a teachers’ 
summer  school  at  Flagstaff  for  some  weeks,  and 
when  she  returned  the  eruption  had  practically 
disappeared.  In  February,  1925,  she  noticed  there 
was  no  wax  in  the  ears,  but  instead  a cheesy 
substance.  In  March  of  the  same  year  she  had 
a second  attack  of  influenza;  following  this,  the 
eruption  spread  over  all  the  body  except  the  legs. 
There  was  some  enlargement  of  the  axillary  and 
inguinal  glands.  The  eruption  appeared  more  in- 
flammatory. and  the  skin  became  infiltrated  at  site 
of  eruption.  A month  or  two  prior  to  this,  a blood 
Wassermann  reaction  was  negative,  and  the  urine 
tested  normal.  Tonsils  were  checked  ■ nd  found 
normal.  Teeth  all  O.  K Heart,  lungs  and  di- 
gestive organs  negative.  General  condition  good, 
and  patient  teaching.  Blood  examination  revealed 
nothing  except  a slightly  diminished  number  of 
red  cells. 

About  this  time  I referred  the  case  to  Doctor 
Clohessy.  He  said,  at  the  time,  he  thought  it  was 


eczema  of  the  erythematous  type.  He  treated  her 
with  various  applications  and  constitutional  medi- 
cation until  he  went  away  on  vacation  in  May  or 
■Tune.  The  treatment  had  no  effect  except  that 
it  gave  some  comfort  in  the  way  of  relieving  the 
itching,  which  was  a prominent  symptom  from 
the  beginning. 

The  eruption  kept  spreading.  In  the  early  spring 
of  1925,  her  ears  became  red  and  swollen  to  the 
extent  that  the  ear  canal  was  almost  closed  and 
the  entire  external  ear  involved.  With  it  there 
was  a high  temperature.  On  the  entire  surface  of 
the  ear  there  was  a profuse  exudate  of  a yellow- 
ish watery  fluid  which  yielded  a pure  culture  of 
staphylococci.  This  condition  lasted  only  10  or 
12  hours,  but  the  same  condition  recurred  every 
few  weeks.  By  this  time  the  eruption  had  spread 
all  over  the  body,  including  the  scalp,  palms  and 
soles.  There  was  not  a quarter  inch  square  of 
healthy  skin  on  her  body.  The  hair  became  gray, 
lost  all  semblance  of  life  and  fell  out.  Scalp  was 
one  mass  of  scales,  and  the  entire  body  desqua- 
mated profusely.  She  said  there  would  be  a half- 
cup or  more  of  scales  on  the  sheet  every  morn- 
ing. By  July,  the  character  of  the  eruption  had 
changed  very  much.  There  were  lesions  ranging 
from  the  size  of  a grain  of  wheat  to  an  inch  or 
more  in  diameter.  Some  would  be  designated  as 
papules  and  others  as  tubercles  or  nodules.  Pos- 
sibly the  most  of  them  were  the  size  of  a coffee- 
bean.  and  the  shape  was  round  or  oval.  These 
nodules  were  solid  masses,  pink  in  color,  not  pain- 
ful at  any  time  and  when  pressure  was  made  up- 
on them  they  exuded  a sero-pustular  fluid  of  a 
pearly  color,  which,  on  culture,  yielded  staphy- 
lococci. The  larger  of  these  would  become  ulcer- 
ated on  the  surface  and  the  edges  of  the  uicer 
were  an  infiltrated  ring  simulating  the  appearance 
of  a chancre.  This  is  the  mushroom-like  growth 
of  which  writers  speak.  The  surface  of  the  ulcers 
was  depressed,  granular  in  appearance,  with  a 
yellowish  color  and  rather  dry.  That  is.  there 
was  very  little  exudate.  There  were  only  a few 
of  these  ulcers,  and  none  of  the  smaller  lesions 
went  to  ulceration.  One  or  two  ulcers  healed  with 
a scar  in  the  course  of  two  or  three  months. 
About  November.  1925  she  began  having  styes 
every  now  and  then,  and  also  abscesses.  The  ac- 
cesses came  one  at  a time  at  intervals  of  weeks. 
They  appeared  on  the  dorsum  of  the  foot,  on  the 
thigh  and  back  of  the  neck,  in  the  axilla  and  on 
the  breasts,  and.  when  opened  and  drained  of 
about  2 to  4 drachms  of  pus.  they  healed  readily. 
Her  feet  and  legs  were  edematous,  and  she  was 
losing  weight  rapidly. 

With  all  these  lesions  she  was  teaching  school 
and  kept  going  until  the  end  of  the  school  term. 
1926 

When  Dr.  Clohessy  returned,  in  the  fall  of  1925. 

I gave  him  a brief  description  of  the  changes  that 
had  taken  place  in  his  absence,  and,  without  see- 
ing the  patient,  he  at  once  made  the  diagnosis  of 
mycosis  fungoides.  He  also  gave  me  the  cheerful 
information  that  the  disease  is  always  fatal.  We 
then  began  giving  the  prescribed  treatment  of  ar- 
senic. We  also  gave  a wide  variety  of  treatment, 
as  colloidal  gold  autogenous  vaccine,  endocrines. 
quartz  lamp,  and  other  light  therapy,  and  all  <.o 
no  effect. 

At  the  end  of  the  school  term,  in  1926.  the  pa- 
tient was  very  sick.  She  spent  most  of  her  time 
in  bed;  her  pep  and  vitality  were  at  a low  ebb. 
In  the  meantime.  I learned  that  Hertzler  had  had 

II  cases,  all  of  which  terminated  in  death,  except 
one.  which  was  apparently  cured  by  x-ray.  He 
explained,  however,  that  the  lesion  in  this  case 
was  confined  to  an  area  on  the  back,  the  size  of 
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two  hands.  A little  later  I learned  that  Dr.  Den- 
ney of  the  Kansas  University  School  of  Medi- 
cine. was  then  treating  a case  of  granuloma  fun- 
goid s,  of  a very  extensive  lesion,  with  x-ray,  and 
that  the  result,  up  to  that  time,  was  very  encour- 
aging. With  this  meagre  information,  I asked  Dr. 
Watkins  to  give  our  patient  x-ray  treatment.  On 
this  treatment  she  began  to  improve  at  once.  By 
the  time  her  school  started  last  fall  she  was  able 
to  teach,  and,  in  fact,  seemed  to  have  regained 
much  of  her  former  vigor. 

After  x-ray  treatment  was  started,  the  hair  all 
came  out  and  the  lesions  healed  with  a white, 
smooth  scar,  except  that  the  ulcerated  lesions 
healed  with  a depressed  scar.  At  the  present  time 
she  has  only  a few  lesions  that  are  not  entirely 
healed,  and  they  are  improving. 

The  patient  seems  as  healthy  as  ever.  Her  hair 
has  returned  in  a heavy  growth  of  iron-  gray,  that 
looks  perfectly  healthy.  One  item  that  may  have 
some  bearing  on  the  prognosis  of  this  case  is  the 
fact  that  one  of  the  ulcerative  lesions  that  had 
been  healed  for  some  months  began  to  break  down 
again.  However,  a treatment  ty  x-rav  promptly 
healed  it.  The  question  is,  will  the  x-ray  cure  be 
permanent?  In  my  mind  I am  convinced  that  she 
would  not  have  lived  long  without  x-ray  interfer- 
ence. 

I wish  to  add  that  I am  much  indebted  to 
Dr.  Clohessy  for  the  diagnosis. 

I also  wish  to  express  my  appreciation  to 
Dr.  Watkins  for  the  treatment.  To  me  it 
seems  a wonderful  piece  of  work;  for  in 
this  case  he  had  to  “blaze  the  way” — there 
being  no  prescribed  technic  to  follow.  When 
you  learn  that  he  covered  the  entire  body 
about  three  times,  without  a burn  and  ap- 
parently without  any  injury  to  the  blood, 
you  will  agree  with  me  that  he  has  at 
least  established  a precedent. 

DISCUSSION 

DR.  W.  WARNER  WATKINS,  Phoenix,  Ariz.. 
(opening) : We  had  seen  tins  patient  several  times 
^before  the  final  diagnosis  was  made  and  x-ray 
treatment  begun.  When  it  appeared  to  be  an 
eczema,  we  did  not  advise  x-ray  treatment  and 
suggested  ultraviolet  radiation  instead.  This  was 
given  by  another  Phoenix  physician,  but  without 
material  effect.  The  extent  of  her  involvement 
may  be  judged  by  the  fact  that,  when  we  were 
asked  to  make  food  sensitization  tests,,  we  were 
unable  to  find  a single  square  inch  of  skin  any- 
where on  her  body  which  was  normal  enough  to 
place  a test  on. 

When  the  final  diagnosis  was  made  by  Dr. 
Clohessy.  and  we  not  very  hopefully  agreed  to  ad- 
minister x-ray  treatment,  she  was  in  a pitiable 
shape.  Our  treatment  consisted  in  marking  off 
the  entire  skin  surface,  from  crown  of  head  to  tips 
of  the  toes  and  covering  two  or  three  areas  at 
each  treatment,  the  treatments  being  given  once 
a week,  as  this  was  a convenient  interval  for  the 
patient.  It  required  forty-five  areas  to  cover  the 
body  surface.  The  amount  of  radiation  was  about 
seventy  per  cent  of  a minimal  skin  dose,  just 
enough  to  produce  a reaction  in  the  deeper  skin 
layers.  The  factors  used  were  75  k.  v.,  5 ma.,  12 
inch  dist , 10  minutes,  with  % mm.  aluminum  fil- 
ter. Recession  would  invariably  begin  within  a 
few  days  and  superficial  lesions  would  have  dis- 
appeared within  two  weeks,  the  nodular  areas  and 
ulcers  requiring  longer  to  heal.  Many  of  these 
more  advanced  lesions  would  require  additional 
radiation  before  healing  would  take  place.  The 


entire  surface  of  the  body  was  covered  system- 
atically three  times.  The  dose  over  the  head  was 
an  epilation  dose,  the  hair  falling  out  about  three 
weeks  after  treatment. 

Since  complete  recession  of  all  lesions  took 
place,  there  has  been  evidence  of  recurrence  sev- 
eral times.  When  this  happens,  the  individual 
lesions  which  appear  have  promptly  disappeared 
again  under  treatment. 

According  to  the  best  information  obtainable  on 
this  condition,  the  improvement  in  this  patient, 
which  amounts  to  an  apparent  cure,  will  not  be 
permanent.  The  disease  responds,  as  do  the 
lymphomas,  leukemia  or  Hodgkin’s  disease,  by  a 
very  astonishing  improvement.  After  a period  of 
time,  varying  with  the  individual,  there  are  recur- 
rences which  may  yield  to  radiation,  but  will  do 
so  with  increasing  reluctance  until,  finally,  a stage 
is  reached  when  radiation  has  no  further  effect. 

However,  for  the  time  being  this  patient  has 
been  pulled  back  from  the  grave  and,  whatever  the 
final  outcome  may  be,  all  parties  interested  are 
well  pleased  with  the  present  status. 

DR.  T.  T.  CLOHESSY,  Phoenix,  Ariz.:  Just  a 

few  remarks  regarding  the  pathology  and  treat- 
ment of  granuloma  fungoides.  This  disease  mani- 
fests itself  essentially  as  an  increased  genesis  of  • 
lymphoid  cells  and  their  deposition  in  pathologi- 
cal quantities,  more  especially  in  the  skin.  In  some 
cases  necropsy  has  shown  such  collections  in  some 
of  the  internal  organs.  These  collections  of 
lymphoid  cells  are  found  in  varying  quantities  in 
the  different  stages  of  the  disease;  in  the  ery- 
thematous and  eczematoid  stages,  merely  as  scat- 
tered infiltrations;  the  fungoidal  stage,  as  small  or 
large  circumscribed  accumulations.  Except  for  the 
subjective  sensation  of  itching,  the  general  health 
is  apparently  not  impaired  until  the  consecutive 
ulcerative  stage  arises.  There  is  little  or  no  pro- 
vision made  for  a vascular  supply  to  these  fungoid 
masses  which,  by  their  pressure  and  otherwise,  in- 
terfere with  the  nutrition  of  the  overlying  skin, 
and  there  result  necrosis,  pyogenic  infection  and 
ulceration,  with  consequent  general  sepsis  and 
death.  What  causes  this  abnormal  development 
and  these  localized  collections  of  round  cells,  we  do 
not  know. 

As  to  the  action  of  the  x-ray  on  these  lesions, 
we  know  that  raying  the  bones  will  produce  a tem- 
porary leukopenia.  We  know  that  raying  the  ton- 
sils will  produce  a temporary  destruction  or  dis 
persal  of  the  lymphoid  cells  therein  contained.  So 
with  the  action  of  the  x-ray  in  this  condition.  It 
is  a wonderful  help  and  the  only  help  at  this 
stage;  its  effect  is  truly  spectacular,  but  experi- 
ence since  1912  goes  to  show  that,  unfortunately, 
the  result  is  but  temporary.  The  lymphoid  cell 
collections  temporarily  disappear,  but  the  x-ray 
does  not  remove  the  cause  of  their  development 
and  I fear  there  will  be  a return  of  the  lesions  in 
this  case,  as  has  been  the  case  with  those  report- 
ed to  date. 

DR.  ORVILLE  H.  BROWN,  Phoenix,  Ariz.:  j->r. 
Watkins’  reference  to  the  suspicion  of  food  sensiti- 
zation in  this  case  reminded  me  of  two  cases  l 
had  some  years  ago.  I did  not  see  th.is  patient 
and  do  not  know  whether  there  is  any  similarity, 
except  the  itching  and  thickness  of  the  skin.  In 
both  my  cases  almost  the  entire  body  was  cov- 
ered, with  almost  intolerable  itching.  In  on9  case 
there  was  almost  normal  skin  in  one  groin  and  a 
number  of  sensitization  tests  were  made  in  that 
area;  two  or  three  foods  were  found  to  which  he 
did  not  react  and  by  putting  him  on  these  foods 
and  nothing  else,  in  a week  or  two  he  was  well. 

In  the  other  case  there  was  no  normal  skin  to 
put  the  test  on  and  I selected  a diet  of  foods  that 
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lie  had  not  been  eating,  hoping  to  get  something  to 
which  he  was  not  sensitive,  and  sent  him  away; 
after  a month  or  six  weeks,  he  was  better,  with 
some  normal  skin,  so  I made  a number  of  food 
tests,  and  by  putting  him  on  foods  to  which  he 
did  not  react,  it  was  only  a matter  of  a short  time 
until  he  was  cured.  I do  not  know  that  these  ex- 
periences have  any  bearing  on  this  case  of  Dr. 
Shelley’s;  one  of  these  was  a baker  and  his  pri- 
mary sensitization  was  wheat;  the  other  was  a 
woman  living  in  the  hills  and  she  was  very  fond 
of  peaches  and  ate  a great  many  of  them,  and 
that  was  her  primary  sensitization. 

DR.  J.  I.  BUTLER,  Tucson,  Ariz.:  Has  there 

been  a white  blood  count  recently?  (Answer:  Not 
recently.)  The  description  is  so  similar  to  the 
extensive  skin  lesions  of  lymphatic  leukemia  that 
1 wondered  about  it. 

DR.  SHELLEY  (closing);  She  has  been  on  diet 
but  has  never  had  tests  made  for  food  allergy. 
Dr.  Watkins  has  said  she  has  had  one  or  two  evi- 
dences of  recurrence.  The  last  time  I saw  her, 
the  day  before  I came  away,  she  had  another  typi- 
cal lesion  on  the  back  of  the  shoulder.  The  de- 
scr'ption  of  the  disease,  which  can  be  found  in  the 
Literature,  is  quite  typical.  The  treatment  has  been 
considered  hopeless  iup  until  a short  time  ago. 
The  literature  does  not  give  us  anything  on  treat- 
ment of  a curative  nature,  until  the  x-ray  was  in- 
stituted. 


FOREIGN  BODIES  IN  AIR  AND  FOOD 
PASSAGES. 

H.  T.  BAILEY,  M.  D. 

Phoenix,  Arizona 

(Read  before  the  Maricopa  County  Medical  Society, 
April  4,  1927). 

A few  months  ago  a doctor  sent  me  a 
patient  who  said  he  had  a pledget  of  cotton 
lodged  in  the  right  side  of  his  larynx.  He 
knew  it  was  there  because  he  could  feel  it. 
The  truth  was  the  doctor  had  been  treating 
this  patient  with  cotton  wound  on  an  ap- 
plicator. While  he  was  applying  some  med- 
icine to  the  nose  with  this  applicator,  the 
cotton  came  loose  and  was  lodged  beneath 
the  inferior  turbinate,  on  the  left,  when 
the  patient  declared  it  was  lodged  on  the 
right  side  of  the  larynx. 

About  three  years  ago  a Mexican  girl, 
six  years  old,  was  sent  to  me  with  a sero- 
sanguinous  discharge  from  her  nose.  The 
child  had  some  fever,  was  apathetic,  lost 
sleep  and  appetite,  and  showed  that  she 
was  very  sick.  This  patient  had  been  treat- 
ed by  one  doctor  for  “flu,”  and  by  another 
for  gastro-intestinal  disturbance  because 
she  vomited  and  had  tympanitis.  I found, 
and  removed  from  her  nose,  123  screw 
worms. 

About  twelve  years  ago  I had  a white 
boy,  aged  six,  with  fever,  tympanitis,  and 
delirium,  with  complete  unconsciousness.  It 
looked  very  much  like  meningitis.  I re- 
moved from  this  boy’s  nose  293  screw 
worms. 

A colored  woman  came  in  and  said,  “I 
have  a pin  in  my  throat.”  She  had  no  pain 


except  at  one  point,  to  the  right  and  above 
the  “Adam’s  apple.”  I found  the  pin  just 
above  the  larynx  with  the  point  to  the  right 
and  the  head  to  the  left.  Removed  it  with- 
out difficulty. 

FOREIGN  BODIES  IN  THE  LARYNX 

Many  times  the  foreign  body  passes 
through  the  larynx  without  causing  any  ir- 
ritation, therefore  there  are  no  laryngeal 
symptoms.  In  this  case  it  may  be  arrested 
at  the  lower  air  passages  and  cause  instant 
death. 

The  cough  is  severe  at  first,  subsides  for 
a short  time  but  may  persist  and  become 
croupy.  At  other  times  the  patient  may 
have  paroxysms  of  coughing  that  resemble 
whooping-cough.  Therefore,  such  a patient 
may  be  treated  for  diphtheria  or  whooping- 
cough. 

When  a child  gets  something  in  its  throat 
a parent  or  some  neighbor  at  once  puts  a 
finger  down  the  child’s  throat  to  remove  it. 
Often  they  move  it  instead  of  removing  it 
and  then  it  passes  into  the  larynx,  trachea 
or  esophagus.  Others  catch  the  child  by 
the  heels  with  the  head  down  and  shake  the 
child  or  pound  it  on  the  back.  In  this  case, 
if  the  foreign  body  is  in  the  trachea  and  it 
passes  out  and  lodges  in  the  chink  of  the 
glottis,  the  child  will  suffocate. 

Recurrences  of  laryngeal  paroxysms  sug- 
gest the  lodgement  of  a movable  body  in 
the  larynx. 

Subjective  sensations  of  foreign  bodies 
in  the  larynx  during  the  first  two  or  three 
days:  There  may  be  sharp  pains  in  the 

Adam’s  apple  or  in  one  or  both  ears.  If 
the  arytenoids  are  inflamed,  there  will  be 
pain  on  swallowing.  Phonation  will  likely 
be  seriously  impaired;  the  sputum,  blood 
streaked.  Dyspnea  varies  with  the  size  of 
the  intruder  and  the  amount  of  inflamma- 
tion it  causes.  Tooth-brush  bristles,  fish- 
bones, etc.,  may  pass  beneath  the  mucous 
membrane  and  cause  a perichondritis  and  a 
destruction  of  the  larynx. 

Hoarseness  in  angioneurotic  edema  in- 
volving the  larynx,  may  simulate  a foreign 
body  in  the  larynx. 

FOREIGN  BODIES  IN  THE  TRACHEA 
AND  BRONCHI. 

Usually  we  have  the  history  of  laryngeal 
spasm  which  subsides  but  leaves  the  patient 
with  a wheezing  respiration  and  a cough. 
The  cough  is  a most  distressing  symptom, 
coming  in  paroxysms  which  may  be  so  se- 
vere as  to  produce  vomiting.  Cyanosis  and 
dyspnea  often  accompany  the  cough,  and 
one  may  hear  a flapping  sound  in  the  tra- 
chea. 

If  the  foreign  body  be  not  removed,  in- 
creasing dyspnea  occurs,  produced  by  the 
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swelling  of  the  subglottic  tissues  and  tra- 
cheo-bronchial  mucosa  from  the  trauma. 
Sudden  asphyxia  is  always  a danger,  for  a 
powerful  bechic  action  may  jam  the  for- 
eign body  into  the  glottis  chink. 

This  paroxysmal  cough  may  cease  for  a 
while  then  recur,  as  shown  in  the  case  of 
the  child  with  the  pin  in  the  bronchus  of 
middle  right  lobe  and  published  by  me  in 
the  Southwestern  Medical  Journal  in  Feb- 
ruary, 1927,  or  in  the  case  of  the  child 
with  the  hollow  bead  in  the  right  lung, 
published  in  the  Chicago  Eye,  Ear,  Nose 
and  Throat  Monthly,  July,  1924. 

Inspection — If  the  foreign  body  has  been 
present  for  some  time  the  affected  side  of 
the  chest  may  be  smaller  than  the  other 
side.  This  is  not  always  true,  for  in  some 
cases  the  affected  side  is  much  larger  on 
account  of  an  emphysema  developing  be- 
low the  foreign  body.  This  is  seen  often 
after  the  inhalation  of  peanut  kernels  or  a 
grain  of  com. 

Expansion  is  more  or  less  limited  in  the 
side  in  which  the  foreign  body  is  lodged. 

Palpation.  Where  there  exists  but  par- 
tial obstruction  in  a large  bronchus,  fre- 
mitus can  be  felt  best  posteriorly  over  the 
foreign  body.  In  case  of  a “drowned  lung,” 
it  will  be  felt  on  the  unaffected  side.  Per- 
cussion early  gives  a more  or  less  tympan- 
itic note  because  of  the  valve-like  obstruc- 
tion which  holds  the  air  in  the  lung,  but 
later,  as  secretions  accumulate,  the  percus- 
sion increases  in  dullness  until,  over  the 
area  of  the  “drowned  lung”  it  is  flat. 

Auscultation.  By  placing  the  ear  or  the 
stethoscope  over  the  mouth  of  the  patient, 
one  will  get  an  asthmatoid  wheeze  on  forced 
expiration  after  the  lungs  have  been  cleared 
as  much  as  possible  of  mucus.  At  a dis- 
tance from  the  obstruction,  respiratory 
murmur  is  diminished  and,  if  there  is  com- 
plete obstruction,  there  will  be  an  absence 
of  breath  sounds.  Rales,  loud,  snoring, 
cracking  and  snapping  sounds  are  often 
heard  in  a distant  part  of  the  affected  lung 
or  in  the  opposite  lung.  These  sounds  are 
most  often  heard  in  the  case  of  a peanut 
in  a bronchus,  and  were  observed  in  the 
child  with  pin  in  right  middle  lobe.  If  the 
air  can  pass  the  obstruction  the  rales  will 
be  heard  posteriorly  and  over  the  foreign 
body. 

One  may  not  have  the  above  history  or 
symptoms,  or  the  patient  may  have  inhaled 
the  foreign  body  when  a child  and  now 
have  pus  sputum,  hemorrhages,  cough,  night 
sweats,  emaciation,  club  fingers  and  all  the 
other  symptoms  of  tuberculosis.  All  such 
cases  should  have  an  x-ray  of  the  chest, 


especially  when  no  tubercle  bacilli  are  found 
in  the  sputum.  The  literature  gives  ac- 
counts of  many  patients  treated  in  sana- 
toria for  months,  who  were  afterwards 
found  to  have  foreign  bodies  and  abscesses 
in  the  lungs. 

The  differential  diagnosis  between  tra- 
cheal and  esophageal  foreign  bodies  is, 
seemingly,  at  times  a point  of  difficulty. 
Here  a lateral  x-ray  will  be  of  value  as  well 
as  an  anterioposterior.  In  a good  lateral 
x-ray  plate  the  trachea  can  be  seen  plainly. 
Furthermore,  the  disk-shaped  foreign  body 
seen  to  be  lying  in  the  sagittal  plane  must 
be  in  the  trachea,  for  it  must  have  entered 
through  the  anterioposterior  chink  of  the 
glottis  and  can  remain  in  this  position  only 
because  the  trachea  is  an  open  tube  with 
a yielding  posterior  membranous  wall. 

On  the  other  hand,  a disk,  to  enter  the 
esophagus,  must  pass  flatwise  behind  the 
larynx  and  enter  the  anterioposteriorly  col- 
lapsed cervical  esophagus  in  the  same  posi- 
tion, therefore,  it  will  be  seen  in  the  lateral 
plane  of  the  body,  and  usually  just  behind 
or  on  a level  with  the  suprasternal  notch. 

FOREIGN  BODIES  IN  THE  PHARYNX 

Fish-bones  are  perhaps  the  most  frequent 
and  usually  lodge  in  the  crypts  of  the  fau- 
cial or  lingual  tonsils. 

In  December,  1926,  Dr.  Felch  sent  me  a lady  who, 
while  eating  noodle  and  beef  soup,  lodged  a piece  of 
beef  bone  in  her  throat.  I removed  this  bone  from 
right  sinus  periformis. 

In  January,  1927,  Dr.  Goodrich  sent  me  a lady 
who,  while  eating  the  same  kind  of  a dish,  had  a 
bone  lodged  in  her  throat.  I removed  a piece  of 
beef  bone  about  one-half  by  three<-fourths  inch  from 
right  sinus  periformis. 

Mrs.  M.,  while  eating  had  something  lodge  in  her 
throat  that  felt  like  a needle.  The  pain  was  so  se- 
vere that  a physician  was  called.  He  gave  a hypo- 
dermic. Next  morning  I found  a pin  with  head 
presenting  and  the  point  had  pierced  upper  posterior 
border  of  larnyx.  The  head  showed  to  right  of 
epiglottis.  I removed  it. 

Swelling  increases  the  discomfort  in  these 
cases  and  the  patient  refrains  from  eating 
or  drinking.  Large  foreign  bodies,  as  a 
tooth  plate,  may  lodge  in  the  pharynx  and 
cause  suffocation,  thus  all  cases  of  coma 
when  first  seen  should  be  examined  for  for- 
eign body  in  the  pharynx.  A foreign  body 
may  be  coughed  from  the  lower  air  passag- 
es and  lodged  in  the  naso-pharynx  and  over- 
looked for  some  time  unless  this  possibility 
is  considered.  If  the  object  be  lodged  near 
the  larynx,  violent  coughing  may  result.  If 
the  object  be  a fish-bone  it  may  take  very 
close  scrutiny  to  find  it.  Blind  efforts  at 
removing  are  not  justifiable.  The  cornu  of 
the  hyoid  bone  has  been  denuded  and  par- 
tially removed. 

FOREIGN  BODIES  IN  THE  ESOPHAGUS 

Dysphagia  is  the  most  prominent  symp- 
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tom  of  esophageal  foreign  bodies.  Com- 
plete obstruction  may  be  seen  when  a bolus 
of  meat  is  lodged  in  the  esophagus.  I saw 
Dr.  Robert  Lynch  remove  one  which  com- 
pletely obstructed  the  esophagus.  In  these 
cases  patients  have  excessive  salivation. 

Dyspnea  is  a troublesome  symptom  when 
the  foreign  body  is  large  and  produces 
pressure  on  the  larynx  or  if  a pharyngeal 
foreign  body  overhangs  the  larynx.  Cough 
is  an  important  symptom  in  some  cases 
and  may  be  due  to  an  overflow  of  secretions 
into  the  larynx,  or  when  perforations,  trau- 
matism or  ulceration  of  the  wall,  allows 
leakage  of  secretions  or  food  into  the  tra- 
chea. 

Hematemesis  and  hemoptysis  are  not  un- 
common and,  if  the  foreign  body  penetrates 
a large  blood  vessel,  a fatal  hemorrhage 
may  result. 

Wry  Neck.  A patient  was  sent  to  Bor- 
zell  for  suspected  disease  of  the  shoulder 
joint.  He  found  a coin  in  the  esophagus. 

Fever  is  often  present  in  children.  Jack- 
son  reports  fever  of  106  degrees,  and  a 
very  toxic  condition,  in  a patient  who  had 
an  open  safety-pin  in  the  esophagus.  Al- 
ways x-ray  a doubtful  case  and  then  a neg- 
ative finding  does  not  always  prove  that  no 
foreign  body  is  present. 

On  March  12,  1927,  I had  a child  one  and  one-half 
years  old  who  came  in  from  out  of  town  with  a lead 
slug  in  its  esophagus.  The  child,  while  playing  on 
the  floor,  got  hold  of  a lead  slug  and  put  it  into  its 
mouth.  The  mother,  seeing  this,  became  excited, 
picked  the  child  up  and  shook  it,  then  ran  her  finger 
down  its  throat  and,  of  course,  instead  of  removing 
it,  pushed  the  foreign  body  further  down.  The  child 
had  some  paroxysms  of  coughing,  was  nauseated  and 
breathed  with  difficulty  for  a while.  It  was  given 
castor  oil  with  no  results. 

I saw  the  child  two  days  later.  It  had  taken  no 
food  and  very  little  water,  was  apathetic,  listless, 
looked  pale.  Temperature  was  100.6,  there  were 
bronchial  rales  on  both  sides,  and  the  child  seemed 
quite  toxic.  X-ray  in  this  case  showed  a disk  in 
the  lateral  plane  of  the  body,  therefore  it  must  be  in 
the  esophagus.  This  was  removed  under  general 
anesthetic  at  the  hospital.  The  child  left  the  hospital 
two  days  after,  in  very  good  condition  except  for  a 
slightly  roughened  breathing. 


USES  OF  THE  ULTRAVIOLET  RAYS  IN 
CERTAIN  EYE,  EAR,  NOSE  AND 
THROAT  DISEASES 

HARLEY  YANDELL,  M.  D. 

Phoenix,  Arizona 

Read  before  the  Maricopa  County  Medical  Society, 
April  4,  1927. 

Perhaps  most  of  you  are  more  familiar 
with  the  history  and  theory  of  ultraviolet 
rays  than  you  are  with  the  actual  good  they 
may  do  when  used  on  the  proper  case  and 
in  the  right  way,  so  I will  omit  all  that  re- 
hashing and,  instead,  will  relate  to  you  in 
a very  brief  manner,  my  own  experience. 


The  operative  technic  and  dosage  are 
very  important,  varying  with  type  of  path- 
ology, location  of  the  pathology,  type  of 
patient,  and,  of  course,  type  of  lamp.  For 
practical  purposes  I have  found  that  the 
reactions  to  be  effective  must  necessarily 
cover  three  stages;  viz:  a stimulative  ery- 
thema or  reaction — that  which  produces  a 
faint  flush  of  the  surface  a few  hours  af- 
ter exposure ; second,  a regenerative  ery- 
thema— that  which  is  a more  marked  hy- 
peremia without  actual  blistering;  third,  a 
destructive  erythema,  which,  of  course,  is 
the  most  extreme  reaction. 

The  first  group  of  cases  which  I will  de- 
scribe are  those  of  pathology  of  the  lids: 

Miss  B.,  stenographer,  had  growth  in  the  upper 
right  eye-lid  which  was  a chronic  inflammation  of  a 
Meibomian  gland.  She  very  obstinately  refused  an 
operation  although  the  tumor  mass  was  gradually 
enlarging.  It  was  not  pustular,  but  was  very  firm 
and  non-movable.  The  technic  used  was  as  follows: 
A quartz  applicator  15  mm.  in  diameter  was  firmly 
pressed  against  the  tumor  through  the  skin  for  the 
period  of  4 'mm.  When  the  patient  returned  on  the 
fifth  day  the  skin  was  peeling  and  the  tumor  mass 
was  slightly  smaller.  Three  other  similar  treat- 
ments were  given  at  six  day  intervals  and  the 
growth  disappeared  within  three  weeks,  leaving  a 
slightly  pale  spot  at  the  previous  site  of  tumor, 
which  also  disappeared  in  two  months.  There  has 
been  no  recurrence  after  ten  months. 

Mrs.  W.,  bookkeeper  in  recorder’s  office,  complain- 
ed of  pain  in  the  lower  right  lid  for  the  past  two 
days.  There  was  a tender  painful  circumscribed  mass 
near  center  of  edge  of  lower  lid,  with  considerable 
chemosis;  this,  of  course,  you  will  readily  diagnose 
as  hordeolum.  Treatment  was  as  follows:  15  mm. 
quartz  application  in  firm  contact  against  the  swell- 
ing for  4 min.  and  15  sec.  over  adjacent  conjunctiva 
at  approximately  10  mm.  distance.  No  further 
treatment  was  given  and  the  inflammation  and 
swelling  disappeared  on  the  fourth  day. 

Mr.  L.  Upper  lid  was  very  edematous  and  con- 
junctiva congested,  which  caused  much  discomfort. 
Duration  was  only  over  night.  Treatment  was  as 
follows:  15  mm.  quartz  application  in  firm  contact 
for  2 min.  On  the  second  day  swelling  and  edema 
were  receding,  leaving  a firm  palpable  mass  in  the 
deep  part  of  the  center  of  the  lid.  This  was  further 
treated  by  quartz  contact  for  4 min.  at  three  days 
intervals.  The  growth  disappeared  after  six  treat- 
ments. 

To  avoid  unnecessary  repetition  of  case 
histories,  will  say  that  practically  all  sim- 
ilar pathological  cases  coming  under  my  ob- 
servation and  care  are  receiving  this  type 
of  treatment  with  satisfactory  results,  eith- 
er aborting  or  hastening  the  destructive 
process,  which,  of  course,  shortens  the  dis- 
ease. 

At  this  time  I am  reporting  only  one 
case  of  gonorrheal  ophthalmia.  The  nature 
of  this  case  and  the  results  obtained  were 
so  striking  that  it  seemed  an  error  not  to 
report  it. 

This  patient,  an  adult,  had  been  treated  by  a gen- 
eral practitioner  for  three  or  four  days,  with  “home 
treatments,”  which  consisted  of  boric  irrigations, 
argyrol,  etc..  When  first  observed  at  my  office  the 
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lids  were  so  swollen  and  edematous  that  the  cornea 
could  not  be  seen ; however,  the  pus,  which  was  very 
abundant,  managed  to  flow  freely  from  between  the 
lid  margins.  The  smears  were  alive  with  gonococci 
and  the  patient  was  in  intense  pain,  having  slept  but 
little  for  the  past  two  nights.  The  first  treatment 
consisted  of  an  attempt  to  remove  all  the  pus  pos- 
sible, after  which  the  usual  quartz  application  was 
placed  against  the  swollen  lids  for  1 min.  The  pa- 
tient was  urged  to  go  to  the  hospital  where  he  was 
to  have  constant  attention.  His  wife  telephoned 
me  late  in  the  afternoon  that  he  would  not  go  to  the 
hospital.  I then  informed  her  that  I would  not  con- 
tinue the  case;  however,  I would  talk  it  over  with 
them  more  in  detail  if  they  would  return  to  the  of- 
fice early  next  day,  which  they  readily  agreed  to  do. 
The  next  morning,  things  were  different,  the  pain 
was  practically  all  gone,  the  swelling  and  edema 
lessened  so  much  that  I could  examine  the  corneal 
ulcer,  which  had  already  developed  almost  over  the 
pupil.  My  attitude  was  necessarily  changed;  how- 
ever, promised  them  very  little  unless  he  went  to  the 
hospital.  Atropine  and  the  sovereign  remedy  were 
used  as  in  any  other  case.  The  quartz  was  used 
twice  daily  Sept.  15  to  IS,  once  per  day  Sept.  19  to 
24.  The  pus  stopped  on  the  22nd  and  no  organisms 
could  be  found  on  the  24th.  The  pain  was  of  minor 
importance  after  the  first  treatment.  The  days  un- 
der my  care  were  11  and  treatments  16. 

The  fact  that  the  pain  and  duration  were  so  great- 
ly lessened  in  comparison  with  the  average  run  of 
cases  in  the  hospital,  is  certainly  worth  some  fur- 
ther investigation  and  consideration  in  this  partic- 
ular type  of  case.  These  infections  are  always 
rightfully  considered  serious,  painful  and  of  long 
duration  and  usually  result  in  some  form  of  per- 
manently impaired  vision.  In  this  case  the  vision 
on  Sept.  25th  was  20/40  in  the  eye  involved. 

Conditions  next  under  consideration  are 
those  of  the  throat.  In  my  personal  ex- 
perience I have  found  very  few  pathological 
conditions  in  this  field  where  the  rays  did 
any  good  and  will  mention  only  two.  The 
first  is  pharyngitis — those  cases  where  you 
see  the  thick,  beefy  vertical  bands  behind 
the  posterior  pillars.  Here  we  must  give 
these  folds  of  new  growth  the  third  or 
fourth  degree  erythema.  The  reaction  is 
severe  but  in  practically  all  cases  the  pa- 
tient will  experience  enough  relief  so  that 
he  will  ask  to  be  treated  again,  usually  two 
to  three  months  later. 

The  other  condition  is  that  of  Vincent’s 
infection.  Where  the  patches  of  infection 
come  directly  in  the  path  of  the  rays,  the 
pain  and  duration  are  cut  short  rather 
markedly. 

Next,  and  last,  are  the  ear  conditions. 
Those  cases  of  external  otitis  in  which 
there  is  an  intolerable  itching,  are  most 
readily  relieved  by  the  quartz  application 
in  all  those  canals  that  are  straight  enough 
to  allow  exposure  of  all  the  surface  to  the 
rays.  Usually  four  to  six  treatments  are 
required.  In  mycosis  due  to  any  kind  of 
fungi,  the  Mucor  species  is  most  readily  af- 
fected. In  this  condition  the  rays  are  ab- 
solutely specific.  I will  report  one  case,  as 
follows : 


A young  married  lady  had  a “running  ear”  for  18 
months,  with  pain  and  deafness.  She  had  many 
treatments,  she  clamied,  both  here  and  in  Los  An- 
geles. On  examination,  I found  the  canal  packed 
full  of  “wet  paper-like”  material,  readily  diagnosed 
as  fungus  growth.  The  laboratory  verified  my  diag- 
nosis as  being  Mucor.  The  canal  was  cleaned  very 
thoroughly  and  the  quartz  was  easily  applied  to  all 
the  internal  surface  of  the  canal  for  100  seconds; 
this  was  repeated  the  second  day.  The  two  treat- 
ments were  all  that  was  necessary  to  cure  a condi- 
tion that  had  existed  for  18  months. 

Long  direct  exposure  of  the  pustular  area 
in  otitis  media  no  doubt  aids  in  clearing  up 
these  old  chronic  cases,  and  will  lessen  pain, 
where  it  exists. 

Several  have  asked  me  if  it  pays  to  buy 
a lamp  for  producing  the  ultraviolet  ray,  in 
the  treatment  of  eye,  ear,  nose  and  throat 
conditions.  You  may  have  an  answer  so 
far  as  I am  concerned  in  the  following  sum- 
mary: I have  found  only  one  condition  in 
which  the  rays  are  specific,  and  that  is  in 
a rare  pathology;  viz:  mycosis.  If  the  rays 
are  actually  deadly  to  the  gonococci,  as 
they  seemed  to  be  in  the  case  which  I have 
related,  then  it  will  pay  to  have  them,  if 
for  nothing  else.  It  costs  quite  a little  sum 
of  money  to  have  one  of  these  lamps,  and 
they  must  be  renewed  quite  often  unless 
they  receive  the  best  possible  care. 

Last  but,  possibly,  not  least,  are  the 
psychological  features  in  connection  with 
these  rays.  This  may  be  the  most  im- 
portant reason  why  you  should  spend  seven 
or  eight  hundred  dollars  for  one  of  these 
brilliantly  burning  lamps,  the  description  of 
which  today  is  being  widely  broadcast  by 
the  manufacturers  and  agents  through  lay 
journals,  magazines  and  the  newspapers 
throughout  the  land. 


ERRORS  OF  REFRACTION  IN  CHIL- 
DREN 

EUGENE  L.  CHRISTENSEN,  M.  D. 

Phoenix,  Arizona 

Read  before  the  Maricopa  County  Medical  So- 
ciety, April  4,  1927. 

It  is  not  my  purpose  in  presenting  this 
subject  to  give  a highly  scientific  and  ex- 
haustive discussion  of  refractive  errors  in 
children,  but  rather  to  touch  the  salient 
factors  in  a practical  way  that  will  be  of 
interest  and  value  to  the  general  practition- 
er. 

The  most  common  type  of  refractive  er- 
ror found  in  children  is  hyperopia.  In  fact, 
it  is  rare  to  find  myopia,  or  near-sighted- 
ness, existing  in  children.  Exceptions  to 
this  rule  will  be  spoken  of  later. 

The  eyes  of  the  infant  are  hyperopic;  as 
the  child  grows,  the  anteroposterior  di- 
ameter of  the  eyeball  also  increases,  until, 
at  the  age  of  adolescence,  they  become  em- 
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metropic,  or  nearly  so.  If  the  elongation 
fails  to  take  place,  or  takes  place  only  to 
a certain  degree,  there  remains  a hyperopia 
during  the  entire  life  of  the  individual. 

There  are  many  signs  and  symptoms  by 
which  hyperopia  may  be  recognized  in  chil- 
dren. Chief  among  them  may  be  men- 
tioned blepharitis,  frequent  attacks  of  con- 
junctivitis, recurrent  crops  of  styes,  child 
complaining  of  blurring  when  he  reads.  Of- 
ten you  will  note  that  the  child  will  hold  a 
book  very  close  to  his  face  when  he  reads. 
Your  first  impression  would  be  that  the 
child  is  a myope.  It  is  much  more  likely 
that  he  or  she  is  a hyerope  and  holds  the 
book  very  close  on  account  of  a spasm  of 
accommodation.  Holding  the  print  closer 
gives  a larger  retinal  image  with  diffusion 
circles.  You  may  have  noted  that  certain 
children  read  very  slowly,  with  the  eyes 
squinted  so  that  they  look  thi'ough  a nar- 
row palpebral  fissure.  They  are  usually 
far-sighted. 

There  are  various  functional  disorders  in 
which  eye-strain,  chiefly  hyperopia,  plays 
an  important  part.  Among  these  may 
be  mentioned  gastro-intestinal  complaints, 
chronic  constipation,  dyspepsia,  chorea,  etc. 
In  addition  to  all  the  above  mentioned  com- 
plaints, the  child  may  complain  of  head- 
ache, either  frontal  or  fronto-temporal, 
which  may  be  accompanied  with  nervous- 
ness. We  all  see  the  nervous  child  in  the 
course  of  our  practice,  and  hyperopia  and 
hyperopic  astigmatism  may  be  playing  a 
substantial  part  in  causation  of  the  trouble. 

Frontal  and  supraorbital  headache,  when 
unilateral  and  when  sinus  conditions  can  be 
ruled  out,  are  invariably  due  to  anisome- 
tropia. 

Vertigo  may  be  complained  of,  and  is  apt 
to  be  found  in  a hyperphoria  or  muscle  im- 
balance. Children  complaining  of  car 
sickness  will  often  show  astigmatism  with 
hyperphoria. 

Many  children  thought  to  be  subnormal 
and  backward  in  their  school  work,  upon 
examination  will  show  refractive  errors,  the 
proper  correction  of  which  will  result  in 
marked  improvement  in  school  work.  The 
detection  of  these  cases  is  always  a source 
of  satisfaction  to  the  ophthalmologist. 

How  can  one  recognize  hyperopia  ob- 
jectively? The  far-sighted  eyeball  looks 
smaller  than  normal.  The  distance  between 
the  eyes  is  apt  to  be  narrow  and  the  child 
may  have  a small  face.  If  the  eyeball  is 
turned  inward  sharply,  we  see  the  equator 
at  the  outer  portion  of  the  palpebral  fissure 
turn  back  sharply.  The  anterior  chamber 


is  shallow  and  the  pupil  is  contracted  in 
size. 

Vision  will  usually  be  good,  20/20  or  20/15. 

I have  purposely  deferred  mentioning 
squint  until  now  so  that  special  emphasis 
may  be  laid  on  it.  Three-fourths  of  all 
cases  of  convergent  squint  are  due  to  hy- 
peropia. 

If  the  hyperopic  child  wishes  to  see  clear- 
ly for  near  vision,  he  has  to  make  an  ex- 
ceptionally strong  effort  of  accommodation. 
He  can  do  this  only  with  the  aid  of  strong 
convergence.  This  causes  him  to  see  dou- 
ble, but  he  will  prefer  this  to  seeing  indis- 
tinctly by  using  the  normal  amount  of  con- 
vergence. He  then  learns  to  suppress  one 
image,  usually  that  of  the  more  hyperopic 
eye,  and  a strabismus  develops.  This  con- 
dition is  usually  periodic,  at  first,  later  be- 
coming a constant  and  fixed  deviation. 
The  more  hyperopic  eve  is  the  one  that  is 
more  apt  to  deviate.  If  the  refractive  error 
of  both  eyes  is  about  the  same,  then  an  al- 
ternating convergent  strabismus  is  apt  to 
develop.  The  child  will  fix,  then,  with  eith- 
er eye,  the  non-fixing  eye  deviating  inward. 

This  strabismus  develops  between  the 
ages  of  two  and  six,  first  for  near  objects, 
and  later  for  distant  objects. 

From  two  to  six  years  of  age  is  the  all 
important  time  in  the  development  of  con- 
vergent strabismus.  How  often  have  we 
been  told  by  the  mother  that  she  has  been 
assured  by  ber  family  doctor  not  to  worry, 
that  the  child  will  outgrow  it  in  time!  Such 
misinformation  is  reprehensible,  to  say  the 
least,  and  shows  absolute  unconcern  over 
the  future  welfare  of  the  child.  About  the 
time  the  child  is  supposed  to  grow  out  of 
it,  examination  will  reveal  a convergent 
strabismus,  fixed  and  unalterable,  with  an 
amblyopic  eye.  Operative  measures  after 
this  time  will  probably  not  improve  the  vi- 
sion materially,  although  the  cosmetic  re- 
sult may  be  good. 

The  greater  portion  of  these  cases  can  be 
cured;  that  is,  the  squint  can  be  prevented 
by  the  careful  correction  of  the  refractive 
error.  The  lenses  prescribed  should  be  a 
full  correction  and  worn  constantly.  Atro- 
pine, and  not  homatropine,  should  be  the 
drug  used  to  establish  cycloplegia.  I prefer 
to  skiascope  at  a distance  of  one  meter, 
using  the  Shayan  lamp. 

I have  prescribed  for  many  children  be 
tween  two  and  three  years  old,  although  it 
is  necessary  sometimes  to  keep  the  glasses 
strapped  on. 

At  this  time  I would  like  to  mention  that 
the  squint  we  so  often  see  in  children  under 
two  years  is  not  a true  convergent  strabis- 
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mus,  but  due  to  the  fact  that  these  children 
have  not  yet  learned  to  exert  the  exact 
amount  of  convergence.  The  strabismus 
which  is  of  great  interest  to  the  oculist  oc- 
curs between  the  ages  of  two  and  six  years. 

Myopia,  as  opposed  to  hyperopia,  is  an 
acquired  disease.  It  is  rare,  exceedingly 
rare,  in  the  early  school  age,  but  on  the  in- 
crease in  our  high  school  and  university 
students.  Especially  has  this  been  noted  in 
Germany. 

One  may  recognize  this  condition  by  the 

large,  prominent  eyeball it  may  appear 

“pop-eyed.”  The  interpupillary  distance  is 
usually  rather  wide.  There  mav  be  a di- 
vergent squint.  Distant  vision  is  poor,  de- 
pendent upon  the  degree  of  myopia.  The 
patients  are  usually  book-worms.  The  my- 
opic child  is  • usually  literarv  in  taste  and 
is  apt  to  rank  hirti  in  his  class.  As  a gen- 
eral rule  he  has  little  desire  for  athletics, 
baseball,  football,  etc. 

The  myopic  eveball  is  longer  than  usual. 
The  eyeball  at  the  eciuator  does  not  turn 
sharnlv  back,  as  does  the  hvnerooic  eve 
but  continues  almost  straight  back.  The 
anterior  chamber  is  ant  to  be  deep  and  the 
pupil  largp.  The  refraction  oowpr  of  the 
eye  mav  be  greater  than  normal : for  ex- 
ample. an  increased  curvature  of  the  cor- 
nea, increased  curvature  of  the  lens,  or  a 
lens  density  greater  than  normal. 

Because  the  child  sees  indistinctly  at  a 
distance,  hp  will  often  “oueeze  his  lids  to- 
gether. Th’s  causes  him  to  see  through  a 
narrow  sh't  and  w’ll  oft^n  increase  remark- 
ably the  vision  for  distant  obiects.  Some- 
times the  child  mav  not  complain,  and  onlv 
routine  examination  will  reveal  the  fact 
that  his  vision  is  half  normal  or  even  less. 
Or  he  may  complain  of  s°nsitiveness  to 
light  and  floaters  in  the  vitreous.  Occa- 
sionally, however,  close  work  will  tire  the 
eyes,  due  to  the  disproportion  brtween  the 
convergence  and  the  accommodation. 

Myopia,  when  once  begun,  is  ant  to  be- 
come progressive,  particularly  in  school 
children.  Coincident  with  Ue  progression, 
come  certain  destructive  chances  in  the 
choroid,  retina,  and  vitreous,  which  may, 
in  later  life,  lead  to  blindness. 

Among  the  causes  of  myopia  may  be 
mentioned:  (at  A certain  hereditarv  predis- 
position, wh’ch  mav  manifest  itself  in  poor 
hygienic  surroundings  and  after  acute  ill- 
ness, especially  the  eruptive  fevers;  (b) 
poor  illumination;  (c)  too  close  approxima- 
tion to  work,  bending  too  low  over  desks 
and  getting  work  too  close  to  the  eyes. 


As  prophylactic  treatment,  the  follow- 
ing may  be  mentioned:  (1)  Careful  periodic 
examination  of  vision  in  school  children — a 
vision  of  20/20  does  not  necessarily  mean 
a normal  eye,  as  I have  mentioned  before ; 

(2)  correct  posture,  which  can  be  more 
easily  obtained  by  the  proper  desks,  etc.; 

(3)  proper  illumination. 

Treatment  of  the  condition,  when  once 
discovered,  is,  of  course,  wearing  of  the 
proper  glasses  constantly.  The  prescribing 
of  these  glasses  requires  the  attention  of  a 
competent  oculist  and  should  in  no  case  be 
left  to  the  optician.  A full  correction  must 
be  insisted  upon. 

As  to  the  treatment  of  hyperopia  and 
hyperopic  astigmatism,  it  goes  without  say- 
ing that  the  proper  glasses  should  be  pre- 
scribed. In  general  the  more  completely  the 
hyperopia  is  corrected,  the  better  it  is. 
Children  will  accept  their  full  correction 
quite  readily,  especially  if  prescribed  while 
the  effects  of  the  cvcloplegia  are  wearing 
off. 

In  this  short  paper  astigmatism  will  not 
be  gone  into  in  detail.  Suffice  to  say  that 
it  is  either  congenital  or  acquired,  and  apt 
to  be  bilateral.  If  of  high  degree,  it  is  of- 
ten associated  with  other  defects  in  the  de- 
velopment of  the  eve.  Treatment,  of  course, 
consists  of  correction  by  the  proper  glasses. 

In  closing.  I might  mention  that  we  are 
fast  becoming  a nation  of  glassed  people 
and  rightly  so.  The  child  of  today  has  a 
far  better  chance  to  securp  and  maintain 
good  evesight  than  the  child  of  vesterday. 
A great  opportunity  for  the  family  physi- 
cian, in  raising  the  standard  of  vision 
among  our  school  children,  lies  in  the  rec- 
ognition of  errors  of  refraction  and  insist- 
ence upon  examination  by  competent  ocu- 
lists. 
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ASTHMA  OF  NASAL  ORIGIN 

F.  L.  REESE,  M.  D. 

Phoenix.  Arizona 

As  with  all  my  colleagues,  no  doubt,  each 
winter  there  fall  into  our  hands,  nose  and, 
especially,  smus  cases  who  have  made  the 
rounds.  Many  of  these  have  been  operated 
on  numerous  times.  One  of  my  patients 
last  month  had  had  nine  distinct  nose  oper- 
ations. These  people  have  been  worked  up- 
on by  the  best,  or,  at  least,  the  reputed 
best  men  of  the  country : by  some  of  the 
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leading  lights  of  New  York,  Chicago,  Cleve- 
land, Ann  Arbor,  and  Mayo’s  Clinic.  I 
mention  this  to  show  that  it  was  not  poor 
technic  that  occasioned  failure,  but  a wrong 
conception  of  the  desired  results. 

It  has  been  a coincidence,  no  doubt,  that  a 
great  number  of  these  nose  cases  that  I 
have  seen  in  the  last  year  were  asthmatics, 
their  operative  work  having  been  done  for 
the  relief  of  this  condition.  One  patient, 
(the  case  with  nine  operations)  dates  her 
asthma  from  her  first  nose  operation.  We 
are  apt  to  take  into  consideration  the  preju- 
dices of  our  patients  and  question  a great 
many  things  that  they  tell  us.  In  this  par- 
ticular case  I not  only  believe  what  the 
patient  told  me  to  be  a fact,  but  will  go 
even  further  than  she  went  and  say  that  I 
am  quite  confident  that  her  nose  surgery 
caused  the  asthma.  This  only  forges  an- 
other link  in  the  reasoning  that  has  brought 
many  to  the  conclusions  to  which  I am  lead- 
ing. Understand  that  I realize  that  there 
are  many  instances  of  asthma;  that  not  all 
nasal  asthmas  are  due  to  the  factor  which 
I have  in  mind ; but  a great  number  of 
thexn,  many  more  than  are  suspected,  are 
due  to  this  factor.  One  of  the  first  things 
that  we  determine  in  dealing  with  asthma, 
is  whether  or  not  the  patient  has  nasal 
polypi.  Polypi  stand  out  very  largely  in 
the  minds  of  many  of  us  as  a direct  etiolog- 
ical factor  in  this  condition. 

I originally  thought  that  we  had  asthma 
in  these  cases,  not  because  of  the  polypi, 
which  were  there,  but  because  these  same 
polypi  indicated  underlying  sinus  disease. 
Even  here  I have  changed  my  mind  to  a 
certain  degree.  I often  change  mv  mind 
about  these  things  medical.  I wonder  if  I 
do  more  than  the  average  doctor.  Two 
years  ago.  I discovered  the  cure  for  hay 
fever.  The  reason  that  you  have  not  seen 
this  in  the  Journal  of  the  American  Medi- 
cal Association,  is  that  I again  changed  my 
mind.  Call  it  coincidence  or  what  you  will, 
I operated  on  three  consecutive  cases  who, 
at  the  time  of  operation,  were  suffering 
from  hay  fever.  They  all  cleared  up  for 
that  season — absolutely  cleared  up.  I again 
started  a line  of  reasoning  and  came  to  the 
conclusion  that  they  had  become  relieved 
by  an  inoculation  from  their  own  secretions 
— that  the  opening  up  of  the  veins  and  cap- 
illaries in  the  nose  had  given  sufficient  ab- 
sorption from  the  secretions  to  alleviate 
their  condition.  The  next  two  which  I did, 
not  because  the  patient  needed  a nasal  op- 
eration, particularly,  but  for  the . cure  of 


their  hay  fever,  resulted  in  failure.  I was 
terribly  disillusioned. 

But  to  get  back  to  my  text,  I will  men- 
tion some  individual  cases.  Owing  to  the 
circumstances  surrounding  the  case,  I will 
make  special  mention  of  Mrs.  T,  in  the 
northern  part  of  our  own  state.  Doctor 
Brownfield  had  done  some  very  extensive 
sinus  work  on  this  patient,  for  the  purpose 
of  curing  her  asthmatic  condition,  a few 
weeks  previous  to  his  death.  Two  months 
later,  I saw  the  patient  and  she  still  had 
her  asthma  just  as  bad.  High  up  on  the 
right  side  of  the  nose  there  was  an  abso- 
lutely tight  point  of  contact  between  the 
lateral  wall  of  the  nose  and  the  septum. 
The  only  thing  I did — the  only  thing  that 
was  left  to  do — was  to  correct  this  condi- 
tion. The  last  time  I saw  this  patient  she 
had  had  no  more  asthma. 

This  winter  I have  had  three  cases  in  the 
same  category.  I wish  to  mention  especial- 
ly Mrs.  H,  a tourist  from  Chicago,  referred 
to  me  by  Doctor  Bannister.  Nine  times  this 
lady  had  her  nose  operated  upon.  I am  not 
sure  what  all  the  operations  were  for.  Here 
is  the  picture  I found  on  this  patient’s  nose. 
Adhesions,  probably  post-operative,  between 
the  anterior  end  of  the  middle  turbinate 
and  the  septum  on  the  left;  on  the  right 
side,  complete  adherence  of  the  septum  to 
the  nasal  wall,  in  an  area,  I should  say,  one 
inch  in  diameter.  This  patient  stated  that 
her  asthma  resulted  from  her  first  nasal 
operation.  No  doubt  the  adhesions  result- 
ed from  the  first  operation.  Carrying  the 
argument  a little  further,  according  to  the 
rules  of  logic,  I believe  that  her  asthma  ’was 
a direct  result  of  the  operative  procedures. 
This  is  one  of  the  three  cases  more  or  less 
identical  that  I have  seen  in  the  last  few 
months.  Incidentally,  I will  mention  that 
this  last  patient  and  the  entire  series  of 
cases  were  cured  of  their  asthma.  The 
following  are  the  things  that  I have  been 
leading  up  to,  and,  in  conclusion,  particu- 
larly wish  to  emphasize. 

1.  Asthma  is  more  frequently  due  to 
nose  pathology  than  is  generally  supposed. 

2.  Polypi  are  causative  factors,  not  nec- 
essarily because  they  indicate  underlying 
sinus  disease,  but  because  of  the  mechani- 
cal irritation. 

3.  The  greatest  and  outstanding  factor 
is  the  presence  of  false  points  of  contact  or 
actual  adherence  of  tissue,  most  frequent- 
ly between  the  turbinates  and  the  septum. 

4.  Asthma  is  frequently  caused  by  post- 
operative adhesions ; and  the  temporary 
character  of  many  good  results  can  be  ex- 
plained by  the  formation  of  these  adhesions. 
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TUBERCULOUS  MENINGITIS: 
CASE  REPORT 

J.  W.  LAWS,  M.  D. 

El  Paso,  Texas 

Read  before  the  El  Paso  County  Medical  Society, 
March  7,  1927. 

Meningitis  carries  with  it  such  a grave 
prognosis  that  it  is  very  important  to  make 
a definite  diagnosis  with  as  little  chance 
of  error  as  possible.  This  fact  is  empha- 
sized by  the  following  case  report.  The  pa- 
tient whose  record  will  be  presented  was 
treated  by  us  for  pulmonary  tuberculosis 
for  a period  of  two  years  with  satisfactory 
improvement,  up  till  the  time  of  her  acute 
illness  beginning  Sept.  16,  1926.  During 
my  absence,  my  associate,  Dr.  Hendricks, 
treated  the  first  episode  of  the  patient’s 
alarming  illness  from  September  16th,  until 
Nov.  1st.  He  told  me  that  he  believed  the 
patient  had  meningitis.  The  history  of  her 
illness  was  as  follows: 

The  patient,  an  inmate  of  a convalescent  home, 
was  taken  suddenly  ill  on  the  afternoon  of  Septem- 
ber 26th,  and,  according  to  the  proprietress  of  the 
home,  had  something  resembling  a convulsion,  in 
which  her  eyes  rolled  backwards,  limbs  jerked  and 
body  twitched.  In  a few  hours  she  was  so  ill  that 
a special  nurse  was  called,  and  her  record  states 
that  patient  was  suffering  with  severe  pain  in  the 
back  of  head ; the  pain  and  vomiting  were  so  severe 
that  two  drams  of  papine  and  three-fourths  grain 
of  morphine  were  given  in  six  hours  (by  hypo.), 
without  obtaining  relief.  During  the  following  four 
days,,  severe  pain  in  the  head,  nausea,  vomiting, 
blurred  vision  with  partial  coma  on  September  20th, 
were  the  chief  symptoms.  Temperature  ranged  from 
102  to  104,  with  pulse  irregular  and  rapid.  Begin- 
ning Sept.  22nd,  symptoms  gradually  abated,  and 
during  the  several  weeks  following  Sept.  25th,  there 
was  nq  temperature  rise,  except  during  a two  day 
attack  of  tonsillitis.  Pain  continued,  with  adminis- 
tration of  one  and  a half  grains  of  morphine  every 
twenty-four  hours. 

Dr.  Hendricks,  out  of  consideration  for  this  pa- 
tient’s limited  finances,  had  not  had  spinal  fluid 
examined,  but  was  done  on  Nov.  2nd,  with  the  fol- 
lowing report  (Dr.  Turner)  : Pressure  10,  clear,  cell 
count  five:  globulin  not  increased;  sugar  not  in- 
creased; Wassermann  negative  with  six,  twelve  and 
fifteenl  drops;  examination  was,  therefore,  negative 
for  evidences  of  encephalitis  or  meningitis. 

On  Nov.  4th.  I called  to  see  the  patient  and  was 
rather  surprised  to  note  that  she  did  not  appear  to 
be  desperately  ill.  Her  face  was  flushhed,  her 
pupils  reacted  to  light  and  were  of  the  same  size; 
there  appeared  to  be  no  rigidity  of  the  neck  muscles 
and  the  other  neurological  reflexes  appeared  to  be 
negative.  The  record  as  noted  above  was  given  me. 
The  patient  was  perfectly  rational  and  with  the  as- 
sistance of  the  special  nurse  gave  me  the  history 
somewhat  as  recorded  below  by  Dr.  Crouse. 

On  Nov.  12th,  the  symptoms  and  amount  of  mor- 
phine remaining  the  same,  spinal  fluid  was  again 
examined  with  the  following  report  (Dr.  Waite)  : 
Cell  count  one,  faint  trace  of  globulin,  Wassermann 
negative. 

On  Nov.  17th,  Dr.  Crouse  was  called  in  consulta- 
tion, the  record  of  his  examination  is  given  in  full: 

Mrs.  L.  A.  C.,  widow,  age  27,  multiplex  operator, 
two  years  in  El  Paso,  in  rest  home;  usual  weight 
115-118  lbs.  Bom  in  Arkansas. 


Chief  Complaint:  Outside  of  pulmonary  tubercu- 

losis, headaches,  basal  in  type. 

Family  History:  Father  living;  mother  died  at 

52  of  pulmonary  tuberculosis. 

Past  History:  Usual  childhood  complaints.  First 

menstruated  at  14,  regular,  painful;  headaches  pre- 
cede and  sometimes  follow:  duration,  three  to 

four  days;  clots  at  times;  slight  leukorrhea;  back- 
aches with  periods.  No  bladder  trouble.  Bowels 
regular.  Appetite  good.  Scarlet  fever  in  1916.  Nev- 
er strong.  Appendectomy,  clean,  in  1923.  Last  win- 
ter fell  down  ten  or  twelve  steps;  tripped;  not  un- 
conscious, no  concussion.  Married  in  1923;  husband 
lived  three  months  and  died  of  typhoid;  patient  nev- 
er pregnant.  No  earaches.  Headaches  started  last 
May,  came  and  went.  Ordinarily,  temperature  nor- 
mal. 

Present  Illness:  Started  Sept.  16th,  with  high 

temperature,  sore  throat.  Two  weeks  before  had 
temperature  for  two  days  of  102.  Some  headache  and 
delirum.  At  times,  unconscious.  Pain  ample  to  have 
morphine  ever  since,  with  spells  of  unconsciousness, 
delirium,  twitching  all  over  the  body.  Eyes  turned 
up  in  all  spells;  grinding  of  teeth.  Does  not  now 
run  fever,  as  a rule.  Chart  shows  temperature  Sept. 
17th  to  23rd,  with  high  point  104.  Vomited  con- 
stantly for  a week.  On  Nov.  11th  and  12th,  had 
spinal  punctures,  after  which  temperature  rose  to 
101.3,  with  chills  and  fever  on  the  13th.  Manometric 
pressure  10;  fluid  negative. 

Physical  Findings:  Pulse  176.  Lungs:  right 

lung  shows  latent  rales  following  cough  from 
apex  to  fourth  rib  up  in  front,  and  left  lung  to  angle 
of  scapula  behind.  Tonsils:  bad,  follicular.  Teeth: 
no  pyorrhea.  Heart:  apex  beat  in  the  fifth  inside 
and  one  and  a half  inches  below  nipple;  heart  nor- 
mal in  size;  accentuated  second  sound  over  pulmon- 
ary. Liver:  normal  lines.  Gall  bladder:  Murphy 
and  hook  tests  negative.  Stomach:  no  pulsating  ab- 
dominal aorta;  normal  position;  increased  in  size. 
Kidneys:  normal  in  size;  no  masses  in  abdomen. 
Skin:  marked  dermatographia ; acne;  large  lipoma 
over  the  third  dorsal;  no  capillary  changes  in  chest 
wall.  Neurological:  pupils  equal  in  size,  no  irregulari- 
ty; react  somewhat  sluggishly  to  light;  all  super- 
ficial and  deep  reflex  tests  negative.  Joints:  nega- 
tive. Spine  perfectly  straight.  Glands  negative,  ex- 
cept toxic  goiter,  left  lobe.  Hysterogenic  zones  ex- 
aggeratedly positive. 

On  Nov.  25th,  Dr.  Schuster  examined  the  eye 
grounds  and  reported  as  follows: 

The  right  vision  is  15/30;  the  left  vision  15/40. 
There  is  a moderate  degree  of  hyperopic  astigma- 
tism. The  lids,  larchrymal  apparatus,  external  mus- 
cles, function  normally.  Cornea  clear.  Pupillary  re- 
action normal  to  light  and  accommodation.  Media 
clear.  The  fundus  shows  a suggestion  of  pallor  of 
the  nasal  portions  of  the  disc,  while  the  temporal 
portion  shows  a moderate  degree  of  hyperemia,  with 
a suggestion  of  elevation  of  the  disc  margin.  The 
arteries  are  somewhat  narrowed  and  the  veins  some- 
what tortuous.  Otherwise  no  definite  pathology  is 
found,  except  for  the  slight  hyperemia  of  the  discs. 
The  fields  of  vision  show  a concentric  contraction 
for  white  and  colors,  but  the  retina  shows  abnormal 
fatigue,  so  there  is  a tendency  for  the  fields  to  con- 
tract spirally  as  we  repeat  the  test;  this  latter,  of 
course,  is  suggestive  of  hysteric  condition. 

The  nose  and  throat  are  normal  and  the  sinuses 
clear  on  transillumination.  Her  hearing  is  normal 
The  drums  are  slightly  retracted.  The  labyrinth 
tests  (caloric  and  rotation)  gave  normal  responses 
for  nystagmus  and  past-pointing. 

Conclusion : There  is  a slight  hyperemia  of  both 
discs  which  might  be  associated  with  an  intracranial 
condition.  I would,  therefore,  suggest  an  x-ray  ex- 
amination of  all  the  sinuses,  especially  the  posterior 
group  and  hypophysical  region.  She  should  be  ob- 
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served  from  time  to  time  and  her  eye  grounds  gone 
over. 

• On  Nov.  28th,  patient  went  to  Dr.  Schuster’s  office 
for  more  complete  examination.  Dr.  Schuster’s  find- 
ings, while  suggestive,  were  not  absolutely  conclu- 
sive for  intracranial  lesion. 

About  Nov.  17th  patient  was  told  that  all 
her  examinations  indicated  that  she  would 
recover  and  that  the  amount  of  morphine 
must  be  reduced;  she  was  now  taking  one 
and  a half  grains  daily.  The  patient  read- 
ily agreed  and  in  less  than  one  week’s  time, 
she  was  off  of  morphine,  but  had  to  take 
bromides  in  rather  large  doses  for  a few 
week’s  time. 

SUMMARY 

From  the  record  it  is  evident  that  the  pa- 
tient’s illness  began  on  Sept.  16th  with 
something  like  a convulsion  and  for  nine 
days,  up  until  Sept.  27th,  she  ran  a fever 
as  high  as  104°.  She  had  vomiting,  pain 
in  the  neck  and  head  so  severe  that  she  was 
only  partially  relieved  by  three-fourths  of 
a grain  of  morphine  in  addition  to  two 
drams  of  papine.  Her  vision  was  disturbed, 
at  times  she  was  unable  to  talk  and  uncon- 
scious at  one  time  for  a period  of  six  hours. 
Did  she  have  tuberculous  meningitis?  If 
not,  what  did  she  have?  She  recovered  to 
such  an  extent  that,  in  the  second  part  of 
her  illness  when  she  was  treated  by  me  and 
examined  by  consultants,  the  symptoms  and 
examinations  pointed  strongly  to  a hysteri- 
cal element,  but  no  one  can  deny,  after  read- 
ing the  record,  that  this  tuberculous  patient 
suffered  an  acute  and  severe  illness  from 
Sept.  16th  to  Sept.  25th,  the  outstanding 
symptoms  of  which  appeared  to  be  due  to 
meningitis. 

DISCUSSION 

1.  In  reviewing  the  case,  it  is  evident 
that  a laboratory  examination  of  the  spinal 
fluid  of  this  patient  should  have  been  made 
during  the  acute  illness  between  Sept.  16th. 
and  Sept.  25th.  However,  the  early  symp- 
toms of  this  case  were  so  typical  of  tuber- 
culous meningitis  that,  as  stated,  Dr.  Hen- 
dricks, out  of  consideration  for  his  patient’s 
finances  did  not  have  laboratory  examina- 
tions of  spinal  fluid  made  at  that  time. 

2.  It  also  seems  probable  that  after  the 
acute  symptoms  had  subsided  the  patient 
and  nurse  probably  magnified  symptoms  ot 
pain  and  nausea;  that  morphine  was  kept 
up  for  a longer  period  of  time  than  abso- 
lutely necessary. 

3.  Patients  do  occasionally  recover  from 
tuberculous  meningitis  and  this  pdtient  may 
be  such  a case. 

Two  cases  of  tuberculous  meningitis  in 
adults,  with  recovery,  are  reported  by 
Gehrcke  and  by  McMahon.  In  Gehrcke’s 
patient,  thirty-three  years  of  age,  diagnosis 


was  established  by  smears  and  animal  in- 
oculation of  the  spinal  fluid.  The  case  was 
characteristically  chronic ; during  the  sixth 
week  there  appeared  focal  symptoms — 
paralysis  of  the  face,  arms  and  legs,  and 
motor  aphasia.  After  this  the  meningitis 
became  remittent.  There  was  also 
encephalitis.  Repeated  lumbar  punctures 
showed  the  favorable  course  of  the  case. 

Its  remittent  character,  with  several  ex- 
acerbations, was  also  a striking  feature  of 
McMahon’s  case.  The  patient  was  a white 
female,  twenty-eight  years  of  age,  who  had 
been  treated  for  pulmonary  tuberculosis 
with  positive  sputum.  Her  meningitis  be- 
gan with  headaches,  malaise  and  fever.  All 
the  classical  symptoms  developed  as  usual. 
During  the  eleven  months  the  patient  had 
exacerbations  of  fever  and  meningeal  symp- 
toms with  afebrile  intermissions.  Except 
once,  the  spinal  fluid  at  lumbar  puncture 
was  never  under  increased  tension.  During 
the  febrile  periods  the  patient  would  be  in 
coma,  from  which  she  could  be  aroused 
with  difficulty.  After  almost  thirteen 
months  the  patient  was  pronounced  cured 
of  her  meningitis,  and  her  pulmonary  con- 
dition was  definitely  improved.  Nine 
months  later  she  was  reported  well  and  do- 
ing her  housework.  Two  specimens  of 
spinal  fluid,  removed  at  intervals  during  the 
first  two  months  were  positive  for  tubercle 
bacilli  by  animal  inoculation.  A third,  at 
five  months,  was  negative. 
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DISCUSSION 

DR.  C.  M.  HENDRICKS  stated  that  all  symptoms 
in  the  early  phase  of  the  case  pointed  to,  meningitis. 

DR.  R.  B.  HOMAN  stated  that  there  had  been  a 
few  cases  of  recovery  in  tuberculous  meningitis  and 
that  he  concurred  in  the  diagnosis  of  this  case. 

. DR.  J.  A.  RAWLINGS  stated  that  he  did  not  be- 
lieve it  a case  of  meningitis.  The  onset  was  too 
sudden,  too  violent,  though  his  observation  of  men- 
ingitis was  limited  to  the  disease  in  children,  he  felt 
the  case  strongly  suggested  encephalitis. 

DR.  G.  WERLEY  was  not  convinceed  from  the 
history  presented  that  this  was  a case  of  meningitis. 
Hysteria  could  not  entirely  be  eliminated,  in  fact, 
hysteria  was  strongly  suggested  because,  largely, 
doses  of  opiates  failed  to  relieve  the  headache. 

DR.  F.  P.  MILLER  said  that  a number  of  cases 
of  tuberculous  meningitis  had  been  reported  cured, 
but  in  carefully  reviewing  the  histroy  of  these  cases, 
the  diagnosis  had  not  been  authenticated  to  his  sat- 
isfaction. He  was  rather  skeptical  about  the  recov- 
ery from  this  disease,  feeling  that  recovery  pointed 
strongly  to  a diagnosis  of  encephalitis. 

DR.  HARRY  LEIGH  said  that  encephalitis  symp- 
toms are  variable  and  do  not  run  true  to  form.  He 
cited  Holt  as  saying  that  tubercle  bacilli  could  be 
found  in  every  case  of  tuberculous  meningitis  if  the 
spinal  fluid  is  examined  repeatedly. 

DR.  W.  W.  BRITTON  recited  a case,  the  early 
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phase  of  which  resembled  influenza,  in  a case  of  ad- 
vanced pulmonary  tuberculosis.  There  was 
improvement  for  four  or  five  days,  when  the  pa- 
tient developed  nausea  and  vomiting.  The  tempera- 
ture and  pulse  dropped  to  subnormal  and  slowly  the 
case  developed  the  classical  symptoms  of  tubercu- 
lous meningitis. 

DR.  E.  J.  CUMMINS  asked  if  meningitis  would 
seriously  be  considered  in  this  case  if  it  had  not  had 
tuberculosis.  He  believed  that  a study  of  several 
spinal  fluid  analyses  would  invariably  suggest  men- 
ingitis when  it  existed. 

DR.  ORVILLE  EGBERT  stated  that  failure  to 
note  the  neurological  findings  from  day  to  day  in 
the  early  phase  of  the  case,  the  absence  of  psychoses, 
and  early  and  frequent  examination  of  the  spinal 
fluid  precluded  the  possibility  of  making  a diag- 
nosis of  tuberculous  meningitis  in  this  case. 

DR.  E.  B.  ROGERS  asked  the  question  how  it 
was  possible  to  prove  diagnosis  of  tuberculous  menin- 
gitis in  a recovered  case. 

DR.  LAWS,  in  closing  stated  that  he  never  had 
seen  conclusive  proof  of  a diagram  of  tuberculous 
meningitis  in  a case  that  had  recovered,  however,  he 
felt  the  history  of  the  early  part  of  the  illness  in  this 
case  strongly  suggestd  the  diagnosis. 
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This  Business  of  Operations,  by  James  Radley; 
foreword  by  J.  M.  Withrow,  M.  D.;  Chief  of  Staff, 
Christ  Hospital,  Cincinnati;  The  Digest  Publishing 
Company;  1927. 

Mr.  Radley  is  truly  a philosopher;  here  is  his 
spirit  portrayed:  “Knowing  he  was  going  to  win 
and  not  giving  a hang  anyhow  if  he  lost.”  If  the 
lay  public  in  even  a reasonable  minority  reads  and 
properly  appreciates  this  little  book,  the  author  will 
be  a great  benefactor. 

To  be  sick,  in  the  best  way,  is  both  an  art  and  a 
science,  in  which  all  too  few  have  been  trained.  The 
business  of  being  sick,  better,  the  business  of  getting 
well,  deserves  keen  attention. 

The  story  is  told  in  charming  style.  The  author  is 
an  artist  in  word  painting. 


International  Clinics.  A quarterly  of  Illustrated 
Clinical  Lectures  and  especially  prepared  Original 
Articles  on  Various  Subjects — by  leading  members 
of  the  medical  profession  throughout  the  world; 
edited  by  Henry  W.  Cattell,  A.  M.,  M.  D.,  Phila- 
delphia, with  the  Collaboration  of  17  prominent 
medical  men  of  the  world;  Volume  III,  36tli  Series, 
1926;  J.  B.  Lippincott  Company,  London  and  Phila- 
delphia, 1926. 

This  volume  has  a goodly  number  of  high  type  es- 
says on  subjects  of  interest  in  various  phases  of 
medical  science.  . 

The  outstanding  contribution  is  a biographical 
sketch  of  the  late  Right  Honorable  Sir  Clifford  AIL 
butt,  K.  C.  B.,  M.  D.,  F.  R.  S.,  written  by  Sir  Hum- 
phrey Rolletson  of  Cambridge,  England.  The  bi- 
ographer says  the  Royal  College  of  Physicians,  of 
London,  has  had  to  mourn,  in  recent  years,  the  loss 
of  three  great  physicians.  Sir  Wm.  Osier,  (1849- 
1919),  Sir  Norman  Moore  (1847-1922)  and  Sir 
Thomas  Clifford  Allbutt  (1836-1925). 

Linking  the  name  of  Allbut  with  that  of  Osier  is 
sure  to  impress  the  American  reader  with  • the 
greatness  of  Allbutt.  His  was  not  only  a long  life 
but  an  active  one.  He  was  a prolific  writer — an 


authority.  His  association  with  Paget,  Bence-Jones, 
Raynaud,  Teale  Broadkent,  Foster  Mackenzie 
Moore,  Osier  and  others,  placed  him  a galaxy  of 
medical  stars,  all  notable  for  brilliance.  That  All- 
butt’s lustre  is  not  dimmed  by  such  company  is 
testimony  of  his  greatness.  He  was  a scholar  phy- 
sician. Posterity  will  undoubtedly  hold  him  as  one 
of  the  medical  stars  of  all  time. 

The  biography  of  Allbutt  is  sufficient  to  recom- 
mend this  volume.  There  is  also  other  choice  ma- 
terial. 


The  Surgical  Clinics  of  North  America  — Mayo 
Clinic  Number — October,  1926,  issued  serially,  one 
number  every  other  month;  Volume  VI,  Number  4: 
274  pages  with  91  illustrations;  per  clinic  year,  pa- 
per $12.00,  cloth  $16.00  net;  Philadelphia  and  Lon- 
don; W.  B.  Saunders  Company. 

A highly  interesting  list  of  subjects  is  discussed 
in  this  issue.  To  the  man  interested  in  physiolog- 
ical studies  the  article  by  George  M.  Higgins  and 
Frank  C.  Mann,  entitled  “Considerations  of  the  Gall- 
bladder with  Reference  to  the  Process  of  Emptying,” 
will  have  a peculiar  appeal.  Their  conclusions, 
which  seem  to  be  wholly  warranted,  are  to  the  ef- 
fect that  the  gall-bladder  empties  itself  through  the 
cystic  duct  by  contraction  of  its  own  intrinsic  mus- 
culature and  that  secretory  pressure  from  the  liver 
and  intra-abdominal  pressure,  are  only  minor  fac- 
tors in  emptying  the  vesicle.  The  sphincter  of  the 
common  duct  is  not  an  inhibitor  to  the  flow  of  gall- 
bladder bile. 

Among  other  interesting  subjects  are:  Analgesic 
Effects  of  Roentgen  Rays;  Actinomycosis  of  the 
Tongue;  Acute  Inversion  of  the  Uterus;  Suture  of 
Bloodvessels;  Retrotracheal  Goitre;  The  Colon  as 
a Urinary  Receptacle;  Hirschsprung’s  Disease;  and 
others. 

The  surgeon  will  find  a world  of  helpful  material 
in  The  Surgical  Clinics  of  North  America. 


The  Surgical  Clinics  of  North  America,  (issued 
serially,  one  number  every  other  month);  Volume 
VI,  Number  3,  Chicago  Clinic  Number  — August, 
1926;  325  pages  with  101  illustrations;  per  clinic 
year  (February,  1926  to  December  1926),  paper, 
$12.00;  cloth,  $16.00  net;  Philadelphia  and  London; 
W.  B.  Saunders  Company. 

There  are  five  clinics  on  gastric  and  duodenal 
ulcer  and  other  diseases  of  stomach  and  intestines; 
six,  on  bones  and  joints;  three,  on  pulmonary  af- 
fections; and  single  clinics  on  Hodgkin's  disease, 
echinococcus  cyst  of  the  liver,  hyperthyroidism  in 
connection  with  diabetes,  branchial  cyst,  multiple 
suppurative  arthritis,  tumors  of  the  cauda  equina, 
ovarian  enlargements,  biliary  disease,  and  other  in- 
teresting subjects. 

A clinic  is  always  interesting  and  instructive.  The 
next  best  thing  to  being  in  actual  attendance  at  a 
clinic  of  a competent  teacher  with  interesting  cases, 
is  to  be  privileged  to  read  of  that  clinic.  The 
Clinics  of  North  America  supply  to  those  separated 
from  medical  centers  that  very  opportunity.  This 
volume  is  valuable  because  of  the  wide  variety  of 
subjects  presented. 


Annual  Reprint  of  the  Reports  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medi- 
cal Association,  for  1926,  with  the  comments  that 
have  appeared  in  the  Journal;  President  of  the 
American  Medical  Association;  Chicago. 

This  volume  should  be  upon  the  waiting  room 
tables  of  all  practicing  physicians. 
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Summer  complaints  caused  by 
imperfect  milk  digestion  may 
often  be  prevented  through  the 
protective  colloidal  ability  of 
Knox  Sparkling  Gelatine . . . 


PRESCRIBING  a successful  milk  formula 
* for  the  baby  is  every  physician’s  problem — 
sometimes  a baffling  one — especially  in  the 
heat  of  the  summer. 

We  know,  therefore,  that  you  will  be  interested 
in  our  reports  on  the  protective  colloidal  abili- 
ty of  Knox  Sparkling  Gelatine — reports  of  re- 
search work  and  actual  practice  proving  that, 
when  Knox  Gelatine  is  dissolved  and  added  to 
the  baby’s . milk,  easier  and  fuller  digestion 
takes  place,  normal  weight  is  more  easily  at- 
tained, colic,  regurgitation  and  similar  ail- 
ments are  largely  prevented! 

May  we  send  you  this  authoritative  data? 

The  approved  method  of  adding 
gelatine  to  milk  is  as  follows'. 

Soak,  for  about  ten  minutes,  one  level  tablespoonful  of 
Knox  Sparkling  Gelatine  in  one-half  cup  of  cold  milk 
taken  from  the  baby’s  formula  ; cover  while  soaking  ; then 
place  the  cup  in  boiling  water,  stirring  until  gelatine  is 
fully  dissolved  : add  this  dissolved  gelatine  to  the  Quart  of 
cold  milk  or  regular  formula. 

NOTE:  Knox  Gelatine  blends  with  all  milk  formlas. 
The  protective  colloidal  and  emulsifying  action  pro- 
motes digestion  and  absorption  of  the  milk  nutrients. 

The  complete  reports  are  at  your  command. 
Please  write  for  them. 

KNOX  GELATINE  LABORATORIES 
438  Knox  Ave.,  Johnstown,  N.  Y. 


KNOX 


SPARKLING 

GELATINE 

“The  Highest  Quality  for  Health ** 
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POLIOMYELITIS  IN  ARIZONA  AND 
NEW  MEXICO 

The  appearance  of  infantile  paralysis  in 
the  Southwest,  to  an  unusual  degree  this 
summer,  has  caused  considerable  concern. 
In  Arizona,  the  city  of  Phoenix  has  suffered 
most,  while  in  New  Mexico,  more  cases  were 
reported  from  smaller  cities  than  from  Al- 
buquerque. It  is  difficult  to  judge  of  the 
extent  of  the  disease  in  Arizona,  because 
of  the  irregular  and  peculiar  methods  of 
collecting  vital  statistics  in  that  state,  but 
there  were  probably  twelve  or  fifteen  cases 
in  Phoenix  and  vicinity,  with  four  or  five 
deaths. 

In  Phoenix,  the  anti-streptoccoccic  serum 
(poliomyelitic)  has  been  used  in  several  of 
the  cases,  and  it  is  to  be  hoped  that  the 
results  following  its  use  may  be  reported. 
The  Bureau  of  Public  Health  of  New  Mex- 
ico, in  its  special  bulletin  of  instructions 
and  advice  regarding  this  disease,  did  not 
encourage  the  use  of  the  serum.  There 
should  be  an  opportunity  for  comparison  of 
results,  if  some  one  is  sufficiently  inter- 
ested to  make  a careful  investigation. 


MEDICAL  LEGISLATION  IN  ILLINOIS 

We  have  followed  with  considerable  in- 
terest the  work  of  the  Legislative  Com- 
mittee of  the  Illinois  State  Medical  Society, 
in  their  efforts  to  combat  some  forty-five 
pernicious  bills  designed  to  lower  the  educa- 
tional requirements  of  those  who  desire  to 
treat  the  sick  in  that  state.  Through  the 
cooperation  of  the  county  medical  socities 
and  individual  physicians,  all  of  these  bills 
were  defeated,  although  after  strenuous  ef- 
fort and  against  the  best  organized  and 
best  financed  lobby  of  quacks  and  cultists 


ever  before  focused  upon  any  legislative 
body.  IT  CAN  BE  DONE,  whenever  and 
ONLY  whenever,  the  medical  profession 
unite  and  stay  united  in  a persistent  cam- 
paign to  enlighten  the  conscientious  ignor- 
ance of  the  average  legislator  on  matters 
pertaining  to  health. 


THE  LAYMAN  STUDIES  SCIENCE. 

‘Things  are  too  big  for  comprehension,’ 
says  Sir  J.  J.  Thompson,  the  eminent  Brit- 
ish physicist.  ‘When  you  and  I were  kids’ 
the  molecule  was  usually  regarded  as  quite 
small  enough  for  all  practical  purposes,  but 
even  then  there  was  some  talk  of  an  as- 
sumed thing,  smaller  still,  called  an  atom, 
from  the  Greek  “atmos,”  meaning  indivis- 
ible. Science  used  that  assumption  as  a 
sort  of  vanishing  point  in  the  matter  of 
size,  even  though  the  atom  could  not  be 
seen  or  measured.  But  that  did  not  last 
long.  Scientific  investigation  went  to  work 
vigorously  on  the  atom  and  it  was  not  many 
years  before  new  processes  began  spatter- 
ing atom  parts  all  over  the  place  and  inci- 
dentally made  its  name  worthless  by  show- 
ing that  it  was  extremely  divisible.  The 
atom  was  found  to  be  made  up  of  electrons 
and  protons  several  thousand  times  smaller 
than  the  atom  itself,  and  with  plenty  of 
space  in  the  atom  for  circulation  of  its  con- 
stituents almost  like  the  planets  of  our 
solar  system.  That  might  have  satisfied 
the  experimenters,  but  no!  Professor 
Thompson  asserts  that  we  must  go  much 
deeper  yet  if  we  would  find  real  secrets. 
Even  the  electron  and  proton  must  be  split 
apart,  and  the  end  may  not  arrive  even 
then.”  (Editorial  in  The  Times  Picayune 
of  New  Orleans,  July  8,  1927). 
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When  lay  publications,  especially  daily 
newspapers,  discuss  such  scientific  material 
as  in  the  above  editorial,  is  it  not  time  for 
physicians  to  give  thought  to  the  scientific 
part  of  medicine  in  order  that  they  may 
not  be  surpassed  in  an  understanding  of 
many  of  our  problems  by  that  of  occasional 
patients. 

The  laity  is  inquiring  into  the  reason 
why,  of  many  medical  problems.  They  are 
reading  Hygeia  and  other  semi-scientific 
magazines  and  articles  dealing  with  medi- 
cal subjects.  One  patient  of  a Phoenix 
physician  is  a regular  subscriber  and  reader 
of  The  Journal  of  the  American  Medical 
Association.  There  must  certainly  be  many 
others.  ’Tis  true  of  course  that  far  more 
of  the  ravings  of  faddists,  than  of  good  lit- 
erature, is  being  read:  but  this  should  be 
taken,  merely,  as  evidence  of  the  laymen’s 
hunger  for  medical  facts.  In  the  course  of 
time  the  general  reader  will  become  cul- 
tured, if  that  word  may  be  used  in  that  con- 
nection, and  discriminative  in  his  selections 
of  what  to  read  for  reliability. 

Formerly  many  physicians  thought,  and 
even  yet  many  hold,  that  the  less  the  pa- 
tient knows  about  himself  and  his  possible 
illnesses,  the  better  for  all  concerned.  That 
day  is  passing.  We  should  heed  it. 


DR.  JOHN  WIX  THOMAS  and  DR.  WARNER 
WATKINS,  and  families,  of  Phoenix,  have  just 
returned  from  a nine  thousand  mile  tour  of  the 
eastern  and  northern  states.  They  visited  twenty- 
eight  states,  the  District  of  Columbia  and  Canada 
during  their  eight  weeks  trips. 

DR.  and  MRS.  HARLAN  P.  MILLS,  of  Phoenix, 
are  spending  their  vacation  in  northern  New  Mexico 
and  southern  Colorado,  visiting  the  interesting 
archeological  and  historical  points  of  that  district. 

DR.  F.  C.  JORDAN,  of  Chandler,  is  now  in  the 
east  taking  postgraduate  work  in  pediatrics.  He 
will  return  some  time  in  October  and  will  be  located 
in  Phoenix,  with  offices  at  16  E.  Monroe  St.,  where 
he  expects  to  engage  in  the  practice  of  pediatrics. 

DR.  S.  I.  BLOOMHARDT,  of  Phoenix,  has  moved 
his  office  from  the  Goodrich  Building  to  16  E.  Mon- 
roe St.  He  is  also  building  a very  handsome  residence 
in  Country  Club  place. 

DR.  FRED  T.  FAHLEN,  Superintendent  of  Pub- 
lic Health,  was  recently  operated  upon  for  removal 
of  ureteral  stone,  following  a severe  attack  of  colic 
and  impaction  of  the  stone  in  the  ureter.  He  is  con- 
valescing satisfactorily. 

DR.  FRED  HOLMES,  of  Phoenix,  is  spending  his 
usual  vacation  at  Mormon  Lake,  where  his  exploits 
with  the  hook  and  line  has  decimated  the  piscine 
population  of  that  resort  to  such  an  extent  that  an 
injunction  against  him  is  being  thi'eatened. 

DR.  SPENCER  D.  WHITING,  of  Phoenix,  has 
returned  from  a vacation  at  Mormon  Lake  with  a 
very  handsome  coat  of  tan. 


DON’T  BUY  GOLD  BRICKS 

The  publishers  of  this  Journal  believe  the  readers  have  a right  to 
trust  the  advertisements  as  much  as  editorials  and  news. 

Therefore,  we  are  careful  to  investigate  the  firms  and  their  copy 
before  we  make  contracts  with  them. 

We  will  not  accept  advertisements  of  medicinal  products  that  are  not 
approved  by  the  Council  of  Pharmacy  and  Chemistry  of  the  American 
Medical  Association.  Nor  will  we  knowingly  print  advertisements  of  any 
nature  that  are  not  believed  to  be  entirely  reliable. 

We  want  every  reader  to  say: — “I  saw  it  advertised  in  my  own  State 
Medical  Journal  and  I can  safely  purchase  and  prescribe  it.” 

These  facts  being  true,  our  subscribers  should,  other  things  being- 
equal,  give  preference  to  the  firms,  goods,  and  institutions  advertised  in 
these  pages.  All  our  advertisers  are  in  the  A1  class.  They  want  your 
patronage  and  it  should  be  a duty,  as  well  as  a privilege,  to  buy  from 
them. 

The  lumberman  who  bought  a “gold”  brick  prided  himself  on  the  fact 
that  he  never  read  newspapers.  Read  the  advertisements  in  this  Journal. 

DON’T  BUY  “GOLD”  BRICKS 


336 


SOUTHWESTERN  MEDICINE 


Recolac  as  a Complemental 
Feeding 

/^  eliquefied  recolac  has  proved  i tself  to  he 
an  especially  convenient  and  satisfactory 
diet  for  use  in  complementary  feeding  cases. 
This  is  because  of  the  great  simplicity  of 
preparation,  the  readiness  with  which  the 
feedings  are  taken,  and  the  gratifying  results 
that  follow  its  use. 


Samples  a'ld  Literature  on  Request. 

MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana 

' 'vaEv-N- . 


J 


The  Surgical  Clinics  of  North  America  (issued 
serially,  one  number  every  other  month.)  Volume 
7,  Number  2 (Cancer  Number — April  1927.)  231 

pages  with  113  illustrations.  Per  clinic  year  (Feb- 
ruary 1927  to  December  1927).  Paper,  Slz.OU; 
Cloth,  S16.00  net.  Philadelphia  and  London;  W.  B. 
Saunders  Company. 

This  book  of  231  pages  is  devoted  entirely  to 
clinics  and  studies  upon  cancer  from  the  Phila- 
delphia members  of  the  profession.  These  sym- 
posiums are  highly  valuable. 


International  Clinics — Volume  II,  37th  Series, 
1927 — J.  B.  Lippincott,  Philadelphia  & London. 

President  Coolidge’s  address  before  the  1927  Ses- 
sion of  the  A.  M.  A„  together  with  articles  upon 
allergic  Disease  and  Climate,  Heart  Block 
Clinic,  Multiple  Myeloma,  Diagnosis  of  Nerve 
Syphilis  in  absence  of  a positive  Spinal  Fluid,  and 
others  of  importance  make  this  volume  valuable 
reading. 


Physicians  of  the  Mayo  Clinic  and  Mayo  Founda- 
tion. A series  of  635  biographical  sketches  with 
611  portraits  and  including  complete  and  accurate 
data  concerning  the  professional  life  of  each  physi- 
cian prior  to  January  1,  1926.  Octavo  volume  of 
578  pages.  Philadelphia  and  London;  W.  B.  Saun- 
ders Company,  1927.  Cloth,  57.00. 

This  volume  presents  an  interesting  informative 
sketch  of  all  physicians  who  have  been  connected 
with  the  Mayo  Clinic  and  Mayo  Foundation  up  to 
January  1,  1926.  Perhaps  the  most  valuable  part 
of  the  book  is  the  list  of  the  writings  of  eacb 
physician.  It  is  interesting  that  Charles  Mayo  is 
credited  with  215  articles  and  William  Mayo  with 
315. 


alcreos& 


For  Bronchitis  and  Tuberculosis 

Calcreose  confers  all  the  benefits  of  creosote  medication  with  gas- 
tric disturbance  largely  eliminated. 

Calcreose  can  be  given  in  large  doses  for  long  periods  without  ap- 
parent difficulty.  Try  it. 

Powder  : Tablets  : Solution 

Sample  of  tablets  on  request 

THE  MALTBIE  CHEMICAL  CO.  Newark,  New  Jersey 


Founded  1896  by  Dr.  Hubert  Work 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


New  Buildings 
New  Equipment 

Neuro-Psychiatric 

Clinic 

Nervous  and  Mental 
Diseases 
Drug  Additions 


Charles  W.  Thompson, 

M.  D„  F.  A.  C.  P., 
Medical  Director 
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164,002  PHYSICIANS  IN  NEW  AMERICAN 
MEDICAL  DIRECTORY 

For  more  than  twenty  years  the  American  Medi- 
cal Association  has  been  publishing  a directory  oE 
the  medical  profession.  Ten  editions  have  ap- 
peared, the  last  one  (1927)  being  just  off  the  press. 

The  first  edition  (1906)  contained  128,171  names 
of  physicians  in  the  United  States,  its  dependen- 
cies and  Canada.  The  new  Tenth  Edition  includes 
164,002  names.  There  is  an  increase  of  2,644  over 
the  previous  edition.  If  the  Directory  were  merely 
a list  of  names  and  addresses  of  physicians  it 
would  not  have  great  significance.  That  informa- 
tion is  valuable,  but  of  far  greater  value  is  the 
fact  that  the  Directory  gives  proof  of  the  right  ot 
each  physician  listed  to  practice  medicine — name- 
ly, time  and  place  of  graduation  and  year  of  li- 
cense. In  addition,  society  membership,  specialty 
and  office  hours  are  included.  Capital  letters  in- 
dicate those  who  are  members  of  their  county  med- 
ical society,  and  a special  symbol  follows  the 
names  of  those  who  are  Fellows  of  the  American 
Medical  Association. 

The  information  concerning  hospitals  and  sani- 
tariums of  the  United  States  is  another  valuable 
and  extensive  feature.  Descriptive  data  appears 
following  the  names  of  7,816  hospitals  and  sani- 
tariums such  as  type  of  patients  handled,  capacity, 
and  name  of  superintendent  or  director. 

The  list  of  physicians  in  each  state  is  preceded 
by  a digest  of  the  laws  governing  medical  prac 


SAVE  MONEY  ON 
YOUR  X-RAY  SUPPLIES 


Get  Our  Price  List  and  Discounts 
Before  You  Purchase 

WE  MAY  SAVE  YOU  FROM  10%  TO  25% 
ON  X-RAY  LABORATORY  COST 

Among  the  Many  Articles  Sold  Are 
X-RAY  FILM,  Duplitized  or  Dental,  Eastman,  Superspeed 
or  Agfa  Film.  Heavy  discounts  on  standard  package 
lots.  X-Ograph,  Eastman,  Justrite  and  Rubber  Rim 
Dental  Film,  fast  or  slow  emulsion. 


BRADY’S  POTTER  BUCKY 
DIAPHRAGM  insures  finest 

radiographs  on  heavy  parts,  such  as  kidney,  spine,  gall- 
bladder or  heads. 

Curved  Top  Style — up  to  17x17  size  cassettes $250.00 

Flat  Top  Style — holds  up  to  11x14  cassettes 175.00 

BARIUM  SULPHATE.  For  stomach  work.  Finest  grade. 

Low  price.  Special  price  on  100-pound  lots. 
DEVELOPING  TANKS,  4,  5 or  6 compartment  stone, 
will  end  your  dark  room  troubles.  Ship  from  Chicago, 
Brooklyn,  Boston  or  Virginia.  Many  sizes  of  enameled 
steel  tanks. 

DENTAL  FILM  MOUNTS.  Black  or  gray  cardboard  with 
celluloid  window  or  all  celluloid  type,  one  to  fourteen 
film  openings.  Special  list  and  samples  on  request. 
Either  stock  styles  or  imprinted  with  name,  address, 

INTENSIFYING  SCREENS— Patterson,  T.  E„  or  Buck  X- 
Ograph  Screens  for  fast  exposure  alone  or  mounted  in 
Cassettes.  Liberal  discounts.  All-metal  cassettes. 
Several  makes. 


chine" have*  put  GEO.  W.  BRADY  & CO. 

your  name  on  our 

mailing  list.  790  So.  Western  Ave.,  CHICAGO 


Physicians  and  Dentists 
Attention ! 

We  wish  to  announce  new  forms  of 
liability  policies  for  physicians  and 
dentists  embodying  every  advantage 
that  appears  in  any  competitors’  policy 
and  including  several  features  in  addi- 
tion that  make  the  new  policies  ab- 
solutely the  best. 

The  Policies  guarantee  to  pay  dam- 
ages awarded  for  professional  services 
rendered  or  which  should  have  been 
rendered  up  to  their  expressed  limits — 
$10,000.00  on  any  one  claim  with  a 
maximum  of  $30,000.00  for  any  one 
policy  term.  This  is  much  broader  than 
the  old  phrase  in  competitors’  policies 
“to  indemnify  against  loss  sustained” 
which  requires  the  actual  payment  of 
loss  by  the  assured  before  the  policy 
is  operative. 

Furthermore,  these  policies  are  is- 
sued by  the  United  States  Fidelity  & 
Guaranty  Company,  a company  with 
over  $50,000,000  resources,  licensed  to 
do  business  in  the  State  of  Arizona. 

The  cost  is  nominal 
Physicians,  $20.00,  Dentists,  $15.00 


For  further  information 
communicate  with 

Tbe  Guardian  Insurance 
Agency,  Inc. 

JOE  C.  HALDIMAN,  President 

General  Agents  for  the  United  States  Fidelity 
& Guaranty  Company 

15  South  Central  Avenue 

Phone  7204  Phoenix,  Arizona 
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"Particular 
Prescription^  ts ” 

Distributors  for 

Parke,  Davis  & Co’s. 

BIOLOGICALS 

and  AMPOULES 

Sufficient  Stock  for 
All  Emergencies 


Fresh  Stock  of 

Rabies  Treatment 

Gumming  Method 

Manufactured  by 

Parke,  Davis  & Co. 

On  Hand  at  All  Times 


Mail,  Telephone  and  Telegraph 
Orders  Given  Immediate  Attention 


Wayland’s  Central 
Pharmacy 

Goodrich  Block 
PHOENIX,  ARIZONA 


tice  in  that  state;  members  of  licensing  board, 
state  board  of  health;  names  of  city,  county  and 
district  health  officers;  officers  of  constituent 
state  associations  and  component  county  and  dis- 
trict medical  societies.  The  book,  in  short,  is  one 
vast  source  of  reliable  data  concerning  the  per- 
sonnel of  the  medical  profession  and  the  institu- 
tions and  activities  closely  related  to  it  It  con- 
tains 2,575  pages  and  is  sold  for  $15.00.  Published 
by  the  American  Medical  Association,  535  North 
Dearborn  S:reet,  Chicago. 


ALOE’S  REMOVAL 

The  well-known  surgical  supply  house  of  A.  A. 
Aloe  Company  in  St.  Louis  has  been  crowded  out  of 
their  contracted  quarters  at  513  Olive  street,  (the 
optical  store  remains  there)  and  are  now  located  in 
the  new  Aloe  Surgical  Building  at  1819-23  Olive 
street — only  three  blocks  from  the  Union  station. 
The  removal  was  necessitated  by  lack  of  downtown 
parking  facilities  and  the  growth  of  their  surgical 
business  which  required  larger  and  better  quarters. 
Visiting  physicians  should  take  note  of  the  new 
location  near  the  railway  center. 


Surgeon  (finishing  examination)— I regret  to  say, 
my  dear  man,  that  another  operation  will  be  nec- 
essary. 

Patient — What?  Again?  Say,  Doc,  that  makes 
four  in  about  two  years.  Why  not  put  on  a swing- 
ing door? 


Open  All  the  Year 

with 


Pluto  Spring  Flowing  All  the  Time 


SIX  HUNDRED  AND  FIFTY  ROOMS 
(ALL  OUTSIDE)  IN  OUR  HOTEL 
A place  where  your  patients  can  find  attractive  surround- 
ings with  adequate  medical  service  and  supervision. 

"Logan  Clendening  in  his  recent  clasic,  'Modern  Methods 
of  Treatment,’  says,  ‘The  benefits  to  be  derived  from  a Cure 
at  a Mineral  Springs  depend,  almost  entirely,  upon  the  effi- 
ciency of  the  medical  organization  thereat.'  This  principle 
has  always  been  and  still  is  the  one  which  has  so  largely 
contributed  to  the  deserved  fame  of  the  French  Lick  Springs 
Hotel  at  French  Lick,  Indiana.” 

When  your  patients  are  tired  of  home  or  hoepltel  send 
them  to  French  Lick  for  final  recuperation. 

Write  for  Booklet 


JULY,  1927 
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The  Fifth  Hospital  Clinics — Editorial  Board 
Joseph  H.  Fobes,  M.  D.,  Milton  J.  Raisbeck,  M.  D., 
D.  S.  D.  Jessup,  M.  D.,  and  Charles  F.  Tenny,  M. 
D.;  Illustrated;  Paul  B.  Hoeber,  Inc.,  Publishers; 
New  York  City;  1927. 

This  is  a collection  of  papers  published  in  vari- 
ous journals,  in  connection  with  cases  in  the  hos- 
pital, together  with  material  which  has  been  pre- 


sented at  the  semi-monthly  staff  meetings.  There 
are  41  papers  on  a variety  of  subjects.  Among 
those  which  attracted  the  attention  of  the  reviewer 
were  the  subjects  of  asthma,  heart  murmurs,  a 
urea  test  for  kidney  function,  surgical  treatment 
of  pulmonary  tuberculosis,  physotherapy  in  derma- 
tology, convulsions  in  infancy,  operation  for  hernia 
and  others.  The  book  shows  clearly  the  value  ot 
hospital  staff  meetings  and  the  importance  of  pub- 
lishing the  reports. 


B-D 

oMade  for  the  Profession 


ASEPTO  SYRINGES 

Durable  — Efficient  — Easily  Cleaned. 

Made  in  forty  styles  and  sizes  for  many  pur- 
poses of  medication,  for  irrigating  and  aspir- 
ating, Asepto  Syringes  possess  four  outstanding 
features, — 

1.  Perfect  one  hand  control. 

2.  Gentle  regulation  of  the  force  of  injection. 

3.  Complete  filling  or  emptying  of  syringe  by 
one  compression  of  the  bulb. 

4.  The  Aseptic  feature  which  prevents  fluid 
from  readily  entering  the  bulb. 


Prescribe  Nos.  2033  and 
2043  for  your  G-U 
Patients 


Send  illustrated  pamphlets  and  prices  on  Asepto  Syringes. 
Name 


Address 


26S7 


BECTON,  DICKINSON  & CO. 

RUTHERFORD,  N.  J. 

Makers  of  Genuine  Liter  Syringes,  Yale  Quality  Needles,  Erusto  Needles,  B-D  Ther- 
mometers, Ace  Bandages,  Asepto  Syringes,  Sphygmomanometers  and  Spinal  Manometers 


A DESIRABLE  HOME 

FOR  TREATMENT  OF  NERVOUS  AND 
MENTAL  DISEASES 

Located  on  a beautiful  tract  of  25  acres.  Build- 
ings are  commodious  and  attractive.  Rooms  with 
private  bath  are  available. 

Treatment  embraces  all  accepted  therapeutic 
agents. 

Recreation  and  entertainment  amply  provided. 
Golf,  tennis,  croquet,  etc.,  are  for  the  use  of  the 
patients. 

Sanitarium  easily  reached  by  rail,  cab,  or  bus. 
Address  : 

G.  WILSE  ROBINSON  SANITARIUM 
Kansas  City,  Mo. 

G.  Wilse  Robinson,  M.  D.,  Medical  Director. 
Kim  D.  Curtis,  M.  D.,  Supt.  and  Internist. 
Office:  Suite  814-817  Medical  Arts  Bldg., 

34th  & Broadway,  Kansas  City 
Sanitarium : 8100  Independence  Road,  Kansas  City. 
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New  and  Nonofficial  Remedies,  1927;  Ameri- 
can Medical  Association,  535  N.  Dearborn  Street, 
Chicago. 

This  book  contains  descriptions  of  all  articles 
accepted  by  the  Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical  Association,  up  to 
January  1,  1927. 


X-RAY  EQUIPMENT  FOR  SALE— Victor  Stabil- 
ized Unit  with  overhead,  Victor  Table  combination 
fluoroscopic  and  radiographic,  Victor  Stereoscope, 
Vertical  plate  changer  (home  made),  Lead  lined 
box,  View  box  17  inches  by  5 ft.  (home  made), 
and  two  30  M.  A.  radiator  type  tubes.  This  equip- 
ment invoiced  S2992.00  and  can  be  bought  for 
S1500.  Was  property  of  the  late  Dr.  W.  T.  Murphy. 
Address  Box  72,  Albuquerque,  N.  M. 


SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections 
enable  us  to  give  superior  service.  Aznoe’s  Na- 
tional Physicians’  Exchange,  30  North  Michigan, 
Chicago.  Established  1896.  Member  The  Chicago 
Association  of  Commerce. 


Daughter — Shall  we  invite  Dr.  Bigbec  to  our  re- 
ception? 

Mother — I think  we’d  better  not.  He’s  so  absent- 
minded  he  might  charge  it  in  his  bill. 


Patient — Are  you  fond  of  lobster  salad,  doctor? 
Doctor — No,  I’m  not  fond  of  it,  but  I’m  grateful 
to  it. 


In  Sickness — or  in  Health 

Horlick’s  the  Original 

Malted  Milk 

Delicious — 
Nourishing* — 
Easily  Digested 

For  more  than  a 
third  of  a century, 
Horlick’s  Malted  Milk 
has  been  the  standard 
of  purity  and  food 
value  among 
physicians, 
nurses  and 
dietitians. 

Write  for  free  samples 
and  literature 

Avoid  Imitations  Prescribe  the  Original 

Horlick’s  Malted  Milk 
Corporation 

RACINE,  WISCONSIN 


cXfouhi 

Antiseptic  Liquid ) 

fixceMi ot  c4om[ui  cft/iijiiMtim 


you  can  use  it  and- 
recommend  it  to 
your  patients  with 
absolute  confidence. 


Name 


THE  NONSP1  COMPANY 
2652  WALNUT  STREET 
KANSAS  CITY,  MISSOURI 


Street 
City  . 


Send  free  NONSPI 
samples  to: 


As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Try 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 
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St.  Joseph's  Hospital 

Phoenix,  Arizona 


Accredited  Class  A General  Hospital  of  125  beds. 

Open  Staff  Organization 
with  Resident  House  Physician 


SURGICAL: — The  Surgical  Department  consists  of  three  major  and 
two  specialist  operating  rooms,  with  anesthetic  and  all  accessory  rooms. 
It  is  completely  equipped  with  every  surgical  convenience;  nitrous  oxide 
and  ethylene  gas  apparatus. 

OBSTETRICAL: — The  Obstetrical  Department  is  in  the  Annex, 
and  has  its  own  operating  and  delivery  rooms,  with  all  accessory  equip- 
ment for  any  type  of  emergency  obstetrical  work. 

LABORATORY: — Under  direction  of  a competent  pathologist;  im- 
mediate frozen  sections  and  diagnosis,  when  desired.  All  blood,  serolog- 
ical and  chemical  examinations  promptly  performed  by  competent  tech- 
nicians under  direct  supervision  of  the  pathologist. 

X-RAY  AND  RADIUM: — Fluoroscopic  and  radiographic  work  by 
competent  radiologist.  Urological  department  adjacent  to  x-ray  room 
for  prompt  pyelographic  work.  High  voltage  x-ray  equipment  for  pre- 
operative and  post-operative  therapy.  Radium  available  for  cases  re- 
quiring this  treatment. 

BASAL  METABOLISM : — This  work  is  in  charge  of  a.  competent 
metabolist  and  can  be  done  at  bedside  or  in  metabolism  room. 

DIETARY: — A trained  dietician  working  in  conjunction  with  the 
clinical  laboratory  makes  possible  the  accurate  study  of  patients  whose 
diets  need  to  be  adjusted,  particularly  diabetics  who  require  the  deter- 
mination of  carbohydrate  tolerance  and  insulin  requirements. 


In  Charge  of 

SISTERS  OF  MERCY 
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For  Prevention  and  T reatment  of  Hay  Fever — 

Parke,  Davis  & Company’s 

POLLEN  EXTRACTS 

Convenient — Accurately  Standardised — Potent 

THE  timely  administration  of  Pollen  Extracts,  P.  D.  & Co. , will  save  many 
hours  of  needless  suffering  and  loss  of  time,  or  the  necessity  of  seeking  a 
pollen-free  climate  for  the  hay  fever  period. 

The  first  prerequisite  for  the  successful  use  of  Pollen  Extracts,  P.  D.  & Co., 
is  to  determine  the  nature  of  the  pollen  or  pollen  group  to  which  the  hay 
fever  patient  is  susceptible.  Pollen  Extracts,  Diagnostic,  P.  D.  & Co.,  are 
especially  adapted  to  this  purpose,  being  put  up  in  paste  form  in  individual 
collapsible  tubes,  each  containing  a single  pollen  or  a group  of  related 
pollens.  The  diagnosis  is  rapidly  made — the  technic  is  very  simple. 

If  the  patient  reacts  promptly  to  the  pollen  of  the  common  ragweed,  for 
example,  the  most  frequent  offender  at  this  season  of  the  year,  or  to  the 
pollens  of  related  genera,  such  as  other  ragweeds,  marsh  elders,  or  cocklebur, 
it  is  good  practice  to  cover  the  entire  ground  by  using  the  indicated  group 
of  pollens  for  immunization.  This  insures  best  results  and  affords  satis- 
faction to  both  physician  and  patient. 

For  prophylactic  or  curative  treatment , four  groups  are  supplied  in  specially  conven- 
ient packages,  each  containing  *2  cc.  of  a glycerin  extract  of  the  various  pollens 
belonging  to  that  particular  group,  in  all,  10,000  units  per  cc.;  and  three  vials  of 
physiologic  salt  solution  for  making  dilutions,  each  vial  containing  4 J 4 cc. 

bio.  360:  gramine^  (Timothy  and  related  grasses) — timothy,  Johnson  grass, 
orchard  grass,  Bermuda  grass,  and  red  top. 

bio.  362:  chenopodi ace/E  (Russian  thistle  group)  Russian  thistle,  white  goosefoot, 
yellow  dock,  western  water-hemp,  and  halberd-leaved  orache. 

bio.  364:  ambrosi ace,c  (Ragweed  and  related  genera) — common  and  giant  rag- 
weeds, rough  marsh  elder,  burweed  marsh  elder,  western  ragweed,  and  cocklebur. 

bio.  366:  artemisi/E  (Wormwood  and  related  species) — mugwort,  prairie  sage, 
sagebrush,  wormwood  sage,  and  Indian  hair  tonic. 

For  diagnosis,  each  of  these  groups  is  supplied  in  paste  form  as  follows: 

Pollen  Group  No.  28:  Gramineae  (Timothy  and  related  grasses). 

Pollen  Group  No.  29:  Chenopodiacea:  (Russian  thistle  group). 

Pollen  Group  No.  30:  Ambrosiacea:  (Ragweed  and  related  genera). 

Pollen  Group  No.  31:  Artemisia:  (Wormwood  and  related  species). 

If  preferred,  tubes  containing  single  pollens  or  other  proteins  are  supplied. 

Literature  will  be  gladly  sent  to  any  physician  on  request 

Parke,  Davis  & Company 

J United  States  License  No.  1 for  the  Manufacture  of  Biological  Products J 

DETROIT,  MICHIGAN 


fQNLY  FRESH  MILK  Irom  tuberculin  tested  cows  and 

from  dairy  farms  tliat  Lave  fulfilled  tbe  sanitary  requirements 
of  tke  City  ol  Cleveland  Board  o f H ealtk,  is  used  as  a kasis  for 
tke  production  ol  S.  AL.  A.  In  addition,  tke  milk  must  meet  our 
own  rigid  standards  ol  quality.  » » » s>  s> 


1 —  It  resembles  breast  milk  botb  physically  and  chemically. 

2 —  Simple  for  the  mother  to  prepare. 

3—  No  modification  is  necessary  for  full  term  normal  infants. 

4 — It  gives  excellent  nutritional  results  in  most  cases  and  in 

addition  these  results  are  obtained  more  simply  and  more 
quickly. 

5 — Prevents  Rickets  and  Spasmophilia. 


Aianufactured  by  permission  of  tke 
Bakies  an  d Ckild  rens  Hospital  of  Cleveland 


The  Iaboratoiy  Products  Company 

CtEVELAND, OHIO 


PROMPTNESS 

is 

ESSENTIAL 


All  Laboratory  work  is 
reported  THE  DAY  IT 
IT  IS  RECEIVED  un- 
less the  examination 
requires  E one  day 

TELEGRAPHIC  REPORTS 


Pathological  Laboratory 

320  Goodrich  Building 
Box  1587 

Phoenix,  Arizona 


W.  Warner  Watkins,  M.  D. 
Harlan  P.  Mills,  M.  D. 


Clarence  N.  Boynton,  M.  A. 
Wm.  J.  Horspool,  Bus.  Mgr. 


SEE  IMPORTANT  ANNOUNCEMENT  ABOUT  SOUTHWEST- 
ERN ASSOCIATION  MEETING,  p.  370 
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GASTRON 

A complete  gastric  gland  extract 

A clinical  resource  against  disorders  of  gas- 
tric function,  acute  and  under  strain  and 
stress  of  exhausting  disease.  Gastron  con- 
tains the  enzymes,  co-ferments,  associated 
organic  and  inorganic  constituents  of  the  en- 
tire gastric  mucosa;  is  of  standardized  pro- 
teolytic energy;  grateful,  agreeable  to  the 
stomach.  Prescribed  simply  by  the  name 
GASTRON. 

Fairchild  Bros.  S Foster 

New  York 


Pollen  Antigens  -^ederle 

HAY  FEVER 


Extensive  clinical  experience  of  physicians  in  all  sections 
of  the  United  States  has  demonstrated  during  the  past 
thirteen  years  that  hay-fever  can  be  prevented  or  alleviat- 
ed with  Pollen  Antigens  (Lederle). 

Pollen  Antigens  (Lederle)  has  been  prepared  during  the 
past  thirteen  years  by  the  method  devised  and  originated 
in  the  Lederle  Antitoxin  Laboratories.  This  method  has 
been  shown  to  provide  the  maximum  antigenic  qualities  of 
the  pollens  and  to  insure  uniform  stability  of  the  extract. 

Pollen  Antigens  (Lederle)  since  their  introduction  to  the 
medical  profession  in  1914,  have  been  standardized  by  the 
complement-fixation  method  which  accurately  determines 
the  amount  of  antigenically  active  pollen  protein  in  the  ex- 
tract and  thus  insures  accurate  dosage. 

The  scheme  of  dosage  of  Pollen  Antigens  (Lederle)  with 
terminal  doses  of  3,000  pollen  units  meets  the  require- 
ments of  the  intensive  form  of  hay-fever  treatment  recom- 
mended by  Brown,  Bernton,  Kahn,  Grothaus,  and  others. 


'Material  for  Diagnostic  Skin  Tests  will  be' 
furnished  -physicians  without  charge,  Illus- 
trated booklet  with  complete  information  for 
the  diagnosis  and  treatment  of  hay- fever  sent 
on  request. 


PATHOLOGICAL  LABORATORY 

PHOENIX,  ARIZONA. 
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Radium  and  X-Ray  Therapy 


Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  provides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 


Radium  Therapy—  An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modem  technique  in  radium  therapy. 

Deep  X-ray  Therapy— Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalization. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


We  desire  u>  confer  and  cooperate  with  the  medical  pro- 
fession, and  welcome  inquiries  pertaining  to  this  work 


Rex  Duncan,  M.  D. 


ED. Ward, M.  D. 
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Specialists  in  the  Southwest 


EL  PASO,  TEXAS 

K.  D.  LYNCH,  M.  D. 

Genito  Urinary  Surgery 

E.  A.  DUNCAN,  M.  D. 

UU  Mills  Bldg.  El  Paso 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 

W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal 

W.  E.  VANDEVERE,  M.  D. 

Diseases 

Eye.  Ear,  Nose  and  Throat 

921  First  National  Bank  Bldg.  El  Paso 

Bronchoscopy  and  Esophagoscopy 

218  Mills  Bldg.  El  Paso 

W.  L BROWN.  M.  D.  C.  P.  BROWN.  M.  D. 

BROWN  AND  BROWN 

FRANKLIN  D.  GARRETT,  M.  D. 

Suite  lOl  Roberts-Banner  Bldg.  El  Paso 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 

and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

H P DEADY.  M.  D. 

G.  WERLEY.  M.  D. 

Diseases  of  the  Heart 

Special  Attention  to 

Surgery  and  Gynecology 

First  National  Bank  Bldg.  El  Paso 

101-2  Roberts-Banner  Bldg.  El  Paso 

n-r  — « — _■  

L.  G.  WITHERSPOON.  M^p. 

PAUL  ELY  M'CHESNEY,  M.  D. 

Plastic  Surgery 

Neurology  and  Psychiatry 

S1U  Roberts  Banner  Bldg.  El  Paso 

StU  Mills  Bldg.  El  Paso 

JAMES  VANCE,  M.  D. 

JOHN  W.  CATHCART,  M.  D. 

Practice  Limited  to 

and 

Surgery 

C.  H.  MASON,  M.  D.  ' 

SI  8-1  Mills  Bldg.  El  Paso 

Practice  Limited  to 

X-Ray  and  Radium 

HOURS:  It  TO  12:30 

Sll  Roberts-Banner  Bldg.  El  Paso 

J.  A.  RAWLINGS,  M.  D. 

LESLIE  M.  SMITH.  M.  D. 

and 

Practice  Limited  to 

HARRY  LEIGH,  M.  D. 

Dermatology  and  Syphilology 

Practice  Limited  to 

Diseases  of  Children  and 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

Obstetrics 

1029  First  National  Bank  Bldg.  El  Paso 

UOlf  Roberts-Banner  Bldg.  El  Paso 
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PHOENIX,  ARIZONA 


CHAS.  S.  VIVIAN,  M.  D. 

UROLOGY 


1.  L.  GARRISON,  M.  D. 

Diseases  of  Women 
Intravenous  Chemotherapy 

205-6-7  Goodrich  Bldg.  Phoenix 


306  Goodrich  Bldg. 


Phoenix 


FRED  G.  HOLMES.  M.  D. 
VICTOR  RANDOLPH.  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
407  Goodrich  Bldg.  Phoenix 


H.  T.  BAILEY,  M.  D. 

Practice  Limited  to 

Eye,  Ear.  Nose  and  Throat 

S2S  Ellis  Bldg.  Phoenix 


T.  T.  CLOHESSY.  M.  D. 

Practice  Limited  to 

Diseases  of  the  Skin 

224-5  Luhrs  Bldg.  Phoenix 


HARRY  R.  CARSON,  M.  D. 

Diseases  of  Children 

Heard  Building  Phoenix 


EDGAR  H.  BROWN.  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection. 

Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

614  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 
50S  Goodrich  Bldg.  Phoenix 


H.  M.  PURCELL,  M.  D. 

Urology 

207  Goodrich  Bldg.  Phoenix 


TUCSON,  ARIZONA 

M.  C.  COMER,  M.  D.,  F.  A.  C.  S. 

Eye.  Ear.  Nose  and  Throat 
Peroral  Endoscopy  and  Uranoplasty 
Thomas  Davis  Clinic  Tucson,  Arizona 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 
Diseases  of  Children 
625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


“UNIVERSAL”  SPECTRO-SUN 

The  Easiest  Ultra  Violet  Lamp  To  Use 


$225.00 

COMPLETE 


CARBON 

ARC 


SUPREME 

IN 

SAFETY- 


Maximum  Germicidal  and 
Biologic  reactions  with- 
out injuring  normal  tissue 


EFFICIENCY— 

Simultaneous  use  of  Ultra 
Violet,  Radiant  Light  and 
Infra-Red  rays  gives  deeper 
Penetration  and  greater 
clinical  efficiency . 

DOSAGE- 

Energy  never  varies,  thus 
for  the  first  time  in  his- 
tory standardised  Ultra 
Violet  dosage  is  possible. 


WRITE  FOR  LITERATURE 


ENTIRELY 

AUTOMATIC 


FREE  CLINICAL  DEMONSTRATION  in  your  office 


PAUL  E.  JOHNSON,  Inc. 
1824-30  S.  ALBERT  ST.  CHI 


C A G O 
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THE  EL  PASO 
PASTEUR  INSTITUTE 

12th  Floor  First  National  Bank  Bldg. 

□ □ □ 

An  institution  tor  the  preventive  treatment 
of  rabies.  Conducted  upon  strictly  ethical 
principles  and  the  technique  as  outlined  by 
Pasteur  rigidly  adhered  to. 

Eotablished  in  1908 

Treatment  lasts  twenty-one  days 

□ □ □ 

HUGH  S.  WHITE,  M.  D. 

FRED  C.  LAMB,  Analytical  Chemist 


The  Homan  Sanatarium 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 
Descriptive  Booklet  on  Request 

Telephone  1616 


Waite’s  Laboratory 


Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 


PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 
EL  PASO  TEXAS 
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ALBUQUERQUE  SANATORIUM 


Located  in  the  heart  of  the  great  Southwest — the  Land  of  Sunshine  Average 
annual  rainfall  less  than  7 inches.  Altitude  moderate.  On  the  main  line  of  the 
Santa  Fe. 

The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern.  fire-proo°  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available 

W.  A.  GEKLER,  M.  D.,  Medical  Director 
A.  L.  Hart,  M.  D.  H.  P.  Rankin,  M.  D.  B.  J.  Weigel,  M.  D. 


Trademark 

Registered 


STORM 


Trademark 

Registered 


Binder  and  Abdominal 
Supporter 


(Patented) 


Trade 

( ■ 

Trade 

Mark 

Mark 

Reg. 

Reg. 

flH W' 

Mm’S#'' 

For  Men,  Women  and 
Children 


For  Ptosis.  Hernia,  Obesity,  Pregnancy,  Re- 
laxed Sacroiliac  Articulations,  High  and  Low 
Operations,  Florting  Kidneys,  Etc. 

Ask  for  36-page  Illustrated  Folder 

Mail  orders  filled  at  Philadelphia  only — within  24  hours 

Katherine  L.  Storm,  M.  D. 

Originator,  Patentee,  Owner  and  Maker 
1701  Diamond  Street  PHILADELPHIA 


Providence 

Hospital 

A General  Hospital 

□ □ □ 

Young-  ladies  wanted  for 
Training-  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 


Cardio-Rcspiratory  Apparatus 


Dr  Frost’s  article  sent  gratis  on  request 


Tycos 

APPARATUS  FOR 
CARDIO  RESPIRATORY 
TEST 

{NEW  ENGLAND  MUTUAL  METHOD) 
Literature  upon  request 


PACIFIC  SURGICAL  MFG.  Co. 

filfi  SO.  FIGUEROA  ST. 

LOS  ANGELES,  CAL. 


P.  S. — On  your  next  trip  to  Los  Angeles  visit  this  store — the  most  attractive  surgical 
store  in  the  west. 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  phvsio-ther- 
apy  equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments)  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  .supervision. 
Write  us  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 
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Southwestern  Surgical  Supply  Company 


No.  11  North  Third  Ave. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LI  EBEL-FL  ARSH  El  M CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 


ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


SPECIAL  ATTENTION  UROLOGISTS 

We  are  now  carrying-  a very  complete  stock  of  the 
products  of  the  Eynard  Factory  in  Paris,  consisting-  of 
catheters  and  bougies,  both  urethral  and  ureteral  in  a 
variety  of  sizes  and  styles. 

Telephone  orders  given  prompt  attention.  We  will 
be  glad  to  take  care  of  your  patient’s  needs  for  this 
class  of  goods. 

KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Ev  rything  for  the  hospital  and  doctor. 

A good  stock  of  Kny-Scheerer,  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  of  Stille-Scanlon  Company. 
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Summer  Diarrhea 

The  following  formula  provides  a means  of  supplying  the  principal  fuel  utilized  in  the 
body  for  the  production  of  heat  and  energy  and  furnishes  immediately  available  nutrition  well 
suited  to  protect  the  proteins  of  the  body,  to  prevent  rapid  loss  of  weight,  to  resist  the  activity 
of  putrefactive  bacteria,  and  to  favor  a retention  of  fluids  and  salts  in  the  body  tissues: 

Mellin’s  Food  4 level  tablespoonfuls 

Water  (boiled,  then  cooled)  16  fluidounces 

While  the  condition  of  the  baby  will  guide  the  physician  in  regard  to  the  amount 
and  intervals  of  feeding,  the  usual  custom  is  to  give  one  to  three  ounces  every  hour  or  two 
until  the  stools  lessen  in  number  and  improve  in  character.  The  food  mixture  may  then  be 
gradually  strengthened  by  substituting  one  ounce  of  skimmed  milk  for  one  ounce  of  water 
until  the  amount  of  skimmed  milk  is  equal  to  the  quantity  of  milk  usually  employed  in  normal 
conditions.  Finally  the  fat  of  the  milk  may  be  gradually  replaced,  but  as  milk  fat  is  likely  to 
be  digested  with  much  difficulty  after  an  attack  of  diarrhea  it  is  good  judgment  to  continue 
to  leave  out  the  cream  until  the  baby  has  fully  recovered. 

Further  details  in  relation  to  this  subject  are  set  forth  in  a pamphlet  entitled, 

"The  Feeding  of  Infants  in  Diarrhea  ”,  and  in  our  booh.  Formulas  for  Infant  Feeding" . 

This  literature  will  be  sent  to  physicians  upon  request. 

Mellin’s  Food  Co.,  177  State  St.,  Boston,  Mass. 



STOVARSOL 

(REG.  U S.  PATENT  OFFICE) 

Acetylamino-oxyphenylarsonic  Acid 

Indicated  in  Amebic  Dysentery 

Accepted  by  Council  of  Pharmacy  and  Chemistry  A.  M.  A. 

Distributed  in  bottles  of  25  tablets,  each  tablet  0.25  grams 
May  be  obtained  through  your  druggist 

Literature  furnished  on  request 


MANUFACTURED  BY 

POWERS-WEIGHTMAN-ROSENGARTEN  CO. 

New  York  Philadelphia  St.  Louis 

MERCK  & CO.,  INC.,  Successors 
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Two  Important  SQUIBB  Biologicals 

for  summer 


use. 


Y R suin'1'  k 


'Tetanus  Antitoxin 

Summer  with  its  outdoor  ac- 
tivity brings  increased  danger  of 
tetanus.  Children  go  barefoot 
through  city  streets  and  country 
roads  and  are  more  subject  to  pos- 
sible infection — so  are  grown-ups 
at  beaches  and  vacation  resorts. 

Once  Tetanus  develops  it  is 
difficult  and  often  impossible  to 
cure — but  it  can  be  prevented  if 
antitoxin  is  administered  soon 
after  infection. 

One  or  two  packages  of 
Squibb’s  Tetanus  Antitoxin 
should  be  kept  available  for  im- 
mediate use. 

Squibb’s  Tetanus  Anti- 
toxin is  small  in  bulk,  low  in 
total  solids,  highly  concentrated 
and  actively  potent.  It  is  sup- 
plied in  simple,  easily  operated 
syringe  packages  containing 
1500  units  ( immunizing ),  3000, 
5000,  and  10,000  units  ( curative ) 
respectively. 


Erysipelas  Streptococcus  Antitoxin  .,.(vX 

T ■ • ' Tv 

. E H-Sti  i«n  i son's.  S.  " York 
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Erysipelas  Antitoxin 

The  value  of  Erysipelas 
Streptococcus  Antitoxin 
Squibb  may  be  seen  by  a study 
of  the  reduction  in  the  number 
of  fatalities  since  its  use. 

Erysipelas  Antitoxin 
Squibb  is  prepared  in  the 
Squibb  Laboratories  under  li- 
cense from  the  University  of 
Rochester  according  to  the  prin- 
ciples developed  by  Dr.  Konrad 
E.  Birkhaug  of  that  University. 

Erysipelas  Antitoxin 
Squibb  is  supplied  in  concen- 
trated form  only.  It  is  dis- 
pensed in  syringes  containing  one 
average  “Therapeutic  Dose.” 


Insulin  Squibb 

Accurately  standardized 
and  uniformly  potent.  Higl  - 
ly  stable  and  particularly 
free  from  pigment  impurities. 
Has  a noteworthy  freedom 
from  reaction-producing 
proteins. 

Chloramine  Squibb 

An  exceedingly  efficient 
germicide,  non  - toxic  and 
non-caustic.  It  is  stable, so 
that  solutions  may  be  kept 
ready  for  immediate  use. 
Freely  soluble  in  water. 
Supplied  in  powder  and  4.6 
grain  tablets. 

Typhoid  Vaccine 
Squibb 

Prepared  from  the  same 
strains  and  according  to  the 
same  method  used  by  the 
Medical  Dept,  of  the  United 
StatesArmy.  Containsonly 
a minimum  quantity  of  pre- 
servative. Considered  by 
the  best  authorities  to  yield 
more  satisfactory  results. 


Write  to  the  Professional  Service  Department  for  Full  Information 

ER:  Squibb  & Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 

Nearest  Squibb  Biological  Depot 

728  South  Hill  St.,  Los  Angeles,  Calif. 


Correct  refrigeration  of  Biological  Products  is  vital  to  their  potency  and  efficacy  Insist  that  the  source  of  your  supply  be  equipped 

with  adequate  refrigerating  facilities. 


HAYFEVER 

All  Sections fflORTH' — EAST — SOUTH — WEST All  Seasons 


The  Arlington  Chemical  Company 

Yonkers,  New  York 


Literature  with  List  of  Pollens  tor  Any  Section  and  Any  Season  on  Request 


ArlcoPollen 

Extracts 

made  available  for  the  first  time 
a proper  assqrtr.  er  o individ- 
ualized diagnosticand  treatment 
pollen  extracts  and  thereby  made 
possible  also  for  the  firs  time  dif- 
ferential diagnoses,  specific  treat- 
ment and  the  development  of  an 
authentic  literature. 

The  number  and  diversity  of 
pollens  have  been  constantly  in- 
creased until  they  now  cover  the 
more  essential  requirements  of 
the  entire  country. 


ArlcO'FoUen  Staff  Collector  in  the  Rockies 


A rlco-Pollen  Shedding  Station  in  the  Rocky  Mountains 


ArlcoFollen 

Extracts 

were  originated  to  assure  the 
scientific  study  of  hay  fever— pre- 
viously impossible — owing  to 
the  lack  of  individualized  diag- 
nostic material  or  specific  treat- 
ment extracts/  And  the  accom- 
panying pictures  illustrate  the 
first  steps  necessary  to  be  taken, 
both  far  and  wide,  to  assure  that 
our  variety  of  pollens  shall  cover 
all  sections  and  all  seasons,  ade- 
quately and  accurately. 


CUSTODY  vs.  TREATMENT- 


FEATURES 

Modern 

Psychiatric  Methods 

Home-Like 

Environment 

Exceptional  Food 
Largely  Home 
Grown 

Hydrotherapy 

Electrotherapy 

Psychotherapy 

All  Expenses 
Included  in 
Flat  Rate 


SEND  FOR 
BOOKLET 


Mental  disease  is  a treatment 
problem.  Such  patients  deserve 
more  than  custody.  Modern 
scientific  methods  give  the  pa- 
tient the  best  opportunity  to 
recover.  This  can’t  be  done  at 
home. 

He  should  have  not  only  kind- 
ness, good  food  and  personal 
supervision  but  also  scientific 
treatment.  Give  him  that  op- 
portunity before  it  is  too  late. 


The  Menninger  Psychiatric  Hospital 
and  Sanitarium 

Asociated  with  THE  MENNINGER  CLINIC,  Topeka,  Kan. 

For  Nervous  and  Mental  Diseases 
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CORRECT  PRINCIPLES  IN  DIET 

ORVILLE  HARRY  BROWN,  A.  B.,  M.  D.,  Ph.  D. 

Phoenix,  Arizona 

Read  before  the  Thirty  s'xlh  Annual  Meeting  of 
the  Arizona  State  Medical  Association,  held  in 
Yuma.  Arizona,  April  21  to  23,  1927. 

Were  my  subject  not  so  extremely  im- 
portant, I would  apologize  for  presenting  a 
paper  dealing  only  with  assembled  facts. 
Research  upon  diet  has  been  going  on  in  so 
many  places  in  the  past  twenty  years,  and 
the  results  have  so  often  upset  precon- 
ceived notions,  that  keeping  pace  with  the 
discoveries  has  not  been  an  easy  task  for 
most  of  us.  My  intention  is,  in  the  main, 
that  this  paper  shall  be  a resume,  in  brief, 
of  those  facts  which  we  should  teach  our 
patients. 

Variety.  Each  individual  should  eat  as 
wide  a variety  of  food  stuffs  as  his  age 
and  condition  will  permit.  The  needs  of 
the  anabolic  process  are  better  served  by  a 
wide  variety  than  by  a narrow  selection. 
We  know,  for  example,  that  there  are  at 
least  six  vitamins  and  that  these  are  not 
all  supplied  by  any  one  food.  Other  clemi- 
cal  substances,  so  far  as  present  day  knowl- 
edge goes,  may  be  of  even  greater  impor- 
tance than  vitamins  and  a wide  variety  of 
food  stuffs  is  most  certain  to  contain  all 
necessary  elements.  Someone  has  likened 
the  body  to  a house.  Either  can  be  best 
constructed  from  a wide  variety  of  mate- 
rials rather  than  from  a limited  variety. 

Habit  is  a factor  of  great  importance  in 
the  whole  question  of  diet.  Each  people 
has  its  own  more  or  less  characteristic 
methods  of  preparing  foods  and  often  a 
peculiar  source  of  supply  for  many  of  them. 
The  standard  joke  about  “Mother’s  cook- 
ing’’ is  proof  that  we  are  creatures  of  habit 
about  what  we  eat.  Granting  that  it  does 
make  a difference  as  to  what  we  eat,  it  be=- 
comes  important  for  us  to  try  to  develop 
the  habits  we  should  have  about  eating  and 
to  teach  the  same  to  our  patients.  But  lit- 
tle will  be  accomplished  with  the  adults, 
probably,  until  the  time  arrives  that  they 


fully  realize,  as  Osier  said,  that  the  grave 
is  dug  with  the  teeth.  The  old  adage  is  so 
a propos  when  it  says,  “A  horse  can  be  led 
to  water,  but  you  cannot  make  him  drink.’’ 
We  can  be  told  what  we  should  eat,  but,  in 
the  preponderance  of  cases,  we  go  right 
along  eating  what  we  were  allowed,  in 
childhood  years,  to  eat. 

Our  program  may  well  be  directed,  then, 
at  the  child  and  let  the  grown-ups  simply 
absorb  for  themselves  what  they  may  and 
will.  Children  may  be  taught  to  like  the 
things  they  should  eat.  This  may  not  be 
easily  accomplished.  More  than  likely  it 
will  take  years  to  get  a child  to  actually 
like  many  of  the  things  that  he  must  be 
forced  to  eat.  Vegetables  are  more  diffi- 
cult to  acquire  a taste  for,  it  seems,  than 
are  most  other  foods.  Therefore  the  parent 
should  start  giving  the  child  tastes  of  vege- 
tables just  as  early  as,  in  the  judgment  of 
the  physician,  it  is  wise.  It  has  long  been 
the  custom  to  give  the  babe  a chicken  bone 
or  a bacon  rind  to  suck  before  any  other 
food  than  milk  has  bepn  given.  It  would 
seem  that  a celery  stalk  or  a carrot  or  a 
turnip  or  some  other  vegetable  would  be 
more  appropriate  and  give  a child  a slight 
familiarity  with  the  vegetables  if  not  a 
taste  for  them.  At  the  same  time,  a few 
drops  of  the  liquor  from  whatever  vegeta- 
bles come  to  the  family  table  mav  be  put, 
by  means  of  a clean  spoon,  upon  the  child’s 
tongue  before  he  has  reached  a rebellious 
age  or  a sufficiently  rebellious  age  to  keep 
the  parent  from  doing  it.  As  the  child  gets 
older  his  plate  should  be  served  with  what 
the  table  affords  and  not  according  to  his 
desires;  and  that  only  a polite  amount  is 
to  be  left  on  the  plate,  should  be  thorough- 
ly understood. 

What  applies  to  the  habit  of  eating  vari- 
ety of  foods,  applies  also  to  the  quantity. 
Many  persons  go  through  life  eating  too 
much  food  and  are,  consequently,  too  fat: 
others  eat  too  small  an  amount  and  are,  as 
a result,  too  thin.  Habit  is  often  the  con- 
trolling factor.  Most  fat  persons  are  reg- 
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ular  eaters  and  enjoy  food.  Thin  persons 
usually  eat  lightly  and  are  irregular  in 
their  desire  for  food.  In  other  words  they 
are  apt  to  be  finicky.  Teaching  an  obese 
person  that  he  must  regularly  eat  less  food 
and  less  nutritious  food,  will  cause  him  to 
develop  habits  of  eating  which  will,  in  due 
time,  give  him  a much  desired  reduction  in 
weight.  The  opposite  applies  to  thin  per- 
sons. 

The  Correct  Foods  to  eat  are  not  neces- 
sarily the  same  for  any  two  persons.  If 
one  satisfies  the  question  of  variety  and 
quantiy  and  then  does  not  go  to  excess  on 
any  certain  article,  or  articles,  and  is  in 
good  health  and  weight,  there  is  little  more 
that  need  be  added,  or  profitably  can  be 
added.  But  for  those  who  are  not  in  good 
health  or  the  proper  weight,  the  character 
of  the  food  may  be  of  extreme  importance. 

The  character  of  foods  must  be  under- 
stood from  the  standpoint  of  their  chem- 
istry of  the  body  in  both  health  and  dis- 
ease. 

Proteins  are  complex  chemical  sub- 
stances. They  undergo  digestion  in  the 
stomach  and  intestines  and  absorption 
therefrom  into  the  blood.  From  the  blood, 
the  split  proteins  may  be  taken  and  utilized 
for  construction  or  reconstruction  of  im- 
portant parts  of  the  cell  protoplasm. 

In  youth,  the  period  of  growth,  the  cell 
protoplasm  demands  a greater  amount  of 
protein  than  in  adult  life.  In  the  event 
that  an  amount  of  protein  in  excess  of  the 
needs  of  the  cell  protoplasm  is  eaten,  the 
body  has  to  further  oxidize  the  absorbed 
protein  products.  A long  list  of  end  prod- 
ucts results,  such  as  urea,  uric  acid,  creatin, 
creatinin,  etc.,  all  of  which  are  more  or  less 
toxic  if  present  in  sufficient  quantities. 
The  conclusions  from  these  facts  are  that  a 
person  should  eat  just  that  quantity  of  pro- 
tein which  is  demanded  by  the  protoplasm 
for  his  growth  or  reconstruction  and  protein 
should  not  be  a food  eaten  for  the  purpose 
of  supplying  energy.  Protein  is  not  an 
economical  source  of  energy. 

The  body  harbors  bacteria  of  a greater 
or  less  grade  of  virulence.  It  has  long  been 
known  that  when  virulent  bacteria  grow 
upon  a protein  mixture  their  toxins  are 
more  potent  than  when  grown  upon  mix- 
tures free  from  protein.  This  may  easily 
be  a question  of  extreme  importance.  It 
will  certainly  be  of  much  importance  when- 
ever the  bacteria  are  inhabitants  of  the  ali- 
mentary canal,  as  they  are  apt  to  be  in 
almost  any  sort  of  infection.  Whether  an 
excess  of  protein  products  would  tend  to 
make  bacteria  growing  in  the  blood  stream 
produce  a more  potent  toxin  or  not,  is  a 


question;  but  it  would  seem  probable  that 
the  excess  protein  in  the  blood  would  stim- 
ulate the  bacteria  to  make  a more  active 
poison.  In  infectious  processes,  then,  an 
excess  of  protein  is  definitely  contraindi- 
cated. 

In  processes  in  the  body  where  active 
destruction  of  tissue  is  going  on,  an  excess 
of  protein  in  the  diet  adds  an  excess  of 
protein  split  products  to  those  poisons  that 
are  being  produced  by  the  disease.  In  such 
conditions  an  excess  of  protein  is  contra- 
indicated. It  may  even  be  wise  in  many  of 
these  cases  to  prescribe  a protein-free  diet 
— or  as  near  such  as  possible. 

Fats  are  useful  in  the  body  for  padding 
out  the  hollows  and  protecting  soft  struc- 
tures. There  seems  to  be  little  doubt  but 
that  they  have  much  to  do  in  some  un- 
known way  with  immunity.  The  individual 
who  has  a fair  amount  of  adipose  tissue 
has,  unquestionably,  a greater  protection 
against  certain  infections,  notably  tubercu- 
losis, than  have  thin  individuals.  Fats  are 
rich  sources  of  energy.  When  there  is 
normal  carbohydrate  metabolism  in  the 
body,  fats  are  readily  oxidized  to  carbon 
dioxide  and  water,  neither  of  which  is 
toxic.  But  if  the  carbohydrate  metabolism 
is  deficient,  incomplete  oxidation  of  the 
fats  results  and  there  accumulates  in  the 
blood  such  products  as  acetone,  oxybutyric 
acid,  and  diacetic  acid,  all  of  which  may 
be  excreted  in  the  urine.  The  person  who 
is  obese  has  sufficient  fats  of  his  own  and 
hence  should  not  have  them  in  his  diet. 
For  the  person  who  is  thin  and  has  a nor- 
mal carbohydrate  metabolism,  a liberal 
quantity  of  fat  should  be  regularly  in  the 
diet. 

Carbohydrates  are  stored  in  the  body  in 
the  form  of  glycogen  and  undergo  oxida- 
tion, supplying  energy,  and  the  end  prod- 
ucts are  carbon  dioxide  and  water.  In  the 
event  that  an  over  supply  of  carbohydrate 
is  eaten — more  than  is  needed  for  supply- 
ing energy  for  the  time  being — the  excess 
is  stored  in  the  liver  and  muscles  in  the 
form  of  glycogen. 

If  a time  comes  when  not  enough  carbo- 
hydrate is  taken  to  supply  the  energy  de- 
mands for  the  immediate  period,  the  store 
of  glycogen  is  called  upon;  and  if  little  or 
no  carbohydrate  is  eaten,  the  store  of  glyco- 
gen is  soon  exhausted.  The  fat  is  then 
burned  incompletely  and  a fatty  acid 
poisoning  and  acetonemia  results.  The  les- 
son from  this  is  that  a person  should  be 
supplied  regularly  with  ft  reasonable  quan- 
tity of  carbohydrates.  In  febrile  condi- 
tions, especially  where  the  temperature 
goes  high  and  remains  so  consistently,  the 
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carbohydrate  supply  should  be  proportion- 
ately greater  than  in  the  normal  person. 
It  should  be  emphasized  that  carbohydrates 
are  the  easiest  oxidized  of  any  food,  the 
end  products  from  their  katabolism  are 
totally  innocuous  and  they  are  essential  to 
normal  fat  katabolism. 

The  tolerance  of  persons  for  carbohy- 
drates should  be  knwon,  because  those  who 
dot  not  handle  the  carbohydrates  well  get 
disturbances  from  them. 

Vitamins  are  elusive  chemicals  of  un- 
known structure  which  are  absolutely  es- 
sential ■ to  health  and  even  to  life.  They 
are  believed  to  be  at  least  five  in  number; 
when  any  one  vitamin  is  absent  from  the 
diet  serious  disorders  result.  The  absence 
of  vitamin  A in  the  diet  of  young  animals 
results  in  failure  to  grow  and  a disease  of 
the  eyes,  xerophthalmia,  in  which  the  eyes 
are  very  subject  to  infection,  and  it  may 
even  result  in  blindness.  The  absence  of 
vitamin  A also  causes  a general  susceptibil- 
ity of  the  body  to  infection  and  it  is  there- 
fore essential  for  the  maintainance  of  gen- 
eral health.  It  may  also  increase  the  length 
of  life  and  be  of  importance  in  reproduc- 
tion. Vitamin  A is  supplied  by  butterfat 
and  milk,  especially  if  the  cows  have  been 
fed  on  green  fodder;  it  is  present  in  egg 
yolk,  the  germ  of  cereals,  green  leaves  and 
cod  liver  oil.  It  is  fairly  resistant  to  heat, 
and  drying.  A liberal  quantity  of  vitamin 
A bearing  food  should  be  regularly  in  the 
diet,  although  the  vitamin  is  stored  in  the 
body  to  a limited  extent. 

The  absence  of  vitamin  B from  the  diet, 
in  the  young,  results  in  a failure  to  grow, 
and  in  adults  results  in  beri-beri.  Recent 
work  indicates  that  it  has  marked  effect  in 
stimulating  the  appetite  and  perhaps  in  sex 
interests  and  functions.  It  is  present  in 
largest  amounts  in  yeast,  but  also  in  green 
leaves,  spinach,  lettuce,  celery,  asparagus, 
beans,  peas,  milk  powder,  the  embryo  of 
grains,  and  eggs.  It  is  stable  to  drying; 
but  it  may  be  destroyed  by  heating  to  such 
temperatures  as  are  used  for  canning.  Un- 
cooked vegetables  will  usually  supply  it  in 
adequate  proportions. 

The  absence  of  vitamin  C results  in  scur- 
vy. It  is;  found  in  citrus  fruits,  cabbage, 
lettuce  and  tomatoes  in  large  amounts,  also 
in  spinach,  onions  and  fresh  peas  in  lesser 
quantities.  Milk,  excepting  the  prepared 
milks,  contains  some  C.  Drying  destroys 
vitamin  C except  it  be  in  acid  solution  as 
is  the  case  with  citrus  fruits.  Heating  is 
apt  to  destroy  it. 

Vitamin  D,  according  to  the  latest  in- 
formation, has  to  do  with  assisting  the 
body  to  make  full  use  of  calcium.  It  is 


found  in  cod  liver  oil  and  is  curative  for 
rickets.  D seems  to  be  related  to  some 
product  or  effect  of  ultraviolet  light.  Foods 
with  no  D,  when  exposed  to  ultraviolet 
light,  become  antirachitic. 

Vitamin  E is  essential  for  reproduction. 
Conception  may  result  in  its  absence  but 
the  resulting  embryos  do  not  come  to  ma- 
turity. E is  found  in  seeds,  leaves,  cereals, 
Wesson  oil,  crisco  and  olive  oil.  It  is  stable 
to  heat  and  to  drying. 

The  lesson  to  be  learned  from  the  study 
of  vitamins  is  that  a varied  diet  is  to  be 
eaten.  Such  foods  as  can  be  taken  raw 
should  be  so  taken.  Leafy  vegetables,  the 
peelings  of  certain  fruits,  and  milk  and  but- 
ter, should  be  regularly  eaten.  Foods  that 
are  too  refined,  as  white  bread  for  example, 
may  have  lost  their  vitamins.  Most  of  all, 
the  lesson  is  that  the  habit  of  eating  vege- 
tables, especially  green  vegetables,  should 
be  established  in  childhood,  not  only  for 
the  habit’s  influence  in  adult  life  but  be- 
cause children  need  vitamins. 

Roughness  is  a property  of  certain  foods 
which  may  have  inestimable  value  in  the 
relief  of  constipation  as  well  as  supplying 
vitamins  and  acting  as  bluff  meals  for 
those  who  should  have  bulk  without  rich 
nourishment. 

The  proper  balancing  of  the  acid  and  al- 
kali ash  equivalents  of  the  foods  seems  to 
be  of  considerable  and,  perchance,  of  sur- 
passing importance.  Sansum  classifies 
foods,  with  respect  to  their  final  effect  up- 
on the  body,  as  neutral,  acid  or  alkaline. 
One  set  of  experiments  reported  by  San- 
sum, which  shows  how  important  this  sub- 
ject appears  to  be,  is  as  follows:  A litter  of 
rabbits  was  divided  into  two  pens.  One  pen 
was  fed  grains  and  other  foods  which  gave 
a definite  acid  preponderance  to  the  ash  of 
.the  foods.  The  other  pen  was  fed  a well 
balanced  diet  so  that  there  were  sufficient 
alkali  ash  foods  to  counteract  the  acid  ash 
foods.  The  rabbits  fed  a preponderating 
acid  ash  diet  died  of  arteriosclerosis,  ne- 
phritis, and  such  affections,  at  about  one 
year  of  age.  The  rabbits  fed  a balanced 
diet  were  still  alive  at  the  time  of  his  tell- 
ing of  the  experiment,  which  made  these 
rabbits  about  three  years  of  age.  Sansum 
says  it  suffices  to  test  the  reaction  of  the 
urine  to  judge  if  the  diet  is  balanced  re- 
garding the  acid  and  alkali  ash.  It  is  noth- 
ing unusual,  he  says,  to  find  the  urine  sev- 
eral hundred  times  as  acid  as  normal.  The 
test  on  the  urine  is  made  by  means  of  two 
or  more  dyes — brom-thvmol  blue  for  the 
less  acid  urines  and  methyl  red  for  the  very 
acid  urines  will  usually  suffice.  It  is  also 
necessary  to  have  a color  chart. 


346 


SOUTHWESTERN  MEDICINE 


The  neutral  foods  are  butter,  corn  starch, 
cream,  lard,  sugar,  tapioca.  Acid  foods 
are  wheat  products,  corn,  eggs,  fish  and 
meats  of  all  sorts,  oat  meal,  peanuts,  and 
rice.  Alkaline  ash  foods  are  almonds,  ap- 
ples, asparagus,  bananas,-  beans,  beets,  cab- 
bage, carrots,  cauliflower,  celery,  chest- 
nuts, currants,  lemons,  lettuce,  milk,  musk- 
melon,  oranges,  peaches,  peas,  potatoes,  rad- 
ishes, raisins,  and  turnips.  The  apples, 
bananas,  muskmelon,  oranges,  and  potatoes 
are  highly  efficient  in  reducing  the  acidity 
of  the  urine.  There  has  long  been  a belief 
that  the  human  race  would  be  better  if 
they  ate  more  vegetables.  The  work  on 
the  acid  and  alkali  ash  plus  that  on  vita- 
mins may  explain,  in  large  measure,  why 
the  vegetables  have  been  regarded  as  so 
essential.  If  the  vegetables  and  other 
sources  of  alkali  ash  are  as  essential  for  us 
as  Sansum’s  experiment  upon  the  rabbits 
would  indicate,  they  are  indeed  of  great  im- 
portance. 

From  the  standpoint  of  food  sensitiza- 
tion, anaphylaxis  and  allergy,  the  food  that 
a person  eats  may  be  of  extreme  import- 
ance. Almost  any  part  of  the  body  may  be 
affected  by  food  sensitization.  Duke  makes 
the  startling  assertion  that  fifteen  per  cent 
of  the  population  are  affected  by  sensitiza- 
tion of  one  type  or  another.  Probably  not 
over  one-half  of  the  fifteen  per  cent  have 
food  sensitization.  But,  at  that,  if  Duke’s 
figures  are  anywhere  near  correct,  there 
are  a considerable  number  who  have  ill  ef- 
fects from  diet  due  to  sensitization.  The 
way  to  prescribe  a diet  in  such  cases  is  first 
to  test  one’s  sensitization  to  the  various 
foods  by  applying  the  concentrated  proteins 
of  the  foods  to  scratches  upon  the  skin  or 
by  the  needle  within  the  layers  of  the  skin. 
This  latter  is  the  intradermal  test  and  is 
probably  to  be  preferred. 

If  my  observations  are  correct,  the  per- 
son who  is  sensitized  to  certain  foods  be- 
comes desensitized  when  he  refrains  from 
eating  all  foods  to  which  he  shows  skin  re- 
actions. Eating  those  foods  again  in  lib- 
eral amounts  may  produce  sensitization  to 
them.  The  person  who  is  subject  to  sen- 
sitization should  be  tested  and  should  eat 
none  of  the  foods  to  which  he  reacts,  for 
a month  or  more,  and  then  he  should  avoid 
eating  any  article  of  food  in  large  amounts 
and  too  frequently.  This  shows  the  im- 
portance of  variety  of  foods  in  the  diet. 

Another  procedure  once  described  by  me 
and  which  may  be  of  great  importance,  is 
what  I have  called  the  Food  Addition  Meth- 
od. This  may  be  used  in  conjunction  with 
the  protein  skin  tests  or  without  them.  By 
this  method  the  idea  is  to  place  the  person 


upon  one  or,  at  most,  two  or  three  articles 
of  food,  preferably  foods  which  the  per- 
son does  not  often  eat.  If  these  foods  are 
of  those  to  which  the  person  is  sensitized, 
he  will  be  made  worse,  but  if  the  foods  he 
has  been  allowed  to  have  are  not  affecting 
him.  and  some  of  those  that  have  been 
eliminated  are  the  ones  to  which  he  was 
sensitized,  he  should  be  improved.  By  add- 
ing one  food  at  a time  and  observing  the 
effect  of  it,  one  may  draw  fairly  accurate 
conclusions  as  to  the  effect  the  various 
foods  are  having  upon  the  person  in  ques- 
tion. This  method  may  well  be  used  to 
supplement  the  sensitization  skin  tests. 

Salts  are  ordinarily  present  in  a varied 
diet  in  adequate  amounts  to  supply  the  de- 
mands of  the  body. 

Sodium  chloride  has  been  used  as  sea- 
soning by  nearly  every  one  in  liberal  quan- 
tities and,  until  most  recently,  there  has 
been  none  to  advise  against  it.  There  has 
been  creeping  into  the  literature  of  late, 
however,  evidence  that  too  much  sodium 
chloride  is  deleterious,  particularly  for  cer- 
tain conditions.  Allen  holds  that,  in  hy- 
pertention  and  nephritis  cases,  the  sodium 
chloride  should  be  restricted  to  a minimum. 
His  contention  is  that  the  sodium  chloride 
is  highly  irritating  to  the  kidneys  in  those 
cases.  It  is  his  belief  that  most  persons 
eat  too  much  sodium  chloride  and  would  do 
well  to  restrict  it.  His  method  of  determin- 
ing whether  one  is  consuming  too  much  of 
the  salt  is  to  test  the  urine  for  its  content 
of  sodium  chloride,  and  if  more  than  one- 
half  a gram  is  being  excreted  in  the  course 
of  twenty-four  hours,  that  person  is  not  on 
a salt  free  diet.  It  is  often  very  difficult 
to  get  a person  on  a salt  free  diet,  as  most 
foods  have  native  sodium  chloride  which 
connot  easily  be  separated  from  them.  It 
is  possible  to  select  foods  which  have  a low 
native  content  of  sodium  chloride,  but  this, 
Allen  believes,  should  always  be  done  for 
all  cases  of  hypertension  and  of  nephritis. 
He  also  advises  a low  sodium  chloride  diet 
for  obesity  and  numerous  other  chronic 
diseases. 

Water  should  be  drunk  in  liberal  quanti- 
ties with  and  between  meals,  unless  there 
are  specific  contraindications.  The  drink- 
ing of  water  with  meals  wa-s  formerly 
thought  to  be  contraindicated.  But  when 
the  chemistry  of  digestion  came  to  be  un- 
derstood it  was  realized  that  diluting  the 
digestive  fluids  tended  to  hasten  their 
activity  rather  than  to  reduce  it.  As  di- 
luting the  body  toxins  tends  to  reduce  their 
deleterious  influences  upon  the  cells  of  the 
kidneys  and  other  organs,  water  should  be 
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advised  in  large  amounts  whenever  there 
is  any  undue  toxemia  of  the  body. 

The  estimation  of  the  caloric  value  of 
foods  is  to  be  encouraged,  especially  for 
those  who  need  to  gage  the  amounts  of 
their  foods.  For  example,  if  a person  is  too 
heavy  and  knows  how  to  estimate  his  cal- 
ories and  what  the  limit  upon  his  calories 
should  be,  he  is  in  a position  to  keep  from 
eating  such  an  amount  as  will  add  to  his 
weight  or  he  may  even  be  able  to  reduce. 
The  thin  person  can  be  sure  he  is  getting 
enough  calories  to  add  to  his  weight,  if  he 
calculates  them  for  each  meal.  There  are 
several  small  books  upon  diet,  on  the  mar- 
ket, which  will  help  patients  in  calculating 
their  calories,  and  physicians  will  do  well 
to  recommend  these  to  their  patients. 

Hospital  diet  lists  as  prepared  at  present 
are,  as  a rule,  nearly  meaningless  and  need 
to  be  revised.  I would  suggest,  in  place  of 
liquid,  light,  semi-solid,  etc.,  some  such  list 
of  diets  as  follows:  fruit  juice  diet;  carbo- 
hydrate gruel  diet;  vegetable  soup  diet; 
carbohydrate  diet;  fruit  diet;  vegetable 
diet ; protein  , free  diet ; fat  free  diet ; fat 
rich  diet;  high  alkali  ash  diet;  general 
diet;  high  caloric  general  diet;  low  colaric 
general  diet ; salt  low  diet ; and  salt  free 
diet.  By  giving  each  of  the  above  diets  a 
number  it  would  be  easy  to  specify  that 
one  or  more  of  the  above  diet  groups  be 
given  any  certain  patient.  The  physicians 
and  hospital  dietician  should  have  definite 
understandings  as  to  the  meaning  of  each 
diet  so  that  there  would  be  little  chance 
of  mistakes  resulting.  Someone  may  sug- 
gest better  divisions  than  those  I have  pro- 
posed. But  the  working,  with  such  a vari- 
ety of,  and  suggestive,  diet  lists,  would  be 
comparatively  simple  for  all  concerned. 

If  a physician  had  an  obese  nephritic  and 
wished  to  give  him  nearly  nothing  to  eat 
and  yet  keep  him  from  going  into  acidosis, 
and  ordered  the  provided  “light  diet”  as 
used  by  hospitals  today,  for  him,  he  might 
get  anything  from  lemonade  or  beef  soup  to 
oatmeal  gruel  and  albumin  water.  But,  were 
the  hospitals  posted  on  diets  such  as  I pro- 
pose, and  the  physician  ordered  fruit  juices 
and  sugar,  he  would  have  little  fear  but 
that  the  patient  would  get  just  what  he 
wanted  him  to  have  and  nothing  that  would 
aggravate  the  condition.  Or,  again,  if  the 
patient  were  a thin  man  with  fever  and  the 
physician  wished  to  keep  him  well  nour- 
ished without  risk  of  adding  to  his  toxemia 
by  using  a high  content  of  protein,  the 
physician  would  prescribe  a protein  free 
diet.  Were  the  patient  running  a tempera- 
ture, he  might  wish  to  add  a rich  carbo- 
hydrate diet.  Again,  if  the  patient  was  a 


young  person  who  had  what  might  be  a de- 
veloping tuberculous  process,  a fat  rich  diet 
would,  likely,  be  ordered.  I must  have  said 
enough  to  make  us  all  realize  that  the  con- 
ventional, liquid,  light,  semi-solid  and  other 
similar  methods  of  designating  hospital 
diets,  should  be  passe. 

CONCLUSIONS 

A wide  variety  of  foodstuffs  should  be 
eaten.  The  habit  of  eating  all  foodstuffs 
should  be  started  in  childhood  at  the  earli- 
est possible  age. 

There  are  two  great  classes  of  individuals 
— those  who  like  food  and  are  too  heavy, 
and  those  who  do  not  like  food  overly  well 
and  are  too  thin.  There  is  an  obvious  third 
class.  It  is  of  little  interest  in  this  prob- 
lem. The  fat  folk  should  endeavor  to  culti- 
vate appetites  for  the  coarse  foods  with 
low  nutritive  value,  while  the  thin  ones 
should  cultivate  appetites  for  all  kinds  of 
food  but  especially  for  the  highly  nutritious 
ones. 

It  seems  to  be  established  that  attention 
should  be  given  to  having  the  diet  balanced 
as  far  as  the  acid  and  alkali  ash  equivalents 
of  foods  are  concerned. 

In  certain  conditions  too  much  salt  is 
deleterious.  Perchance,  too  much  salt  is 
generally  being  used. 

Protein  should  be  in  the  diet  in  just  such 
proportions  as  the  protoplasm  of  the  cells 
demands  for  growth  or  reconstruction.  An 
excess  is  an  expensive  source  of  energy  and 
a dangerous  one  because  of  the  toxic  end 
products  of  katabolism. 

The  eating  of  fats  should  largely  be  in- 
dicated by  the  weight.  A thin  person  should 
eat  an  abundance  of  fat,  while  the  fat  per- 
son has  enough  of  his  own  without  taking 
on  any. 

Carbohydrates  should  be  the  one  most 
regularly  eaten  class  of  foodstuffs,  because 
they  are  the  most  ready  source  of  energy 
and  produce  no  toxic  products,  when  the 
body  can  use  them,  and  they  are  essential 
to  the  proper  burning  of  fat.  It  is  well, 
however,  to  know  the  tolerance  of  the  body 
for  carbohydrates  so  that  the  tolerance  will 
not  be  overtaxed. 

All  persons  should  know  how  to  calculate 
the  caloric  value  of  their  food. 

Water  should  be  drunk  with  and  between 
meals;  the  quantities  should  be  large  in 
cases  of  toxemia. 

DISCUSSION 

DR.  I.  D.  LOEWY,  Whipple,  Ariz.  (opening)  : Dr. 
Brown  has  given  a most  excellent  outline  of  the 
fundamental  principles  of  diet;  he  could  hardly  do 
more  than  that  in  twenty  minutes.  Diet  is  a matter 
of  much  controversy;  the  fact  that  we  have  so  many 
fads  in  diet  shows  that  the  medical  profession  has 
not  recognized  the  true  value  of  this  branch  of  med- 
icine. The  mention  of  vitamines  and  the  allergic  pro- 
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tein  reactions  suggests  a few  points.  One  is  that  the 
average  individual  is  not  correctly  guided  during 
childhood  as  to  the  proper  diet.  Dr.  Brown  men- 
tions that  it  seems  strange  that  we  want  to  eat  the 
things'  that  will  do  us  most  harm  and  pass  up  those 
that  do  us  good.  Most  children  are  spoiled  and  re- 
fuse part  of  the  diet  if  the  parent  is  not  wise;  most 
of  us  have  examples  in  our  own  families  where  the 
vegetables,  etc.,  are  passed  up  for  ice  cream  and  pie. 

Diet  is  a matter  cf  national,  as  well  as  of  indi- 
vidual custom,  each  differing  from  the  other;  the 
Japanese  diet  differs  from  the  English  and  the  Eng- 
lish from  the  French.  Vitamines  are  a matter  of 
well  balanced  supply,  with  green  vegetables  to  supply 
the  vitamines  and  a diet  that  will  furnish  variety, 
which  brings  up  the  point  that  diet  is  an  individual 
matter,  in  health  and  in  disease.  The  doctor  has 
taken  up  diet  in  health  and  has  stressed  the  impor- 
tance of  guiding  the  child  right  and  forming  the 
habit  of  eating  meat  and  potatoes  and  vegetables  just 
as  pie  and  cake.  Diet  in  disease  has  gone  through 
many  changes  and  often  the  effect  of  diet  has  been 
observed  long  before  the  cause  was  known.  Anti- 
scorbutic diet  was  known  for  years  before  the  reason 
for  its  effect  was  known,  when  the  doctors  used 
scraped  fresh  potato  in  treatment. 

Regarding  water  during  meals:  this  is  not  detri- 
mental, except  in  one  condition,  and  that  is'  where 
you  have  a pale,  undernourished  child  with  a small 
stomach,  who  requires  the  full  amount  of  food;  if 
water  is  taken  at  the  table,  it  will  take  up  space  that 
should  be  given  to  food ; the  stomach  will  hold  only 
so  much  and  a few  glasses  of  water  will  fill  the 
space,  the  appetite  is  satisfied  and  he  does  not  get 
enough  food. 

DR.  PHILIP  KING  BROWN,  San  Francisco,  Cal.: 
After  many  years’  service  in  a large  hospital,  hand- 
ling a variety  of  medical  conditions,  have  observed 
many  things  about  diet,  and  cannot  resist  saying  a 
few  words.  The  most  striking  contribution  to  diet  in 
the  last  year  was  Minot  and  Murphy’s  report  on  the 
feeding  of  red  meat  and  liver  in  pernicious  anemia. 
No  condition  has  been  more  hopeless  than  pernicious 
anemia;  we  have  only  to  look  at  the  life  history  of 
Admiral  Peary  who  was  transfused  thirty-three 
times,  to  see  how  hopeless.  These  authors  reported 
last  fall  in  the  British  Medical  Journal,  and  after- 
wards in  the  Journal  A.  M.  A.,  forty-seven  cases  of 
pernicious  anemia,  only  one  whom  has  died.  On 
this  diet  of  lean  beef,  beef  heart  and  large. quantities 
of  liver  every*  day,  with  a suitable  supply  of  green 
vegetables,  these  cases  go  on  living,  though  they 
do  not  recover.  We  have  tried  it  in  the  Southern 
Pacific  Hospital,  with  the  same  result,  that  we  have 
no  trouble  handling  pernicious  anemia  cases;  they 
do  not  have  these  exacerbations  of  trouble  on  this 
diet.  It  is  not  iron  and  arsenic  that  these  people  need, 
but  hemoglobin,  and  they  get  it  on  this  diet. 

A word  about  the  Sippy  diet  in  ulcer.  No  class 
of  people  are  worse  than  railroad  workers  in  eating; 
they  eat  irregularly  and  as  fast  as  they  can,  neglect 
their  teeth  and  do  all  the  things  that  make  for  ulcer. 
We  have  histories  of  three  or  four  hundred  ulcer 
cases  since  I took  over  that  service;  I have  refused 
to  allow  the  Sippy  diet,  as  I think  it  is  one  of  the  most 
pernicious  things  in  medicine.  I have  never  used  it 
in  my  life.  It  is  like  giving  opiates  in  appendicitis, 
where  you  relieve  the  pain  and  obscure  the  symp- 
toms. If  you  give  a man  a means  of  relieving  dis- 
comfort after  eating,  as  simple  as  taking  soda  or 
magnesia,  you  simply  invite  him  to  go  on  in  his  per- 
nicious habits  of  eating,  when  the  easiest,  simplest 
thing  in  the  world  is  to  put  him  on  a decent  diet,  at 
rest,  for  thirty-six  hours,  and  he  will  have  no  more 
pain,  as  a rule.  If  you  have  a case  of  ulcer  that  has 
pain  on  a modified  Lenhartz  diet,  which  we  have 
found  successful,  we  have  other  diets.  The  Carrel 
diet  is  the  basis  of  all  diets  that  we  use.  I a man 


on  a decent  bland  diet,  largely  made  up  of  milk  and 
meat,  has  pain  after  forty-eight  hours  in  bed,  with 
ulcer,  he  has  a complication;  it  is  not  his  ulcer  that 
is  primarily  at  fault  in  producing  that  pain.  The 
complications  most  often  present  are  chronic  ap- 
pendicitis with  pylorospasm,  gall-bladder  disease,  or 
adhesions  between  the  duodenum  and  gall-bladder. 

Another  point  I want  to  mention  is  the  use  of  the 
Carrel  diet  in  simplifying  the  hospital  diet.  Every 
case  in  ourservice,  if  there  is  any  question  about  the 
diagnosis,  is  put  on  the  Carrel  det — four  to  eight 
ounces  of  skimmed  milk  at  eight,  twelve,  four  and 
eight  o'clock.  This  is  all  the  fluid  he  gets.  We  give 
it  to  all  heart  cases,  because  they  should  have  as  lit- 
tle burden  as  possible.  You  can  slowly  add  to  that 
diet  by  adding  fruit  juice,  cooked  green  vegetables 
and,  if  high  coloric  value  is  needed,  by  using  cereal 
with  one  of  thq  meals;  or  we  can  add  raw  egg  or 
soft  cooked  egg.  I do  not  know  anything  that  has 
reduced  the  question  of  diet  to  simpler  terms  than 
beginning  with  that  system  for  practically  all  cases. 

With  regard  to  the  Allen  diet:  I think  his  con- 

tribution to  the  treatment  of  diabetes  by  diet,  esti- 
mating the  caloric  value  and  amount  of  available 
carbohydrate  in  tha  diet,  is  as  important  to  the  dia- 
betic as  insulin.  I have  tried  the  salt  free  diet  in 
high  tension  cases  and  do  not  think  it  is  followed  by 
the  results  that  Allen  claims  for  it.  It  is  easy  to  re- 
duce blood  pressure  but  not  so  easy  to  keep  it  down. 
Liver  extract  brings  the  high  tension  down  but  you 
cannot  keep  it  there.  We  have  abandoned  the  use  of 
it  because  it  is  not  of  permanent  value. 

Am  glad  Dr.  Brown  spoke  on  this  subject,  because 
it  is  our  business  to  learn  about  the  variations  in 
diet;  it  is  exceedingly  simple  if  you  get  down  to 
fundamental  facts. 

DR.  R.  J.  CALLANDER,  Tucson,  Ariz:  Would  like 
to  ask  Dr.  Brown  (Philip  K.)  how  he  explains  the 
relief  of  ulcer  in  forty  hours  by  rest,  if  the  pain  is 
due  to  the  effect  of  acid. 

DR.  P.  K.  BROWN,  San  Francisco,  Calif.:  Stop- 
ping pain  by  this  diet  is  very  simple.  Milk  is  a bland 
food  and  does  not  stimulate  the  formation  of  acid; 
milk,  therefore,  minimizes  the  acidity  and  does  it 
naturally  instead  of  chemically,  which,  I think,  is 
wrong.  You  can  neutralize  your  acidity  simply  and 
naturally  and  normally  in  every  case.  Whenever  the 
pain  is  persistent,  it  is'  evidence  that  you  have  some- 
thing more  than  ulcer  to  deal  with. 

DR.  R.  J.  STROUD,  Tempe,  Ariz.:  With  regard 
to  habit  in  eating.  Recently  there  has  been  a discus- 
sion in  the  Literary  Digest  as  to  why  the  Indians 
are  a vanishing  race.  I have  asked  many  of  the 
Indian  women  why  they  are  not  so  prolific  as  they 
used  to  be.  These  Indians,  while  not  prolific  as  they 
trained,  believe  it  is  because  of  the  new  kinds'  of  food 
they  are  using.  Among  the  McDowell  Indians,  out 
of  58  families,  there  are  30  in  the  adult  child-bearing 
period;  there  have  been  only  eleven  births  in  eleven 
years,  and  they  do  not  know  anything  about  birth 
control;  none  of  these  eleven  children  were  healthy 
and  three  had  congenital  faults.  Something  has 
changed  these  Indians  from  being  a prolific  race. 
These  Indians  attempt  to  explain  it  by  diet;  I have 
tried  to  explain  it  by  tuberculosis. 

DR.  ORVILLE  H.  BROWN,  Phoenix  (closing)  : 
The  important  point  that  I wanted  to  make  is  that 
we  need  to  study  this  question  more  and  do  more  to- 
ward teaching  people  about  feeding  children.  It  is 
important,  in  the  early  years,  that  they  be  given 
choice  of  vegetables;  some  of  these  put  on  the  plate 
and  child  be  told  he  must  eat  them.  Wish  to  thank 
Dr.  Philip  Brown  foij  entering  into  this  discussion, 
because  his  points  are  important.  The  new, ideas' 
on  diet,  the  use  of  liver,  etc.,  are  wondefud  advances. 
There  is  much  that  we  do  not  know  about  diet,  it  is 
true.  The  important  thing  is  the  habit,  which  is 
something  very  difficult  to  get. 
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THE  USE  OF  THE  CAUTERY  IN  THE 
TREATMENT  OF  CANCER 

CLARENCE  E.  REES,  M.  D„ 

Rees-Stealy  Clinic, 

San  Diego,  California 

(Read  before  the  Thirty-sixth  Annual  Meeting  of 
the  Arizona  State  Medical  Association,  held  in  Yuma, 
Arizona,  April  21  to  23,  1927.) 

In  the  last  few  years  much-  has  been  done 
by  various  organizations  in  enlightening  and 
educating  the  general  public  on  the  cancer 
problem.  More  or  less  systematic  cam- 
paigns have  been  carried  on  urging  the 
early  treatment  or  removal  of  points  of 
chronic  irritation  and  the  examination  of 
lumps  of  any  kind.  The  result  is  that  many 
more  patients  are  coming  to  us  while  their 
lesions  are  still  in  the  early  stages,  or  with 
points  of  irritation  which  they  have  been 
told  may  lead  to  cancer.  This  propaganda 
will  ultimately  do  a great  deal  of  good  and 
in  those  medical  centers  in  which  clinics 
are  interested  in  this  work  something  has 
already  been  accomplished. 

Bloodgood,  recently,  in  speaking  of  oral 
cancer,  states  that  up  to  1920  only  three 
per  cent  of  the  lesions  of  the  oral  cavity 
for  which  patients  consulted  the  Johns 
Hopkins  Clinic,  were  benign;  since  1920, 
sixty  per  cent  of  these  lesions  have  been 
benign.  Up  to  1920  the  percentage  of  early 
cancer  cases  which  could  be  cured  was  three 
per  cent;  since  1920  this  percentage  has 
increased  from  three  to  almost  seventy  per 
cent  in  this  same  clinic.  Before  1920,  fifty- 
five  to  sixty  per  cent  of  the  lesions  were 
inoperable  but  since  that  time  this  figure 
has  dropped  to  less  than  ten  per  cent.  These 
figures  show  what  can  be  done  by  educa- 
tion and,  while  Baltimore  has  been  partic- 
ularly active  in  this  work,  such  results 
will  eventually  become  general.  At  the 
present  time,  in  the  outlying  districts  and 
even  in  the  cities,  the  general  man  who  is 
usually  the  first  to  see  these  patients  is 
not,  as  a rule,  equipped  to  take  care  of  these 
apparently  minor  lesions  and  passes  them 
off  with  the  assurance  that  no  difficulty 
will  result. 

While  a great  deal  of  work  has  been  done 
in  the  study  and  grading  of  malignant  con- 
ditions, our  knowledge  of  the  etiology  is 
not  all  that  we  might  wish  and  our  work 
must  be  based  on  facts  derived  from  clinical 
observation.  These  facts  are  as  follows: 

1.  Points  of  chronic  irritation  involving 
epithelial  structures  often  lead  to  cancer. 

2.  Cancer  starts  at  a single  point  and 
develops  from  that  area. 

3.  Cancer  untreated  usually  kills  its 
host. 

From  the  foregoing  it  would  seem  most 
necessary  that  the  men  in  general  practice 


and  those  in  specialties  become  interested 
in  and  prepare  themselves  for  the  treat- 
ment of  precancerous  and  early  lesions.  A 
disregard  of  the  complaints  of  these  pati- 
ents often  furnishes  just  enough  assurance 
of  safety  to  carry  them  from  the  operable 
to  the  inoperable  stage  before  again  con- 
sulting their  first,  or  another  physician. 

If  both  the  profession  and  the  laity  can 
be  impressed  with  the  importance  of  treat- 
ing the  irritated  conditions  early  and  radi- 
cally, we  will  see  fewer  of  the  advanced  and 
distressing  lesions  which  require  disfigur- 
ing and  mutilating  operations.  Any  phy- 
sician who  has  the  opportunity  of  visiting 
the  charity  institutions  and  seeing  the  in- 
operable cases,  whose  suffering  can  be  only 
partially  relieved  while  they  wait  the  end, 
will  appreciate  this  statement  more  than 
will  the  man  immersed  in  his  private  work. 
The  fact  that  all  advanced  lesions  have  de- 
veloped from  a small  mass,  a keratosis,  a 
small  ulcer,  a leucoplakia,  or  a mole,  makes 
this  terminal  lesion  seem  most  unjustifiable 
and  the  result  of  negligence  on  the  part  of 
either  the  patient  or  a former  physician.  I 
often  think  that  barbers  and  attendants  in 
beauty  parlors  understand  the  situation 
better  than  most  of  us.  Although  they 
know  nothing  of  treatment  and  often,  by 
their  efforts,  stimulate  a benign  lesion  so 
that  it  becomes  malignant,  they  neverthe- 
less recognize  the  potentialities  and  suggest 
or  try  to  do  something  for  their  clients. 

There  are  several  recognized  methods  of 
treating  these  conditions  and  all  are  more 
or  less  satisfactory.  Not  all  are  available 
in  every  locality,  however,  and,  if  general 
results  are  to  be  obtained,  a method  should 
be  adopted  which  can  be  applied  in  the 
country  as  well  as  in  the  city. 

The  x-ray,  radium  and  diathermy  are  of 
value  in  the  treatment  of  these  conditions 
but  the  cost  of  equipment  and  the  fact  that 
more  or  less  specialized  knowledge  is  nec- 
essary for  their  use,  make  them  prohibi- 
tive in  many  instances.  In  the  rural  dis- 
tricts specialists  are  frequently  not  avail- 
able and  it  is  the  general  practitioner  who 
sees  these  patients  first,  and  he  should  be 
able  to  care  for  them  when  they  present 
themselves.  Furthermore,  a patient  oc- 
casionally loses  contact  with  both  physicians 
when  he  is  referred  from  one  office  to 
another. 

The  use  of  the  actual  cautery  in  the 
treatment  of  precancerous  and  early  lesions 
is  well  recognized  the  world  over  and  gives 
most  satisfactory  results.  Any  one  of  the 
light  types  of  cautery  may  be  used.  They 
are  inexpensive  and  so  can  be  obtained  by 
any  one ; their  use  is  not  complicated  and, 
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with  an  understanding  of  what  is  o be  ac- 
complished, require  only  the  simplest  know- 
ledge of  surgery. 

All  external  precancerous  and  actively 
malignant  lesions  may  be  treated  by  this 
method  which  permits  the  operator  to  work 
in  or  close  to  the  involved  area  and  gives 
the  greatest  assurance  of  a clean  result, 
with  a minimum  of  scar. 

With  the  cautery,  general  anesthesia  is 
not  required  in  these  early  lesions.  Novo- 
cain, I/O  to  1 per  cent,  used  as  nerve  block 
or  injected  around  the  involved  area,  is 
simple  and  gives  a satisfactory  anesthesia. 
Great  care  should  be  taken  not  to  pass  the 
needle  through  or  into  pathological  tissue. 
This  precaution  is  of  the  utmost  importance 
and  failure  to  observe  it  may  carry  malign- 
ant cells  into  normal  tissue  beyond  the  area 
of  possible  removal.  The  following  case 
reported  emphasizes  this  point. 

The  patient,  a female,  age  62,  was  opsrated  tor 
carcinoma  of  the  lower  lip  six  months  before  1 saw 
her.  The  usual  V-shaped  incision  was  used,  fol- 
lowed in  ten  days  by  a submental  and  submaxil- 
lary dissedtion.  When  I first  saw  the  patient  a 
small  painful  nodule  was  present  at  the  lower  end 
of  the  incision  but  this  nodule  was  not  character- 
istic of  a recurrence.  With  a novocain  block  of 
the  mental  foramen,  directing  the  needle  to  a point 
which  I thought  was  well  below  the  involved  tissue, 

1 removed  the  nodule  with  the  actual  cautery  and 
had  radium  applied.  The  patient  went  home  but 
in  three  months  returned  complaining  of  severe 
pain  in  the  lower  jaw.  A small  mass  was  present 
in  the  region  of  the  mental  foramen.  Under  gen- 
eral anesthesia  this  was  explored  with  the  cautery. 
The  nodule  was  found  protruding  from  the  mental 
foramen.  The  buccal  plate  of  the  mandible  was 
removed  and  the  entire  neural  canal  was  found 
to  be  eroded  and  involved  to  the  angle.  This 
was  cauterized  and  later  removed.  I cite  this  re- 
port to  illustrate  what  I believe  to  be  an  extension 
of  the  malignant  process  resulting  from  the  use 
of  the  hypodermic  needle. 

After  anesthesia  is  induced,  the  lesion 
may  be  attacked  in  one  of  two  ways: 

1.  By  infiltrating  the  involved  area  with 
heat.  This  is  done  by  applying  the  cautery 
over  the  entire  surface,  holding  it  in  one 
place  until  the  heat  has  penetrated  through 
the  base,  and  then  moving  the  tip  to  the 
adjoining  area,  repeating  this  process  until 
the  entire  lesion  has  been  completely  de- 
vitalized. It  is  not  necessary  to  apply  the 
cautery  to  the  normal  surrounding  tissues 
as  these  can  be  infiltrated  from  the  growth 
which,  when  sufficiently  heated,  will  con- 
tract, leaving  the  normal  border  white, 
which  assumes  the  color  of  a third  degree 
bum. 

2.  Should  the  area  be  larger  than  one 
centimeter,  it  is  better,  I believe,  to  excise 
it  with  the  cautery.  This  is  done  by  en- 
circling the  growth,  carrying  the  incision 
about  3 mm.  outside  the  visible  area  of  in- 


volvement and  removing  the  entire  mass 
at  the  base  well  into  the  normal  tissue.  This 
incision  is  made  by  following  the  Percy 
method  of  penetrating  the  normal  tissue 
external  to  the  growth  and  carrying  the 
incision  completely  around,  cutting  from 
within  outward.  You  will  note  that  this 
procedure  is  the  direct  opposite  of  that 
employed  in  incisions  made  with  the  scalpel. 
This  manner  of  using  the  cautery  lessens 
the  destruction  of  normal  epithelium.  These 
wounds  do  not  bleed  when  sufficient  time 
is  taken  to  coagulate  the  tissue  and  they 
are  surprisingly  painless. 

In  treating  the  more  extensive  and  ad- 
vanced lesions,  two  factors  must  be  recog- 
nized: first,  the  entire  area  must  be  re- 
moved or  destroyed,  and  second,  every  pre- 
caution must  be  taken  during  the  procedure 
to  prevent  the  transplantation  of  malignant 
cells.  As  yet  the  effect  of  the  x-ray  or 
radium  in  a given  lesion  is  an  unknown 
factor.  In  one  case  their  effect  is  almost 
magical,  while  in  another  apparently  similar 
case,  they  are  inert.  Then,  too,  we  have  no 
assurance  that  a lesion  treated  by  radio- 
activity will  not  recur  and  the  majority  of 
such  recurrences  will  not  again  react  o 
these  agents. 

Cold  surgery  necessitates  a wide  area  of 
removal  resulting  in  unnecessary  scarring 
and,  should  the  growth  be  opened  or  cut 
into,  a wound  ideal  for  the  reception  of 
malignant  grafts  is  given.  The  cautery, 
when  used  to  infiltrate,  is  under  control  of 
the  operator  and  he  may  do  as  much  or  as 
little  as  he  desires.  Any  mass  can  be  actual- 
ly destroyed  if  the  operator  has  the  courage. 
In  the  removal  or  excision  of  a growth,  any 
cells  exposed  in  the  malignant  mass  are 
destroyed  and  the  base  of  the  wound  con- 
tains only  devitalized  cells  which  must  be 
cast  off  before  any  kind  of  a graft  can 
take — a process  which  usually  requires  three 
weeks.  This  fact  alone  makes  the  cautery 
more  effective  than  any  other  method. 

The  treament  of  advanced  lesions  requires 
more  extensive  procedures  which  are  techni- 
cally more  difficult.  The  type  of  cautery 
used  on  the  larger  growth  is  important  and 
may  be  the  determining  factor  in  the  results 
obtained.  For  example,  the  removal  of  a 
breast  or  a large  mass  with  the  smaller 
cauteries  is  a tedious  and  difficult  process. 
The  heating  elements  are  not  large  enough 
to  keep  the  tips  hot  and  the  tips  are  not 
strong  enough  to  withstand  the  pressure 
which  is  required  when  insufficient  heat  is 
present ; they  often  bend  or  break.  The 
Percy  cautery  is  by  all  means  the'  best  for 
this  type  of  work.  On  the  other  hand, 
growths  around  the  mouth  or  eyes  can  be 
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well  handled  by  the  smaller  instruments  as 
the  tissue  is  cellular  and  cuts  easily. 

The  temperature  of  the  tip  of  the  cautery 
is  important.  Although  Scott  recommends 
the  use  of  red  heat,  I have  found  Percy’s 
technic  the  most  satisfactory.  By  Percy’s 
method,  the  tip  is  energized  to  a black  heat 
of  sufficient  degree  to  cut  easily  and  still 
be  under  the  point  of  carbonization.  Carbon 
on  the  cutting  tip  acts  as  an  insulator  and 
materially  reduces  the  speed  and  efficiency 
of  the  instrument.  When  the  proper  heat 
is  attained,  very  little  pressure  is  required 
to  penetrate  even  the  heaviest  type  of 
tissue. 

As  for  the  type  of  anesthetic  employed, 
ether  may  be  used  except  for  removing  le- 
sions on  the  head  and  face;  in  these  cases 
we  induce  anesthesia  with  ether  and  shift 
to  chloroform  before  starting  the  operation. 
Under  no  circumstances  do  we  use  ethylene 
when  the  cautery  is  employed. 

As  stated  above,  these  wounds  do  not 
bleed  when  the  tissue  has  been  properly 
heated.  Should  small  blood  vessels  ooze, 
they  may  be  coagulated  bv  the  tip;  only 
large  vessels  have  to  be  ligated.  In  one 
case  we  removed  the  tonsil,  soft  palate  and 
about  one-quarter  of  the  posterior  portion 
of  the  tongue  without  a ligature  and  with- 
out bleeding.  Another  case  presented  a 
tremendous  growth  which  had  originated 
in  the  external  ear,  spreading  to  the  side 
of  the  face  and  head  until  it  had  assumed 
the  size  and  shape  of  one-half  of  a cabbage; 
it  was  very  vascular,  ulcerated  and  friable 
in  texture.  Before  starting  removal,  the 
surface  was  coagulated  but  each  time  the 
mass  was  touched  with  the  large  tip  the 
coagulated  tissue  separated  from  the  growth 
and  a stream;  of  blood  followed.  Four  or 
five  such  attempts  resulted  in  a very  con- 
siderable flow  of  blood  which  showed  no 
tendency  to  stop.  Resection  of  the  tumor  in 
the  normal  border  was  started  and  the  en- 
tire mass  removed  from  a dry  base.  This 
process  required  two  ligatures,  one  on  the 
superfical  temporal  artery  and  the  other 
on  the  posterior  auricular  artery.  In  one 
case  with  an  advanced  growth  of  the  cheek 
infilterating  the  antrum,  the  entire  cheek, 
zygoma  and  masseter  muscle  were  removed 
and  the  antrum  completely  cauterized  with 
no  bleeding.  Two  ligatures  were  used,  one 
on  the  facial  artery  and  the  other  on  the 
transverse  facial  artery. 

Large  growths  may  be  removed  with 
comparative  ease  since  the  field  is  dry  and 
the  visibility  excellent.  The  removal  of  the 
breast  and  axillary  dissection  is  much  easier 
with  the  cautery  than  by  the  classical  meth- 
od. Large  carcinomata  of  the  head  and  face 


involving  the  antrum,  tonsils  and  tongue 
are  amenable  to  treatment  with  the  cautery. 
When  the  base  of  the  growth  cannot  be 
removed  entirely,  it  may  be  infiltrated  with 
heat  and  allowed  to  slough.  This  combined 
method  often  gives  remarkable  results.  In 
any  lesion  the  glands  draining  the  area 
should  be  removed  and  the  cautery  used  if 
there  is  any  evidence  of  existing  metastases. 

I wish  to  urge  the  importance  of  a care- 
ful search  for  regional  and  distant  metas- 
tases in  patients  with  known  malignancy, 
before  attacking  the  local  lesion.  This  pre- 
caution we  owe  to  ourselves  as  well  as  to 
the  patient  for  it  is  most  discouraging  to 
have  a lung,  bone,  or  liver  metastasis  be- 
come evident  two  or  three  months  after  a 
“successful”  operation  has  been  performed 
on  the  primary  growth.  Failure  to  make 
such  a search  has  done  much  to  lessen  pub 
lie  opinion  of  our  ability  to  treat  this  con- 
dition successfully.  A year  ago  I saw  an 
elderly  man  with  an  advanced  lesion  on  the 
lower  lip  which  involved  the  periosteum  of 
the  mandible  and  was  ulcerated  on  the  in- 
side. He  appeared  to  be  in  good  general 
condition  and  gave  no  history  of  any  other 
trouble.  General  examination  was  negative 
except  for  an  enlargement  of  the  submental 
and  submaxillary  glands ; the  cervical  glands 
were  not  palpable.  The  lower  lip  and  sub- 
maxillary glands  were  removed  at  one  time. 
Five  days  later  the  patient  vomited  and 
purged  blood  and  an  x-ray  examination 
disclosed  an  advanced  carcinoma  of  the 
pvlorus.  This  was  also  the  terminal  lesion 
of  the  first  case  reported  in  this  paper; 
this  patient  died  from  a huge  carcinoma  of 
the  pylorus  18  months  after  her  first  opera- 
tion. I am  of  the  opinion  that  these  stomach 
growths  were  secondary  to  the  mouth  les- 
ions, the  result  of  fragmented  cells  which 
had  been  swallowed  and  had  engrafted  in 
the  region  of  the  valve. 

CONCLUSIONS 

1.  All  physicians  in  active  practice  should 
become  interested  in  and  be  prepared  to 
treat  properly,  precancerous  and  early  mal- 
ignant lesions. 

2.  The  cautery  is  within  the  reach  of 
all  and  its  use  offers  more  satisfactory  re- 
sults than  any  other  method  of  treatment 
at  our  command. 

3.  The  use  of  the  cautery  reduces  ma- 
terially the  possibility  of  a local  recurrence. 

4.  A careful  examination  for  superficial 
and  deep  metastases  should  be  made  before 
attacking  the  local  growth. 
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DISCUSSION 

DR.  CHARLES  A.  THOMAS.  Tucson.  Arlz., 
(opening):  I appreciate  the  privilege  of  discuss- 
ing this  paper  because  it  is  most  timely  and  of 
a great  deal  of  value.  Personally,  I would  not 
attempt  to  practice  surgery  without  the  cautery. 
It  is  the  greatest  instrument  that  the  man  who 
does  a large  amount  of  minor  surgery  can  possibly 
have  around  his  office.  I want  to  mention  the 
value  of  Education  of  our  patients  on  the  subject, 
of  cancer;  we  should  call  their  attention  to  ihe 
fact  that  one  woman  out  of  every  five  over  the 
age  of  forty,  dies  of  cancer.  Therefore,  when  1 
am  examining  patients  routinely  in  the  office,  1 
always  look  in  the  mouth  for  teeth  that  cut  the 
tongue  or  mucous  membrane  and  other  irritating 
areas  about  the  mouth,  point  them  out  and  stress 
their  significance.  Teach  them  to  become  fa- 
miliar with  the  breasts,  to  go  over  them  once  a 
week  and  see  whether  any  nodules  have  devel- 
oped; if  so,  to  see  their  physician  and  have  them 
removed.  Only  by  this  means  are  we  able  to  save 
a large  percentage  of  these  cancers  of  the  breast. 
The  doctor  did  not  mention  the  value  of  the 
cautery  in  the  correction  of  ulcerations  and  ero- 
sions of  the  cervix:  we  always  tell  our  patients 
about  the  possibility  of  these  ulcerations  develop^ 
ing  into  malignancies.  Nothing  is  so  valuable,  so 
clean  and  so  certain  as  the  cautery  used  on  these 
lesions.  Use  a low  degree  of  h6at  and  cauterize 
them  as  if  you  knew  they  were  malignant  to  start 
with;  destroy  all  the  glands;  at  that  age  they 
are  of  no  value  and  simply  represent  possible  foci 
of  cancer.  In  anesthetizing,  never  put  local  an- 
esthesia into  the  local  lesion;  go  around  it  and 
block  it  off  far  away  from  the  lesion.  In  many 
of  the  minor  lesions,  you  do  not  need  anesthesia 
at  all.  I have  seen  Dr.  Percy  take  off  quite  large 
areas  without  using  local  anesthesia  at  all;  that 
is  asking  much  of  the  patient  but  it  can  be  done. 
One  further  word : after  removing  breasts  or 

large  malignancies,  always  be  prepared  at  the  end 
of  two  or  three  weeks  for  a hemorrhage.  Have 
had  some  alarming  hemorrhages  following  some 
of  these  large  dissections.  Wish  to  emphasize 
again  that  the  doctor’s  paper  is  the  most  valuable 
thing  that  could  possibly  have  been  presented  to 
us. 

DR.  A.  E.  GALLANT.  Los  Angeles,  Calif.:  Would 
like  to  ask  what  experience  the  doctor  has  had  in 
bone  growths;  also  as  regards  the  education  of 
the  patient  with  respect  ot  the  cautery.  Had  oc- 
casion to  see  a young  boy  with  periosteal  sar- 
coma of  the  leg,  not  very  large;  we  did  not  get 
all  the  cancer  tissue  and  had  to  amputate  the  leg: 
it  is  now  eighteen  months  and  believe  we  have 
a cure.  With  regard  to  the  slough  and  hemor- 
rhage. Dr.  Percy  had  a lot  of  grief  with  his  pa- 
tients from  using  Carrel-Dakin  solution;  investi- 
gation showed  that  the  chlorine  was  dissolving 
the  blood  clot  out  of  the  end  of  the  arteries.  He 
conceived  the  idea  of  using  sugar,  and  found  that 
the  action  of  the  sugar  prevented  sloughing  and 
hemorrhage;  also,  sugar  killed  the  odor  from  the 
mass  of  sloughs,  which  was  a good  thing  for  the 
surroundings  of  the  patient. 

DR.  W.  WARNER  WATKINS,  Phoenix,  Ariz.: 
Should  like  to  ask  the  doctor’s  opinion  as  to  the 
comparative  value  of  the  Percy  cautery  and  elec- 
tro-coagulation, on  the  lesions  of  which  he  has 
spoken. 

DR.  CLARENCE  REES,  San  Diego,  Calif,  (clos- 
ing) : The  one  thing  I wanted  to  bring  out  in  this 
paper  is  that  it  is  useless  to  educate  the  public 
if  we.  as  a profession,  are  not  going  to  think  in 
unison.  In  our  locality,  it  is  surprising  how  many 
people  have  consulted  physicians  and  been  told  that 


their  head  lesions  are  of  no  importance.  In  the  large 
services  and  charity  institutes,  where  we  see  end  re- 
sults— because  it  is  there  that  the  end  results  apply— 
we  realize  that  it  is  the  general  man  who  needs 
education.  About  two  months  ago  I had  an  experi- 
ence of  this  kind.  A man  came  from  Riverside 
to  see.  what  could  be  done.  He  had  had  a pig- 
mented mole  on  the  back  for  years;  it  started  to 
grow  and  he  consulted  a very  good  man  in  River- 
side, who  referred  him  to  a very  good  radiologist, 
who  treated  it  with  x-ray.  Inside  of  three  months, 
the  primary  growth  ulcerated  and  he  had  nodules 
all  over  him,  varying,  in  size  from  a pea  to  end 
of  the  thumb,  and  involvement  throughout.  The 
point  is  that  a scar  in  the  lumbar  region  does  not 
amount  to  anything,  so  why  not  have  it  taken 
out?  He  carried  this  mole  all  this  time,  until  it 
began  to  enlarge;  it  may  have  metastasized  be- 
fore he  had  treatment;  however,  there  was  no 
excuse  for  not  removing  it. 

In  regard  to  Dr.  Thomas’s  point  about  having 
the  patients  examine  the  breasts:  I do  not  exact- 
ly agree,  because  it  is  a bad  thing  to  get  patients 
apprehensive  over  things  that  MAY  occur.'  Pa- 
tients who  trouble  us  most  are  those  who  are  ap- 
prehensive over  a little  mastitis,  feeling  the  breasts 
for  this  and  that.  They  should  be  warned  about 
definite  symptoms. 

In  regard  to  using  the  cautery  without  anes- 
thesia: Dr.  Percy’s  using  vocal  anesthesia  on  these 
patients — talking  them  out  of  it — may  get  them 
into  a mental  state  where  it  does  not  hurt  much, 
but  why  not  use  local  anesthesia? 

I have  had  no  experience  wtih  bone  growths. 

As  to  electro-coagulation:  on  the  superficial 

growths  it  works  exactly  as  well  as  the  cautery, 
but  not  every  one  can  have  an  electro-coagulation 
outfit. 


THE  LOW  TRANSPERITONEAL 
CESAREAN  SECTION 

STERLING  N.  PIERCE.  M.  D. 

Los  Angeles,  California 

Read  before  the  Thirty-sixth  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  in 
Yuma,  April  21  to  23,  1927. 

The  introduction  of  the  low  transperi- 
toneal  cesarean  section  has  increased  the 
safety  of  abdominal  delivery.  Stoeckel1,  di- 
rector of  the  Women’s  Clinic  of  the  Uni- 
versity of  Berlin,  recently  referred  to  this 
operation  as  the  modern  section,  which 
comes  off  easily,  and  in  a manner  almost 
totallv  free  from  danger  for  the  mother; 
and  he  added  that  an  artificial  delivery 
more  sparing'  for  the  mother  and  safe  for 
the  child  does  not  exist.  It  is  a reliable 
operation  at  a time  and  under  conditions 
when  the  classical  section  has  become  so 
risky  as  to  be  prohibitive:  after  a prolonged 
test  of  labor,  after  vaginal  examinations, 
and  after  rupture  of  the  “bag  of  waters.” 
On  the  other  hand,  its  points  of  superior- 
ity make  it  preferable  to  the  classical  sec- 
tion in  those  cases  where  delivery  before 
the  onset  of  labor  is  necessary. 

Its  introduction  has  increased  the  safety 
of  abdominal  delivery  immediately,  because 
it  has  reduced  the  risk  of  peritonitis,  and 
remotely,  because  it  has  reduced  the  risk 
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of  rupture  of  the  uterus  in  subsequent  de- 
liveries. 

The  minimization  of  peritonitis  as  a mor- 
bid and  fatal  complication  is  due  partly  to 
the  location  of  the  incision  in  the  lower 
zone  of  the  uterus,  since,  in  a few  hours 
after  operation,  it  becomes  a pelvic  wound. 
Hofbauer2  has  shown,  to  the  satisfaction  of 
Dr.  Williams,  that  the  cellular  tissue  about 
the  cervix  possesses  certain  protective 
features  that  enable  the  pelvic  structures 
to  bear  injury  and  infection.  The  important 
element,  however,  is  the  covering  of  the 
wound  by  peritoneal  flaps.  This  procedure 
immediately  seals  the  uterine  wound,  and 
so  prevents  infectious  lochia  from  leaking 
into  the  peritoneal  cavity.  Authorities  be- 
lieve that  it  is  not  so  much  the  spill  at  the 
time  of  operation  as  it  is  the  lochia  escap- 
ing through  the  uterine  wound,  that  is  the 
underlying  factor  in  infection. 

There  are  several  factors  making  for  a 
safer  scar.  Chief  among  these  is  the  pres- 
ence of  the  strong  fascial  layer  which  cov- 
ers the  musculature  of  the  lower  uterine 
segment.  It  is  true  that  there  is  authority 
for  believing  in  the  reasonable  safety  of 
the  scar  in  the  high  operation.  Williams' 
states  that  a well-sutured  wound  followed 
by  an  afebrile  puerperium  leaves  a strong 
scar  which  will  be  safe  in  future  pregnan- 
cies and  labors.  Nevertheless,  Newell1 
states  that  four  per  cent  of  previous  sec- 
tions of  the  uterus  by  the  classical  method 
rupture  either  before  or  during  labor. 
Hillis5,  in  1925,  reported  four  cases  of  rup- 
tured uteri  following  classical  section ; these 
cases  were  brought  to  Cook  County  Hos- 
pital in  extremis,  the  rupture  having  oc- 
curred before  the  onset  of  labor.  Several 
cases  of  ruptured  uteri  after  a high  sec-' 
tion,  have  been  operated  upon  at  the  Los 
Angeles  General  Hospital  during  the  last 
two  years.  Last  March  there  was  a case 
of  rupture  in  the  fifth  month  of  gestation ; 
the  patient,  who  was  under  observation  in 
the  obstetrical  ward  at  the  time,  had  un- 
dergone two  previous  classical  sections. 
Holland"  published,  a few  years  ago,  a col- 
lection, as  complete  as  he  could  make  it, 
of  pregnancies  after  classical  cesarean  in 
England,  with  the  incident  of  rupture.  He 
reported  one  rupture  for  every  four  spon- 
taneous deliveries  following  classical  sec- 
tion. Rupture  of  the  scar  is  generally  rec- 
ognized as  a real  danger  by  German  writ- 
ers. Steinberg7,  assistant  in  the  private 
clinic  of  Dr.  Samuel  of  Cologne,  mentions 
the  collection  made  from  literature  by  E. 
Schroeder  in  1916,  in  which  he  sets  forth 
a total  of  sixty-two  ruptures  of  pregnant 
uteri  after  previous  cesarean  section.  (To 


be  sure,  twenty-five  of  these  were  trans- 
verse fundal  sections,  and  only  twenty-eight 
were  known  to  be  classical.)  This  collec- 
tion apparently  covers  a period  of  twenty 
years;  since  the  first  recorded  rupture  after 
the  appearance  of  the  modern  cesarean  as 
introduced  by  Saenger  in  1882,  was  in  1895 
— reported  by  Koblanck. 

It  is  early  to  make  positive  assertions 
about  the  low  operation  in  this  regard.  As 
Steinberg  says,  in  the  same  article,  further 
experience  must  show  whether  the  promise 
of  Baisch — that  the  scar  of  the  lower  op- 
eration will  heal  better — will  be  fulfilled. 
Steinberg  goes  on  to  say,  however,  “As  far 
as  we  can  judge  from  present  statistics,  it 
seems  to  offer  greater  safety,’’  and  he  af- 
firms that  the  regeneration  of  tissue  seems 
to  be  better  than  in  the  body  of  the  uterus. 
The  general  feeling  in  Central  Europe  and 
France  seems  to  be  that  the  result  of  the 
adoption  of  the  low  cesarean  is  being  shown 
to  be  a marked  lowering  of  the  incident  of 
rupture.  Hammerschlag"  reports  a case  to 
the  Obstetrical  and  Gynecological  Society 
of  Berlin,  where  the  dependability  of  a low 
scar  was  shown  by  its  perfect  resistance  in 
a case  of  transverse  arrest.  Brindeau"  says 
that,  after  the  transperitoneal  section,  rup- 
ture of  the  scar  is  almost  never  met. 

It  would  be  difficult  to  offer  the  solid 
foundation  of  statistics,  but  fortunately 
Wetterwald  has  set  himself  to  gathering 
thp  facts  as  completely  as  possible.  He  has 
collected  from  the  literature  of  the  world 
3600  cases  of  low  transperitoneal  section. 
He  has  been  able  to  find  ten  cases  of  rup- 
ture. an  addition  of  four  to  the  six  already 
colLcted  by  Schroeder  in  1916.  Realizing 
that  these  figures  give  no  clue  to  the  per- 
centage of  rupture,  since  it  is  impossible 
to  know  how  many  of  these  sections  were 
fohowed  by  spontaneous  deliveries.  Wetter- 
wald10  has  compiled  a report  from  the  200 
transperitoneal  sections  performed  during 
the  last  ten  years  at  the  Canton  Hospital 
of  St.  Gall,  Switzerland — Dr.  Paul  Jung, 
chief.  There  were  forty  subsequent  deliv- 
eries per  vias  naturales  (of  which  thirty- 
four  fulfilled  the  Sellheim  reouirement  of 
being  entirely  spontaneous),  with  one  rup- 
ture. H.  Huber"  reported,  in  1924,  twenty- 
eight  subsequent  deliveries  per  vias  natur- 
ales from  the  two  Walthard  clinics,  with- 
out any  rupture,  together  with  twentv- 
tbree  repeated  transperitoneals.  He  savs 
of  the  latter,  “In  the  majority  of  cases  the 
scar  was  practically  invisible.” 

In  addition  to  the  reduction  of  these  two 
grave  risks,  there  are  other  advantages  to 
commend  the  operation  to  surgeons.  The 
peritoneal  adhesions  to  be  found  in  almost 
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fifty  per  cent  of  the  classical  sections,  are 
practically  absent.  The  immediate  post-op- 
erative gastric  and  intestinal  disturbanc- 
es are  reduced  to  a minimum,  as  the 
intestines  are  rarely  seen  and  there- 
fore, rarely  traumatized.  Post-opera- 
tive shock  is  remarkably  absent ; this, 
too,  is  due  to  lessened  traumatization  of 
the  peritoneal  cavity.  The  immediate  hem- 
orrhage is  less,  because  the  lower  zone  is 
less  vascular  than  the  upper  zone — the 
musculature  is  thinner  and  it  is,  according- 
ly, easier  to  control  the  spurting  sinuses 
with  pressure  at  the  edge  of  the  incision. 
Placenta  previa  is  handled  with  ease,  be- 
cause the  uterine  incision  is  over  the  site 
of  bleeding. 

The  introduction  of  the  local  infiltration 
anesthesia  has  reduced  the  pulmonary  com- 
plications which  were  incident  to  the  ether 
anesthesia.  In  De  Lee’s”  clinic  the  mor- 
bidity has  been  reduced  from  forty  plus  to 
twenty  per  cent  since  the  introduction  of 
local  anesthesia. 

The  anesthesia  is,  however,  a matter  of 
choice.  De  Lee18  has  adonted  the  local  infil- 
tration method ; he  infiltrates  each  layer 
as;  encountered,  using  one-half  of  one  per 
cent  novocain.  The  success  of  this  method 
is  confirmed  by  the  renorts  that  have  ap- 
peared from  De  Lee  and  his  associates.  The 
author,  since  his  return  from  the  clinic,  has 
performed  all  sections  except  two  under 
the  local  method.  These  two  were  per- 
formed in  a hospital  where  an  expert  in 
ethylene  is  emploved,  and  the  author  is 
frank  to  state  that  the  post-operative  con- 
valescence compared  very  favorablv  with 
that  of  the  others.  Regardless  of  anes- 
thesia. the  technic  of  the  operation  is  es- 
sentiallv  the  same,  and  the  same  careful 
dissection  and  handling  of  tissue  should  be 
observed  whether  the  patient  is  awake  or 
asleep. 

The  patient  is  prepared  as  for  any 
laoarotomv.  The  preparation  of  the  lower 
abdomen  must  be  carried  to  the  upper  end 
of  the  vulvar  crease.  The  patient  must  be 
catheterized  before  the  operation,  and  the 
catheter  clamped  and  left  in  place.  The 
abdomen  is  opened  fn  the  mid-line;  the  in- 
cision should  extend  from  the  upper  border 
of  the  symphysis  pubis  upward  from 
twelve  to  fourteen  centimeters. 

After  the  abdomen  is  opened,  the  edge  of 
the  parietal  peritoneum  is  sutured  to  the 
edge  of  the  subcutaneous  fascia  at  four 
points:  at  the  upper  and  lower  angles,  and 
in  the  middle  of  the  incision  on  each  side. 

The  lower  segment  will  now  be  exposed. 
The  upper  limit  is  marked  by  a slight  fold- 
ing of  the  peritoneum,  which  gives  the  ap- 


pearance of  a transverse  seam,  and  which 
De  Lee  has  named  the  gray  seam.  This 
marks  the  point  of  the  contraction  ring, 
and  its  location  in  reference  to  the  expos- 
ing wound  depends  on  the  length  of  the 
lower  segment.  The  longer  the  parturient 
has  been  in  labor,  and  the  more  dilatation 
has  progressed,  the  greater  is  the  length 
of  the  lower  segment. 

Above  the  gray  seam  the  upper  or  con- 
tractile portion,  the  body  of  the  uterus,  ap- 
pears, reddish  in  color,  and  with  the  vis- 
ceral peritoneum  so  firmly  attached  that 
no  amount  of  endeavor  can  strip  it  off. 
There  is  no  fascial  layer. 

Below  the  contraction  ring,  or  gray  seam, 
is  the  lower  zone,  or  the  so-called  lower 
uterine  segment.  The  peritoneum  is  loose- 
ly attached,  and  may  be  picked  up  in  folds 
like  the  skin  of  a cat.  The  fascia  is  well- 
developed,  and,  as  it  covers  the  uterine 
muscle,  it  gives  a grayish-white  appear- 
ance to  the  lower  zone.  The  peritoneum, 
traced  downward,  is  reflected  over  the  blad- 
der at  the  utero-vesical  fold.  The  distance 
between  these  two  points  is  about  six  to 
ten  centimeters. 

The  peritoneum  over  the  lower  uterine 
segment  is  now  incised  transversely  about 
three  or  four  centimeters  below  the  gray 
seam.  This  transverse  incision  is  carried 
laterally  on  each  side  about  six  centimeters. 
Care  must  be  taken  that  the  incision  is  not 
deep  enough  to  encounter  the  fascial  layer, 
as  the  line  of  cleavage  is  above  this  layer 
in  the  sub-peritoneal  tissue.  If  the  fascial 
layer  is  disturbed,  bleeding  will  be  profuse, 
and  technical  difficulties  will  be  created. 

The  two  flaps  are  now  made.  The  lower 
is  dissected  downward  by  the  point  of  the 
finger,  and,  with  the  flap  of  the  bladder, 
is  dissected  from  its  uternie  attachment. 
The  upper  flap  is  made  in  the  same  man- 
ner, except  that  greater  care  must  be  exer- 
cised, as  the  flap  becomes  very  adherent 
at  the  gray  seam  and  consequently  may  be 
“buttonholed.”  The  tip  of  the  lower  flap 
is  sutured  temporarily  to  the  lower  angles 
of  the  incision.  This  step  prevents  injury 
during  the  extraction  of  the  fetus. 

The  lower  segment  is  now  exposed,  and 
the  uterus  is  ready  for  incision.  Two  Allis 
forceps  are  applied  to  the  upper  and  lower 
end  of  the  limits  of  the  contemplated  in- 
cision. The  lower  forceps  are  well  down 
behind  the  posterior  surface  of  the  sym- 
physis ; the  upper  are  about  one  centimeter 
below  the  contraction  ring.  The  length  of 
the  uterine  incision  is  about  ten  to  twelve 
centimeters  long. 

The  uterus  is  punctured  at  the  top  of 
the  contemplated  incision.  If  the  “bag  of 
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waters”  is  still  intact,  it  is  ruptured,  and 
the  spill  is  cared  for  by  a suction  pump. 
After  the  uterus  has  been  drained,  it  is 
incised  by  one  of  two  methods:  either  by 
slipping  a modified  tonsil  knife  through 
the  incision,  bringing  the  point  out  below, 
and  then,  by  a sawing  motion,  opening  the 
uterus  the  required  length,  or,  better,  by 
cutting  with  bandage  scissors.  Should 
bleeding  from  the  edge  of  the  wound  be- 
come troublesome,  the  assistant  should 
grasp  the  edge  of  the  wound  with  Allis 
forceps  spaced  about  two  centimeters  apart, 
removing  them  before  the  baby  is  deliv- 
ered. 

The  delivery  of  the  child  follows.  The 
face  is  sought  for  with  the  hand,  and  the 
finger  is  inserted  into  the  baby’s  mouth. 
The  face  is  then,  rotated  into  the  wound, 
so  that  it  is  the  presenting  part.  The  as- 
sistant then  replaces  the  operator’s  finger 
with  his  own,  and  steadies  the  head  while 
the  operator  applies  a pair  of  obstetrical 
forceps.  De  Lee  has  modified  a pair  of 
Simpson  forceps  by  exaggerating  the 
cephalic  curve  so  that  a better  grasp  of  the 
head  can  be  secured.  When  the  infiltra- 
tion method  is  being  used,  the  occiput  may 
be  rotated  into  the  wound,  in  the  case  of 
occiput  anterior  positions.  The  forceps  are 
then  applied  in  the  same  manner  as  when 
used  to  deliver  the  head  from  below. 

Pituitrin  is  given  as  soon  as  the  child  has 
been  delivered. 

While  the  assistant  is  clamping  the  cord, 
the  surgeon  grasps  the  edges  of  the  uterine 
wound  with  Allis  forceps,  peeling  the  mem- 
branes back  from  the  edge  as  each  forcep 
is  placed.  This  step  prevents  bleeding  from 
the  sinuses  in  the  wound. 

The  placenta,  if  not  expelled  spontane- 
ously within  five  minutes,  may  be  removed 
manually.  The  uterus  is  sponged  out  sev- 
eral times,  and  then  packed  with  about  four 
yards  of  gauze  about  two  inches  wide  and 
several  layers  thick.  The  packing  mini- 
mizes the  bleeding  from  the  fundus.  The 
free  end  of  the  gauze  is  now  sutured  to  a 
metal  shuttle  which  is  pushed  through  the 
cervix  into  the  vagina,  carrying  the  gauze 
with  it. 

The  uterus  is  now  ready  for  closure. 
Number  two  chromic  gut  is  used  to  make 
a continuous  suture  down  to,  but  not 
through,  the  mucosa.  As  the  suture  is 
placed,  the  Allis  forceps  are  removed.  The 
wound  should  be  kept  free  of  blood  during 
the  suturing.  The  next  layer  may  be  either 
interrupted  or  continuous.  The  third  and 
last  layer  approximates  the  fascia.  This 
suturing  is  the  most  important  step,  and  is 
stressed  by  De  Lee,  as  it  unites  that  im- 


portant structure,  the  fascia,  which  we  be- 
lieve renders  the  lower  segment  practically 
rupture-proof. 

After  the  uterus  is  closed,  particular  at- 
tention is  given  to  the  denuded  area  over 
which  the  peritoneal  flaps  are  to  be  su- 
tured. Hemostasis  must  be  absolute,  as 
any  bleeding  here  will  lead  to  the  forma- 
tion of  hematomata  under  the  bladder,  with 
subsequent  infection  and  suppuration. 

The  lower  flap  is  now  sutured  to  the  up- 
per with  plain  gut.  The  parts  are  now  re- 
stored to  their  original  anatomical  relation. 

Should  an  indication  for  hysterectomy 
appear,  the  lower  flap  may  be  used  to  cover 
the  stump  of  the  cervix. 

Post-operative  treatment  cannot  be  dis- 
cussed here,  except  to  say  that  the  uter- 
ine tamponade  is  removed  about  eig|ht 
hours  after  the  operation.  The  catheter  is 
removed  at  once,  and  the  color  of  the  urine 
is  noted.  If  it  is  clear,  it  is  concluded  that 
no  bladder  injury  has  occurred. 

The  time  required  for  this  operation  is 
somewhat  more  than  that  for  a classical 
section;  but  this  is  in  no  way  a valid  ob- 
jection to  the  procedure. 
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DISCUSSION 

DR.  JOSEPH  M.  GREER,  Mesa,  Ariz.  (opening)  : 
Over  a period  of  twenty  years  I have  been  doing  the 
classical  cesarian  operation.  In  my  last  fifty-seven 
cases  I have  used  the  operation  just  described  to  you, 
with  no  material  mortality  and  no  fetal  mortality. 

How  does  that  sound? 

I wish  I could  make  some  such  statement,  but,  as 
a matter  of  fact,  I have  not  practiced  twenty  years, 
and  my  last  fifty-seven  cases  have  not  yet  been  done. 
I must  confess  that  I have  not  done  this  operation 
at  all,  so  you  will  see  that  I am  entirely  incompetent 
to  discuss  this  paper.  I might  use  the  time  in  prais- 
ing this  very  praiseworthy  paper,  extending  con- 
gratulations and  in  expression  of  appreciation  of  the 
privilege)  of  having  heard  it.  Having  admitted  my 
unworthiness',  if  time  is  still  allowed  me,  I will  out- 
line a few  of  the  shortcomings  of  the  classical  cesa- 
rian operation  and  some  of  the  advantages  to  be 
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gained  from  the  procedure  described,  which  is  the 
operation  of  the  future.  De  Lee  once  said  that  ‘we 
are  quite  satisfied  with  a mortality  of  two  per  cent’, 
but  there  was  a desire  on  the  part  of  the  profession 
for  something  better  and  that  may  be  the  reason 
that  this  operation,  which  is'  very  logical,  was  orig- 
inated. The.  shortcomings  of  the  original  operation 
are  shock,  hemorrhage,  late  peritonitis,  and  rupture 
in  subsequent  pregnancies.  Many  attempts  have 
been  made  to  overcome  this  peritonitis,  which  spreads 
from  the  uterus  at  the  time  of  the  operation  by  leak- 
age through  the  lacerated  tissues.  Since  sepsis  is 
a relative  affair  and  there'  is  always  some  infection 
a short  time  after  delivery,  it  is  easily  understood 
how  there  is  leakage  and  peritonitis.  Where  the 
wound  in  the  uterus  is  not  very  tight,  we  may  have 
rupture.  Many  things  have  been  done  to  obviate 
this,  from  suturing  the  uterus  to  the  abdominal  wall 
to  removal  of  the  uterus,  etc.  There  are  many  ad- 
vantages to  the  low  cesarian  section  which  appeal 
to  us:  (1)  incision  in  the  part  of  the  peritoneal  cav- 
ity which  is  most  resistant  to  bacterial  invasion;  (2) 
no  adhesions  and  elimination  of  intestinal  obstruc- 
tion, which  is  one  of  the  disadvantages  of  the  classi- 
cal operation;  (3)  cervical  area  stands  infection  bet- 
ter; (4)  as  stated,  there  is  less  hemorrhage  and  shock 
and  a less  stormy  convalescence;  (5)  suture  of  the 
cervical  wound  is  easier,  on  account  of  its  location 
and  difference  in  tissue;  (6)  the  peritoneum  is 
denser  and  much  more  easily  handled;  (7)  healing 
of  the  wound  is  better;  as  Dr.  Smith  says,  “splinting 
the  abdomen”  is  accomplished  by  the  anatomical  lo- 
cation of  the  wound;  it  is  not  in  the  fundus  where  it 
is  wabbling  all  around.  The  test  of  labor  may  be 
given  in  these  cases;  after  the  stormy  convalescence 
of  the  clasis'cal  operation,  the  woman  hesitates  about 
further  pregnancies;  but  after  one  of  these  opera- 
tions she  does  not  hesitate  so  much.  Not  so  many 
cesarian  sections  will  be  done,  because  the  test  of 
labor  can  be  given,  and  many  will  deliver  without 
cesarian;  then  if  we  do  have  to  perform  the  cesarian 
the  danger  line  will  be  pushed  back,  because  of  these 
various  advantages'. 

DR.  A.  J.  McINTYRE,  Phoenix,  Ariz.:  It  is  a 
well-known  fact  that  infection  in  the  peritoneal  cav- 
ity can  be  pretty  well  taken  care  of,  if  the  source  is 
removed.  For  eight  or  ten  days  after  emptying  the 
uterus  there  is  a constant  contraction  and  relaxation 
of  the  muscular  fibres,  so  that  there  is  a constant 
drag  and  pull  on  the  sutures,  and  any  tuture  will  rup- 
ture more  or  less;  even  silver  wire  sutures'  have 
been  known  to  rupture  in  the  muscle  of  the  uterus 
after  cesarian.  Since  the  uterus,  during-  that  first 
one  or  two  weeks  may  be  anywhere  in  the  abdominal 
cavity,  under  the  liver  or  deep  in  the  pelvis,  constant 
excretion  is  taking  place  through  the  uterine  wall 
and  disseminating  infection  through  the  peritoneum. 
If  the  incision  can  be  made  low  down  and  the  area 
kept  entirely  outside  the  peritoneum,  it  does  not  mat- 
ter how  much  infection  takes  place.  If  we  should 
have  an  accident  in  delivery  and  the  head  should 
tear  through  the  external  os,  it  does  not  make  any 
great  difference,  as  the  infection  will  be  outside  the 
peritoneum.  If  abscess  forms,  it  can  easily  be 
drained  by  puncture  through  the  anterior  culdesac, 
or  through  the  space  of  Retzius,  keeping  the  infec- 
tion from  the  abdominal  cavity.  I think  Dr.  Pierce 
told  me  there  have  been  no  instances  of  rupture  in 
this  country  following  this  operation,  although  about 
ten  have  been  reported  from  abroad.  One  of  the 
chief  points  should  be  kept  in  mind — to  carry  the  in- 
cision low  enough  down  against  the  pubic  bone;  every 
half  inch  in  this'  space  makes  a great  difference. 

I wish  to  thank  Dr.  Pierce  for  bringing  this  most 
excellent  paper  and  giving  us  a chance  to  profit  from 
his  experience.  > 

DR.  R.  D.  KENNEDY,  Globe,  Ariz.:  Four  years 

ago  I visited  Poliak’s  clinic  and  saw  the  pathological 


specimen  from  a woman  who  had  died  of  septicemia 
after  cesarian  section.  The  interesting  thing  was 
that  the  specimen  showed  the  anterior  wall  of  the 
uterus  around  the  incision  had  sloughed  but  the 
peritoneal  suturing  had  prevented  the  infection  from 
extending  into  the  peritoneal  cavity,  and  the  patient 
had  no  peritonitis.  It  was  very  strong  evidence  to 
me  that  this  operation  has  great  value,  if  for  no 
other  reason  than  that.  In  our  small  communities 
we  do  not  have  many  of  these  cases,  and  the  ques- 
tion of  infection  is  of  great]  importance;  we  do  not 
know  how  many  times  they  have  been  examined  or 
how  carefully,  so  this  operation  is  much  safer1  than 
the  classical  cesarian  in  these  cases.  I also  saw 
Poliak  using  iodoform  gauze;  we  know:  iodoform  is 
an  inhibitor  of  colon  bacillus  infection  and,  as  many 
of  these  cases  have  slight  colon  bacillus  infection, 
there  is  some  advantage  in  iodoform  gauze. 

DR.  A.  C.  CARLSON,  Jerome,  Ariz.: 'Dr.  Pierce 
places  the  patient  in  the  Trendelenburg  position;  it 
is  a slow  operation,  and  I am  wondering  as  to  the 
degree  of  discomfort  to  the  patient  in  that  position 
for  so  long  a time. 

DR.  C.  A.  THOMAS,  Tucson,  Ariz.:  I am  glad  the 
doctor  brought  this  paper;  it  is  most  instructive  and 
I wish  to  thank  him.  I am  glad  we  are  getting  fool- 
proof operations  for  cesarian  section,  because  there 
are  more  fools  doing  cesarian  section  than  any  other 
operation  I know  of;  men  without  the  slightest  ex- 
perience will  undertake  to  do  the  cesarian  operation. 
It  is  too  serious  a thing  for  me  to  do  lightly.  At 
the  larger  clinics  where  the  cases  repeat,  if  the  his- 
tory shows  temperature  during  the  puerperium, 
they  are  slated  for  a repetition  of  their  former  op- 
eration ; where  they  do  not  know,  they  take  no  chanG- 
es,  but  take  it  for  granted  that  the  patient  did  have 
temperature  before  and  is,  therefore,  more  liable  to 
rupture  the  uterus  in  the  following  operation.  This 
paper  gives  us  a new  idea  and  a much  safer  opera- 
tion. 

DR.  C.  E.  IRWIN,  Miami,  Ariz.:  I should  like  to 
have  Dr.  Pierce  compare  the  value  of  local  infiltra- 
tion as  against  spinal  or  sacral  anesthesia  in  these 
cases. 

DR  CHARLES  S.  VIVIAN,  Phoenix,  Ariz.:  1 

should  like  to  have  it  go  on  record  at  this  time, 
that  my  associate,  Dr.  E.  Payne  Palmer  of  Phoe- 
nix, has  performed  three  of  these  low  cesarian 
sections  and  I presume  he  is  the  first  to  do  it 
in  Arizona. 

DR.  STERLING  N.  PIERCE,  Los  Angeles,  (clos- 
ing): In  regard  to  the  Trendelenburg  position- 

some  men  put  the  patient  right  down,  but  it  is 
not  necessary,  particularly  in  local  anesthesia;  it 
is  a modified  Trendelenburg.  As  to  the  anes- 
thesia: the  Germans  work  a lot  under  spinal.  1 
reviewed  thirty  papers  in  French  and  German, 
and  many  of  their  operations  were  done  under 
spinal.  We  have  not  attempted  that  in  the  Los 
Angeles  General,  because  we  got  into  the  papers 
once  or  twice.  We  had  one  under  spinal  and  the 
blood  pressure  fell  way  down,  which  the  chief  of 
the  service  said  was  due  to  the  spinal.  - There 
are  doubtless  indications  and  places  for  it.  Dr. 
Thomas  spoke  of  desiring  a fool-proof  operation; 
this  is  nearly  that  in  the  hands  of  competent  sur- 
geons. Poliak’s  case  mentioned  was  what  led  him 
to  investigate  this  low  cesarian  operation.  With 
regard  to  bladder  tears:  there  were  none  in  tnis 
series,  but  one  of  my  associates  in  Los  Angeles 
who  works  with  me  tore  the  bladder  in  one  of  his 
operations.  If  you  get  a bladder  tear,  sew  it  up; 
they  get  on  all  right.  I wish  to  thank  Dr.  Vivian 
and  members  of  the  Association  for  this  meeting 
and  the  privilege  of  appearing  before  you. 
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LUPUS  VULGARIS 

REPORT  OF  CASE  ORIGINATING  IN  ARIZONA 
WITH  PRESENTATION  OF  PATIENT 

NELSON  D.  BRAYTON,  M.  D. 

Miami,  Arizona. 

Read  before  the  Thirty-sixth  Annual  Meeting  of 
the  Arizona  State  Medical  Association,  held  in  Yuma, 
Arizona,  April  21  to  23,  1927. 

Lupus  vulgaris  may  be  defined  as  a path- 
ologic process  destructive  to  the  skin  and 
mucous  membranes,  and  which  manifests 
itself  in  the  production  of  cutaneous  le- 
sions which,  by  resorption,  metamorphosis 
or  ulceration,  may  be  productive  of  atrophy, 
scarring  or  grave  local  injury,  or,  in  some 
cases,  be  the  point  of  origin  of  generalized 
tuberculosis. 

Historically,  it  is  one  of  the  oldest  and, 
when  fully  developed,  one  of  the  best  recog- 
nized of  skin  afflictions.  The  literature  of 
dermatology  abounds  in  descriptions  and 
pictures  of  this  malady  and  a prominence 
far  beyond  its  frequency  (three  cases  in  a 
thousand)  is  accorded  it  on  account  of  the 
spectacular  character  of  its  multiform  le- 
sions, its  obstinate  chronicity,  its  rebel- 
liousness to  treatment,  and  its  speculative 
etiology.  It  enmeshes  in  its  history  the 
name  of  every  dermatologist  from  Hutchi- 
son of  London,  the  all-time  dramatist  of 
skin  diseases;  from  Kaposi  of  Vienna,  who 
first  exploited  its  manifold  cutaneous  ex- 
plosions; from  Unna  of  Hamburg,  who  next 
exploited  its  pathological  manifestations, 
down  to  those  of  our  present  day  scientists 
who  are  still  attempting  the  establishment 
of  its  absolutely  definite  mechanical  causa- 
tion. 

SYMPTOMATOLOGY 

• The  most  common  site  for  the  manifesta- 
tion of  this  malady  is  the  face,  especially 
the  region  of  the  nose.  Other  surfaces 
may  be  invaded,  either  conjointly  or  inde- 
pendently. The  disease  generally  begins 
with  the  development  of  several  pin-head 
to  small  pea-sized  deep  seated  brownish- 
red  or  yellowish  macules  (these  may  simu- 
late in  color  and  distribution  lupus  erythe- 
matosus), or  the  small  discrete  infiltra- 
tions of  tubercles,  which  always  have  their 
origin  in  the  corium  and  are  softer  and 
looser  than  normal  tissue.  Slowly  and  in- 
sidiously the  disease  progresses ; new  le- 
sions appear  at  bordering  or  neighboring 
and  dissociated  parts.  Thus  a patch  is 
formed  composed  of  the  crowded  aggregat- 
ed tubercles.  These  earlier  nodules,  or  in- 
filtrated points,  having  attained  a certain 
size,  generally  the  size  of  a small  pea,  they 
remain  stationary  for  a time,  at  least,  and 
then,  sooner  or  later  exhibit  their  retro- 
gressive characteristics  of  resorption,  dis- 
integration, destruction,  and  ulceration 


with  scarring,  pigmentation  or  atrophy. 
The  length  of  time  required  for  this  pro- 
cess varies.  It  requires  more  time  than 
syphilis  or  carcinoma  in  its  evolution,  and, 
in  more  ways  than  one,  resembles  the  meta- 
morphosis of  lepra  anaesthetica.  Its  span 
of  life  may  engage  the  attention  of  its  own- 
er for  a quarter  of  a century  and,  in  all 
that  period,  exhibit  slight  though  constant 
activity. 

Crust  formation  may  occur  within  the 
boundaries  of  the  formation  and  later,  as 
the  patch  increases  in  size,  cicatricial  tissue 
forms  in  the  center.  The  patches  may 
spread  by  the  appearance  of  new  papules 
or  tubercles  at  the  peripheral  portion  and 
often  by  entirely  new  and  dissociated  islets 
lying  entirely  outside  the  borders. 

In  the  completely  developed  cases  of 
lupus,  the  ulcerative  tendency  is  always  ob- 
served. The  involution  of  the  lupoma  is 
accompanied  with  typical  apple-butter  col- 
ored appearance  in  the  more  recent  papules 
and  tubercles ; later,  crusting  occurs  and 
the  metamorphosis  of  the  lupus  patches 
furnishes  scales,  whitish,  dirty,  yellowish- 
brown,  or  glistening,  and  cicatrizing  tis- 
sue. Ulcers,  with  pus  formation,  may  oc- 
cur and  the  accompanying  tissue  destruc- 
tion be  very  considerable  and  disfiguring; 
even  the  loss  of  an  ear  or  nose  may  occur. 

So  the  disease  continues,  distinguishing 
itself  with  remarkable  indolence  and  chron- 
icity. Nodules  may  remain  for  months  or 
years  without  increasing  in  size  or  under- 
going regressive  changes.  Ultimately  retro- 
gressive changes  do  occur.  When  the  patch- 
es are  small  and  circumscribed,  the  prog- 
nosis is  favorable.  When  they  are  exten- 
sive, they  may  be  incurable.  The  prognosis 
depends  upon  the  age  of  the  patient,  the 
resistance  of  the  individual,  the  extent, 
form  and  duration  of  the  disease. 

PATHOLOGY 

The  pathologic  histology  of  lupus  vul- 
garis is,  in  the  main,  that  of  any  infectious 
granulomata.  The  giant-cells,  with  their 
peripherally  arranged  nuclei,  are  ever  pres- 
ent. They  are  found  deep  in  the  corium 
surrounded  with  epithelial  cells  and  pro- 
fusely mixed  with  small  round  cells  en- 
meshed with  enlarged  capillaries  and  lymph- 
channels.  These  form  the  lupoid  papule 
and,  as  it  enlarges,  it  stretches  the  epi- 
thelium above  and  there  supervenes  the  dis- 
tinctive “apple-jelly”  colorization  and  the 
characteristic  nodule.  No  one  feature  of 
lupoid  pathology  is  pathognomonic  except 
the  finding  of  the  tubercle  bacillus,  always 
rare  and  laboriously  difficult  of  discovery. 

The  next  stage  of  the  history  of  the  lu- 
pus nodules  is  the  degeneration  of  the  new- 
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ly  formed  cells  and.  their  surrounding  fi- 
brous tissue.  Center  cells,  being  oldest,  are 
first  affected,  their  protoplasm  becoming- 
homogenous,  and  characterized  by  tinctorial 
changes  (a  lessened  affinity  for  basic  dyes) 
in  the  affected  elements.  The  necrotic  de- 
generation, on  account  of  lessened  toxic  in- 
fluence due  to  the  very  small  numbers  of 
tubercle  bacilli,  is  a matter  of  slow  pro- 
gression. When  the  lesion  finally  reaches 
the  epidermis  and  breaks  through,  sec- 
ondary infection,  generally  staphylococcic, 
occurs  with  accompanying  production  of  pus 
tissues,  scales,  scabs  and  crusts. 

Further,  depending  upon  the  severity  of 
these  pathologic  reactions,  we  have  the  dif- 
ferent varieteis  of  the  disease  such  as  lu- 
pus sclerosus,  lupus  hypertrophicus,  lupus 
verrucosus,  lupus  papilliomatosus,  lupus  ex- 
foliativus,  or  lupus  serpiginosus.  Also, 
there  may  be  a rare  form  of  lupus  vulgaris, 
sclerosus  erythematoides,  which  closely  re- 
sembles and  simulates  lupus  erythematosus, 
and  which  the  patient  exhibited  here  to- 
day closely  simulated  in  the  early  stage  of 
her  disease. 

Mention  should  be  made  that,  by  some 
dermatologists,  lupus  has  been  considered 
a reflex  dermatologic  neurosis  due  to  a tox- 
in (probably  tubercular)  generated  as  the 
causative  agent  in  some  remote  part  of  the 
body. 

DIAGNOSIS 

The  diseases  most  apt  to  be  confounded 
with  lupus  vulgaris  are  tubercular  syphilis, 
lupus  erythematosus,  epithelioma  and  lep- 
rosy. The  first-named  disease  may  often 
closely  simulate  lupus.  Its  differentiation 
rests  in  the  history  of  a rapid  course  of  the 
disease;  the  concomitant  signs  of  syphilis; 
the  firm  ulcers;  the  Wassermann  and  ther- 
apeutic tests.  Epithelioma  begins  later  in 
life  and  its  ulcerative  process  is  always  at- 
tended with  central  ulceration  which  is  sur- 
rounded with  the  hard,  raised,  pearly,  waxy 
border.  Lepra  presents  a more  generalized 
eruption,  usually  with  the  anesthesias,  and 
bacteriologic  tests  will  show  myriads  of  the 
leprae  bacilli. 

TREATMENT 

Treatment  is  both  general  and  local.  A 
rational  treatment  would  keep  in  view  at  all 
times  a supervision  of  the  patient’s  general 
health,  together  with  local  measures  hav- 
ing as  their  objective  the  destruction  or  re- 
moval of  the  diseased  tissue.  Hygienic 
measures,  such  as  nutritious  diet,  fresh  air, 
exercise,  and  the  ordinary  anti-tubercular 
regimen,  should  be  employed  by  the  medi- 
cal counselor.  Tuberculin,  tonics  of  cod- 
liver  oil,  or  iron  cacodylate,  should  engage 
the  attention  of  the  physician  in  the  severe 


cases  associated  with  active  tubercular  re- 
actions. Locally,  heliotheraphy  should  re- 
ceive primary  consideration.  The  applica- 
tion of  direct  sunlight  is  of  primary  im- 
portance. Not  only  should  sunlight  be  used 
upon  the  diseased  area  but  body  baths 
should  be  given  after  the  manner  of  Rollier 
of  Switzerland,  or  as  Watson  and  others  of 
our  Arizona  profession  are  so  admirably 
doing  in  Tucson,  Prescott,  Phoenix  and 
Yuma. 

In  the  absence  of  direct  sunlight,  the 
actinic  therapy,  first  made  prominent  by 
Finsen  of  Denmark,  should  be  employed. 
X-rays  have  failed  to  be  of  the  service  ex- 
pected of  them  and  radium  is  too  disfigur- 
ing to  be  considered. 

Scarification,  galvanocautery  and  curet- 
ting are  useful  in  their  particular  spheres 
of  necessity  but,  like  radium,  are  often  dis- 
figuring. 

Among  medicinal  measures,  the  sheet- 
anchor  is,  of  course,  salicylic  acid  mixed 
with  some  caustic  base  such  as  pyrogallic 
acid,  arsenious  acid  or  chloride  of  zinc. 
Here,  again,  the  desideratum  is  the  destruc- 
tion of  the  lupus  tissue  with  as  little  re- 
sultant scarring  as  possible. 

A brief  history  of  the  case  herewith  pre- 
sented the  Society  will  now  be  given: 

Patient:  Mrs.  G.  0.,  age  38  years,  married,  no 
children,  native  of  Colorado  and  at  all  times  has 
lived  in  western  states.  Has  resided  in  Arizona  for 
last  seventeen  years. 

On  May  10th  of  last  year  she  noticed  a small 
pimple  and  scale  on  left  side  of  nose;  a 'few  days 
later  a group  of  pimples  with  scales  appeared  on  the 
opposite  side  of  nose.  From  time  to  time,  various 
blotches  or  groups  of  pimples  of  small  size  appear- 
ed on  nose  and  contiguous  areas  of  face.  One  group 
which  appeared  under  outer  angle  of  left  eye  has 
entirely  disappeared.  The  primary  appearance  of 
lesions  when  first  seen  by  writer  in  August  sug- 
gested lupus  erythematosus  more  than  lupus  vul- 
garis. 

By  December,  characteristic  papules  of  lupus  vul- 
garis were  more  in  evidence.  In  January,  a diag- 
nosis of  lupus  vulgaris  was  confirmed  by  Dr.  T.  T. 
Clohessy  of  Phoenix. 

Pathological  exclusion  of  syphilis  as  a possible  di- 
agnosis of  her  case  has  been  made  by  the  blood  tests 
performed  in  laboratories  both  in  Phoenix  and  in  Los 
Angeles.  X-ray  pictures  of  her  chest  are  positive  as 
regards  latent  tuberculosis.  She  responds  to 
tuberculin  skin  tests.  She  is  negative  as  regards  heart, 
liver,  or  kidney  findings.  She  has  a history  of,  and 
still  has,  recurrent  appendiceal  attacks,  the  last  one 
occurring  one  year  ago  and  being  of  severe  charac- 
ter. Other  physical  findings  are  negative,  includ- 
ing a miscroscopic  examiation  of  tissue  from  the 
nodules. 

Mild  astringent  therapeutic  remedies  were  first 
used  and  found  valueless.  Heliotherapy  was  re- 
sorted to  in  September,  direct  sunlight  being  the 
agency  employed.  Under  its  use,  patches  of  papules 
have  come  and  gone  and  but  little  scarring  has  been 
left  to  mark  their  wake. 

Aside  from  sunlight  the  patient  now  uses  but  one 
other  therapeutic  measure.  Several  times  a day  she 
applies  gasoline  to  all  lupid  tissue.  It  may  be  of 


AUGUST,  1927 


359 


interest  to  know  that  this  use  of  gasoline  is  her 
own  idea  and  it  is  cheerfully  admitted  by  her  phy- 
sician that,  in  conjunction  with  the  use  of  meas- 
ured sunshine,  it  seems  to  be  very  efficacious  in 
holding  her  lupus  in  subjection. 

The  following  report  of  x-ray  findings  of  her 
chest  is'  furnished  by  the  Pathological  Laboratory  of 
Phoenix  and  is  added  for  the  benefit  of  the  record: 

Reporting  on  the  film  of  Mrs.  0.  brought  to  the 
laboratory  today,  this  radiograph  shows,  on  the 
right,  moderate  accentuation  of  hilus  densities,  some 
striation  into  the  base  and  a slight  irregular  fib- 
rous infiltration  in  the  upper  lobe,  near  the  margin 
of  the  mediastinal  shadow,  but  not  extending  to  the 
periphery  of  the  lung. 

On  the  left,  the  hilus  density  is  similar  in  charac- 
ter and  extent,  with  slight  fibrous  striation  at  the 
first  inter-space  level  and  an  area  of  more  recent 
infiltration  at  the  second  interspace.  This  extends 
well  to  the  periphery  of  the  lung  and  may  represent 
an  active  parenchymatous  lesion. 

DISCUSSION 

DR.  T.  T.  CLOHESSY,  Phoenix,  Ariz.  (opening)  : 
Ii  believe  this  case  is  an  example  of  that  very  rare 
condition,  or  combination  of  conditions,  designated 
by  Leloir,  of  France,  as  lupus  vulgaris  sclerosus 
erythematoids,  and  by  his  fellow  countryman  Bes- 
nier,  as  lupus  erythemato-tuberculeoux. 

Now,  Leloir  evidently  considered  it  as  originating 
as  an  ordinary  lupus  vulgaris  by  the  local  implanta- 
tion of  tubercle  bacilli,  their  growth  and  develop- 
ment, and  the  evolution  of  the  resulting  reactionary 
lesions  into  a sclerosed  condition  resembling  lupus 
erythematosus,  hence  his  qualifying  words,  “scle- 
rosus erytljematoides,”  added  to  lupus  vulgaris. 

Besnier,  on  the  other  hand,  by  his  designation 
“erythemato-tuberculeux,”  showed  that  he  consid- 
ered we  had  actually  the  two  processes  present,  a 
true  lupus  erythematosus  and  an  added  lupus  vul- 
garis. 

Now,  if  we  accept  the  prevailing  view  of  lupus 
erythematosus,  that  it  is  a toxic  erythe- 
ma, the  provocative  toxin  acting  on  the  skin  being 
derived  from  some  internal  focus  of  infection,  the 
nature  of  the  focal  infection  varying  but  being  in 
this  particular  case  tuberculous,  the  absorbed  toxin 
in  this  case  could  produce  the  lupus  erythematosus, 
and  a later  hematogenous  infection  from  the  same 
tuberculous  focus  could  give  the  added  bacillary 
growth  producing  the  lupus  vulgaris,  it  being  uni- 
versally admitted  that  lupus  vulgaris  is  the  result 
of  the  local  growth  of  tubercule  bacilli.  Or  the  re- 
verse could  be  true;  the  first  process  could  be  the 
lupus  vulgaris,  with  a later  added  lupus  erythem- 
atosus. 

Thus  could  rationally  be  explained  the  presence  of 
these  two  conditions,  as  in  this  case.  It  certainly 
looked  like  lupus  erythematosus  until  one  noticed 
the  inflammatory  papules  on  the  outskirts  of  the 
larger  erythematosus  lesion,  which  most  assuredly 
never  form  a part  of  uncomplicated  lupus  erythe- 
matosus pathology,  and  which  papules  on  closer  in- 
spection proved  to  be  lupus  vulgaris  papules,  the 
miliary  tubercles  showing  through  the  diascope  as 
the  often  mentioned  and  described  apple-butter  col- 
ored patches. 

In  order  to  thoroughly  appreciate  a lupus  vul- 
garis or  tuberculosis  verrucosa  lesion,  or  group  of 
lesions',  one  should  be  able  to  visualize  the  unit  or  es- 
sential lesion,  to  trace  its  various  phases  of  evolu- 
tion as  an  uncomplicated  lesion  and  as  affected  by 
secondary  factors,  such,  for  instance,  as  an  added 
pyogenic  factor  resulting  in  ulceration.  The  irrita- 
tion produced  by  the  prsenee  of  tubercle  bacilli  brings 
about  a new  growth  of  tubercular  tissue  within  the 
skin,  which  may  remain  for  a long  time  as  a papule, 
a nodule,  or  a more  or  less  level  area. 


This  tuberculous  tissue  may  find  its  way  to  the 
surface  and  may  be  thrown  off  in  a more  or  less  dry 
condition — exfoliated,  as  it  is  called. 

It  may  be  affected  by  fatty  degeneration,  be  ab- 
sorbed and  result  in  scar  tissue  without  previous 
ulceration,  or  it  may  gradually  slough  off  as  part 
of  an  ulcerating  process.  Or  the  lesions  may  ac- 
cumulate in  the  skin,  in  their  various  stages  of  evo- 
lution and  involution,  and  present  a combination  of 
any  or  all  these  processes,  a very  complicated  pic- 
ture resulting. 

A thorough  understanding  of  the  pathology  and 
possibilities  of  evolution  and  involution  of  the  one 
unit  lesion  is'  the  key  to  an  understanding  of  the 
multifarious  appearances  that  may  be  presented  by 
lupus  vulgaris  and  tuberculosis  verrucosa  cutis. 

DR.  VICTOR  RANDOLPH,  Phoenix,  Ariz.:  Wish 
to  emphasize  one  point  mentioned  by  Dr.  Clohessy, 
and  that  is  the  probable  existence  in  these  cases  of 
some  focus  of  infection  elsewhere;  that  is  import- 
ant to  remember,  especially  in  young  subjects.  Have 
a woman  patient,  36  years  old,  who  had  lupus  in 
childhood;  it  cleared  up  at  that  time  and  about  four 
years  ago  she  had  a recurrence,  diagnosis  being 
made  by  Dr.  Sutton.  Condition  cleared  up  again.  No 
attention  was  paid,  in  her  childhood,  to  the  pos- 
sibility of  pulmonary  infection.  At  the  present  time 
she  has  advanced  bilateral  pulmonary  tuberculosis; 
skin  condition  has  disappeared.  I believe  that,  if  suf- 
ficient attention  had  been  paid  in  her  childhood  to  the 
possibility  of  a focus  elsewhere,  she  might  have 
avoided  the  condition  she  is  now  in. 

DR.  W.  W.  WATKINS,  Phoenix,  Ariz.:  With 
regard  to  the  use  of  radiation  in  treatment  of  lupus: 
where  the  patches  are  small  and  superficial,  we  us- 
ually prefer  to  use  radium.  We  can  control  the  su- 
perficial effects  of  radium  more  easily  than  we  can 
those  of  x-ray,  and  the  amount  of  scarring  result- 
ing will  not  be  due  to  the  radium  but  to  the  healing 
of  the  lesion  itself.  We  have  treated  several  cases 
of  lupus  with  radium,  with  very  satisfactory  healing 
and  cosmetic  results.  Where  the  lupus  is  extensive 
and  involves  the  whole  thickness  of  the  skin,  radium 
is  not  advised,  as  the  scarring  effects  will  be  consid- 
erable; in  such  cases,  if  radiation  is  to  be  used  at 
all,  it  should  be  by  x-ray. 

DR.  N.  D.  BRAYTON,  Miami,  Ariz.  (closing)  : I 
wish  to  thank  Dr.  Clohessy  for  hia  classical  discus- 
sion of  this  case;  also  for  the  care  and  attention  he 
has  given  to  the  patient.  In  regard  to  Dr.  Ran- 
dolph’s statements:  physical  examination  and  x-ray 
of  the  patient  here  have  already  demonstrated 
things  that  we  little  suspected  and  that  will  be 
watched  in  the  future.  Am  glad  to  hear  Dr.  Wat- 
kins say  that  the  effects  of  radium  can  be  con- 
trolled with  good  cosmetic  results. 

Wish  to  voice  the  appreciation  of  the  association 
to  the  patient  for  her  graciousness  in  appearing  be- 
fore us. 


Koch  Cancer  Foundation.  On  September,  22  and 
23,  according  to  an  announcement  just  issued,  the 
second  annual  convention  of  the  Koch  Cancer  Foun- 
dation will  take  place  in  Chicago,  one  of  the  meetings 
being  a joint  session  with  the  American  Association 
for  Medico-Physical  Research/  The  American  As- 
sociation for  Medico-Physical  Research  was  organ- 
ized in  1911  by  the  outstanding  quack  of  the  century, 
Albert  Abrams.  It  is  stated  that  some  three  hun- 
dred physicians  will  gather  to  discuss  the  use  of  the 
Koch  remedy  in  cancer.  But  one  meeting  is  to  be  a 
joint  meeting  with  the  distinguished  members  of  the 
American  Association  for  Medico-Physical  Research. 
The  Koch  representatives  should  add  tone  to  this 
remarkable  assemblage.  (Jour.  A.  M.  A.,  July  23 
1927,  p.296). 
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BUNIONS:  DIFFERENT  TYPES, 
DIFFERENT  TREATMENT 

MAYNARD  C.  HARDING,  M.  D„  F.  A.  C.  S., 
San  Diego,  California 

Read  before  the  Thirty-Sixth  Annual  Meeting  of 
the  Arizona  State  Medical  Association,  held  in 
Arizona,  April  21  to  23,  1927. 

The  whole  subject  of  bunions  is  still  in 
much  dispute  among  surgeons  and  no  paper 
will  call  forth  more  acrimonious  discussion 
before  an  orthopedic  body  than  one  herald- 
ing the  long  expected,  but  often  postponed, 
perfect  operation.  This  can  be  well  illus- 
trated by  a personal  observation  in  the 
Section  of  Orthopedic  Surgery  of  the  Amer- 
ican Medical  Association  meeting  at  San 
Francisco  in  1915.  A splendid  paper  on 
halux  valgus  had  been  torn  to  shreds  by  a 
discussion  lasting  long  past  the  allotted 
time,  when  in  walked  Dr.  John  Ridlon,  now 
the  dean  of  American  orthopedists.  In  his 
well  known  manner  he  strode  to  the  front 
of  the  room  saying  as  he  walked: 

“Gentlemen,  I have  not  had  the  pleasure 
of  hearing  the  paper,  nor  the  advantage  of 
hearing  the  discussion,  but  I wish  to  put 
myself  on  record  as  disagreeing  with  every- 
thing that  has  been  said  here  on  the  sub- 
ject.” 

One  other  statement  was  made  at  the 
time  which  is  worth  repeating.  Someone, 
I do  not  know  who,  stated  that,  as  a 
general  practitioner  over  a period  of  thirty 
years,  he  had  noted  that  most  bunions  were 
hereditary.  His  remarks  were  greeted  with 
considerable  laughter,  but  it  happens  that 
that  was  probably  the  first  announcement 
of  what  is  now  recognized  to  be  the  truth. 

It  appears  to  me  that  the  reason  for  this 
sharp  divergence  of  opinion  lies  in  the  fact 
that  we  are  still  lumping  as  cases  of  halux 
valgus  at  least  four  distinct  entities,  which 
should  be  approached  from  as  many  dif- 
ferent operative  angles.  Of  course  not 
every  case  is  of  a pure  type,  but  each  has 
its  outstanding  characteristics  which  de- 
termine its  correct  treatment. 

Let  us  consider  them  in  detail: 

The  first  is  a true  halux  valgus.  Its 
characteristics  are  (1)  a normal  postion  of 
the  matatarsal  bones,  particularly  the  first; 
(2)  an  exostosis  on  the  inner,  or  mesial, 
side  of  the  first  metatarsal;  (3)  this  is 
usually  overlaid  by  a bursa  subject  to 
periodic  inflammation  from  pressure  or 
friction  and  covered  by  a corn — this  last 
being  Nature’s  effort  to  provide  a protec- 
tion to  the  tender  bone  underneath ; (4)  the 
great  toe  is  deflected  outward  but  not  usual- 
ly more  than  forty-five  degrees;  (5)  the 
toe  has  no  or  little  rotation.  This  type  is 
exceedingly  common  in  middle  aged  adults, 


and  may  never  cause  a symptom  unless  in- 
flamed by  a poorly  fitting  shoe. 

The  second  type  is,  strictly  speaking,  not 
a halux  ^valgus  but  a metatarsum  varum,  a 
name  given,  I believe,  by  Dr.  Truslow  of 
Brooklyn.  This  is  the  hereditary  type.  It 
is  characterized  by  a marked  inward  di- 
vergence of  the  first  metatarsal  bone  from 
the  second,  causing  a separation  of  the  two. 
This  foot  approaches  the  type  of  a hand 
with  its  off-set  thumb,  and  is  the  normal 
in  many  barefoot  races.  If  such  a person 
never  wore  shoes  he  would  have  widely 
separated  first  and  second  toes.  There  is 
the  same  exostosis,  bursa,  and  corn  as  in 
the  other  type.  The  toe  is  deflected  out- 
ward, often  making  nearly  a right  angle 
with  its  metatarsal,  and  is  apt  to  be  rotated 
so  the  inner  border  is  down.  The  im- 
portant thing  about  this  type  is  the  condi- 
tion and  position  of  the  sesamoids.  These 
little  bones,  which  are  normally  the  size  of 
a split  pea,  lie  in  the  tendons  of  the  short 
flexor  muscles,  and  play  in  two  grooves  on 
the  under  side  of  the  head  of  the  first 
matatarsal  within  the  joint.  Their  upper 
free  surfaces  are  covered  with  synovial 
membrane.  They  are,  of  course,  analagous 
to  the  patella.  In  the  type  of  bunion  under 
discussion  they  are  displaced  toward  the 
outer  border  of  the  foot.  The  mesial  sesa- 
moid then  occupies  the  groove  of  the  outer, 
while  the  outer  lies  between  the  first,  and 
second  metatarsal  heads.  After  this  con- 
dition has  lasted  some  time  and  spells  of 
inflammation  have  occurred,  one  or  both 
of  the  bones  hypertrophy,  while  the  outer 
one  often  becomes  adherent  to  the  metatar- 
sal bone.  When  this  attachment  takes 
place,  a condition  of  partial  halux  rigidus 
is  produced,  which  is  usually  painful.  The 
toe  is  then  held  constantly  in  deformity  and 
cannot  be  manually  corrected.  This  one- 
sided check-ligament  action,  pulling  always 
on  the  under  border  of  the  base  of  the  great 
toe,  I believe  to  be  the  principal  cause  of 
the  rotation  noted  above.  This  type  nearly 
always  shows,  depression  of  the  second, 
third  and  forth  metatarsal  heads  with  cal- 
luses. 

The  third  type  is  halux  valgus  with  osteo- 
arthritis. The  arthritis  may  develop  in 
either  of  the  foregoing  types,  or  the  de- 
formity and  arthritis  may  develop  together. 
Rigidity  is  apt  to  be  marked  by  extreme 
pain,  and  other  joints  of  the  foot  are  af- 
fected. Bony  outgrowths  are  a feature. 

The  fourth  type  is  halux  rigidus.  This 
is  not  usually  classed  as  a bunion,  but  it  is 
so  closely'  allied  in  pathology  that  it  really 
belongs  in  • the  discussion.  This  rigidity, 
as  stated,  may  be  due  to  adherent  sesa- 
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moids,  or  to  ostec-arthritic  exostoses  block- 
ing joint  motion.  It  is  often  due  to  trauma. 
Destruction  of  the  joint  surface  is  another 
cause.  The  condition  is  very  painful  be- 
cause of  the  great  strain  brought  to  bear 
on  the  toe  in  propelling  the  body.  The  im- 
portant thing  is  the  position  of  the  toe. 
Since  we  all  wear  heels — men,  three-fourths 
to  one  inch  and  women,  one  and  five-eighths 
to  three  inches — the  toe  must  be  able  to 
extend  at  least  forty-five  degrees  above  the 
straight  position  to  enable  us  to  stand  with 
comfort. 

If  the  foregoing  pathology  be  granted  as 
reasonably  correct,  the  question  of  treat- 
ment will  at  once  divide  itself  into  cor- 
responding groups.  Only  a small  percen- 
tage of  bunions  need  operation.  If  it  is 
possible  to  make  the  patient  comfortable 
by  proper  shoes,  corrective  devices  or  meas- 
ures to  eliminate  inflammation,  surgery 
should  not  be  considered.  But  if  relief  can- 
not thus  be  secured,  or  cosmetic  reasons 
are  important,  operation  may  be  advised. 
Inability  to  get  shoes  to  fit  the  badly  de- 
formed foot  is  also  a proper  indication. 

Perusal  of  the  recent  works  on  orthopedic 
surgery  reveals  a number  of  standard 
operations,  apparently  advised  indiscrim- 
inately for  all  types  alike.  The  principal 
ones  are  (1)  excision  of  the  exostosis  and 
a slice  of  the  head  with  or  without  tenotomy 
of  the  extensor  tendon,  (2)  cuneiform  osteo- 
tomy of  the  shaft  of  the  metatarsal  bone, 
(3)  osteotomy  of  the  base  of  the  metatarsal 
to  close  the  gap  between  the  first  and 
second  metatarsal  bones,  (4)  excision  of  the 
whole  metatarsal  head  and  interposition  of 
the  bursa — the  Mayo  operation,  (5)  removal 
of  the  sesamoids,  (6)  removal  of  the  base 
of  the  great  toe,  (7)  special  plastic  opera- 
tions of  Silver,  Truslow  and  others. 

Let  us  take  each  type  separately  and  see 
what  is  the  very  least  we  can  do  to  relieve 
the  symptoms,  for  it  is  a surgical  axiom  to 
do  the  least  possible  surgery  to  achieve  the 
desired  result. 

Type  one,  true  halux  valgus.  The  in- 
dications are  to  remove  a painful  bursa  and 
exostosis,  and  to  restore  somewhat  the 
alignment  of  the  great  toe.  A clean  di- 
agonal excision  of  the  exostosis,  including 
enough  of  the  articular  surface  to  give  a 
cosmetic  narrowing  of  the  forefoot,  with 
dissection  of  the  bursa,  if  thickened,  is 
usually  enough.  Care  should  be  taken  to 
remove  any  exostosis  lying  on  the  dorsum, 
and  to  see  that  the  toe  corrects  easily.  The 
toe  should  be  held  in  full  correction  by  a 
plaster  spica  around  the  foot  and  toe. 
This  can  be  slipped  off  like  a mitten  and  is 
worn  at  night  for  several  months. 


The  second  type,  metatarsum  varum.  The 
indications  are : removal  of  the  painful  exos- 
tosis and  bursa,  correction  of  the  valgus 
and  rotation  of  the  great  toe,  and  narrow- 
ing of  the  foot.  The  exostosis  and  bursa 
are  treated  as  before,  perhaps  more  radical- 
ly. The  sesamoid  bones,  by  their  displace- 
ment and  especially  if  adherent,  are  the 
principal  bar  to  reduction.  They  should  be 
removed  through  the  same  incision,  made 
in  this  case  convexity  down.  This  is  not 
easy,  but  is  facilitated  by  a short  bladed 
knife,  a small  chisel  curved  on  the  flat,  and 
a strong  hook.  These  once  removed,  the 
toe  usually  corrects  easily,  but  may  need  a 
small  cut  in  the  external  side  of  the  cap- 
sule. It  is  true  that  correction  may  be 
secured  by  freeing  the  sesamoids  without 
removal,  but  the  greatly  hypertrophied 
sesamoids  cannot  be  made  to  stay  in  their 
old  grooves,  and  their  tendency  is  to  find 
lodgment  again  between  the  metatarsal 
heads.  The  toe  is  over-corrected  with  spe- 
cial care  to  correct  and  control  the  rotation. 
It  is  put  in  plaster  in  extreme  abduction 
and  plantar  flexion,  to  restore  at  once  its 
lost  power  of  propulsion.  The  patient  wolks 
on  his  heels  in  two  days  and  naturally  in 
two  weeks.  The  plaster  mitten  should  be 
worn  at  night  as  before,  and  a matatarsal 
pad  is  almost  always  indicated.  It  is  in 
this  type  that  the  mutilating  osteotomies, 
head  excisions,  and  like  extensive  opera- 
tions are  most  frequently  done.  They  sim- 
ply are  not  necessary. 

The  third  type,  osteo-arthritis.  Beware 
of  them.  Do  not  operate  if  any  inflamma- 
tion is  present.  Treat  the  arthritis  first. 
When  ready  for  operation  be  guided  by  the 
state  of  the  joint,  surface.  If  it  is  found 
normal,  proceed  as  in  the  two  foregoing 
types,  removing  the  exostoses  with  clean 
cuts  well  up  onto  the  shaft  beyond  the  in- 
flamed area.  If  the  joint  surface  is  rough, 
and  especially  if  rigidus  is  present,  remove 
a half  inch  from  the  base  of  the  first  pha- 
lanx of  the  great  toe — the  Kellar  operation. 
Dress  this  toe  in  abduction  and  dorsal  ex- 
tension, as  a flare-up  may  cause  stiffening. 

The  last  type,  halux  rigidus,  is  quite 
similar.  With  a normal  joint  surface  re- 
move the  spurs  which  cause  stiffening.  If 
the  synovia  is  doubtful,  do  the  Kellar  opera- 
tion. Dress  in  dorsal  extension.  This  posi- 
tion is  the  important  thing,  as  even  a rigid 
toe  may  be  painless  if  well  cocked  up. 

The  treatments  outlined  here  have  proven 
satisfactory  and  applicable  to  the  majority 
of  cases.  They  are  simple  of  execution,  and 
fairly  standard  in  technic.  No  natural  sup- 
porting structure  is  removed,  while  attack 
is  confined  to  pathologic  tissue.  I commend 
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to  you  a more  careful  differential  diagnosis 
in  your  bunion  cases. 

DISCUSSION 

DR.  R.  D.  KENNEDY,  Globe,  Ariz.  (opening)  : 
The  subject  has  been  so  completely  and  conservative- 
ly covered,  that  there  is  little  I can  say  in  addition. 
I agree  with  everything  that  the  essayist  has  said. 
There  is'  a frequent  mistake  made  by*  men  who  are 
not  seeing  many  of  these  cases-;  where  there  is  a 
slight  bunion  and  these  sesamoids  are  fairly  promi- 
nent, with  dropping  of  the  metatarsal  heads,  result- 
ing in  metatarsalgia,  the  mistake  may  be  made  of 
thinking  the  pain  is  due  to  the  sesamoids,  and  some 
men  will  undertake  the  operation  of  removing  the 
sesamoids  to  relieve  the  pain,  and  they  do  the  pa- 
tients no  good;  as  a matter  of  fact,  they  are  usually 
much  worse.  The  line  of  treatment  outlined  is  con- 
servative and  I cannot  add  anything  to  it. 

DR.  D.  F.  HARBRIDGE,  Phoenix,  Ariz.:  Would 
like  to  ask  whether  these  conditions  are  more  preva- 
lent in  the  female  than  in  the  male,  aside  from  the 
congenital  type,  and,  if  so,  can  the  wearing  of  high 
shoes  influence  the  developmett  of  enlarged  joints 
of  the  toe? 

DR.  ALFRED  E.  GALLANT,  Los  Angeles,  Calif.: 
Dr.  Harding’s  paper  is  very  interesting,  because  the 
problem  of  bunion  operation  is'  one  that  will  easily 
give  a man  a black  eye  if  he  has  bad  results.  I have 
seen  a number  of  cases  of  the  Mayo  operation  and 
the  patients  had  painful  feet  afterwards,  some  of 
them  lasting  more  than  a year;  this  procedure  should 
be  completely  eradicated  from;  the  list  of  operations. 
I have  seen  a number  of  cases  that  illustrate  the 
hereditary!  tendency  in  these  cases'.  Another  thing, 
in  cutting  off  the  head  of  the  bone,  infection  fre- 
quently occurs,  the  only  reason  for  which  is  that 
there  are  bugs  in  the  skin  and  when  the  ends  of  the 
bones  are  cut  off  they  are  allowed  to  get  in  and  de- 
velop. The  after-treatment  is  important.  If  you 
have  a toe  that  sticks  up  and  you  try  to  put  that  toe 
in  a shoe,  you  will  have  trouble.  As  suggested,  ab- 
duction and  plantar  fixation  is  the  best  method,  be- 
cause, when  thq  foot  is  removed  from  the  bandage, 
it  will  fall  into  normal  position. 

DR.  M.  C.  HARDING,  San  Diego,  Calif,  (closing)  : 
With  regard  to  the  occurrence  in  women  as  compared 
to  men ; there  are  three  or  four  in  women  to  one  in 
men,  the  reason  being  the  type  of  shoe.  Do  not  think 
the  shoe  was  the  cause  in  this  case,  but,  on  the  whole, 
the  constant  driving  down  will  tend  to  spread  that 
portion  of  the  foot  and  increase  any  natural  tendency 
to  bunion.  The  short  shoe  does  not  cause  bunion,  but 
it  can  act  as  one  of  the  causative  factors.  In  the 
case  where  the  heads  of  the  bones  were  cut  off,  there 
is  an  osteo-arthritis;  patient  did  not  have  bunion, 
but  had  hallux  valgus;  in  the  x-ray  you  will  see  large 
branching  exostoses  clear  across'  to  the  sesamoids; 
a month  or  two  after  the  operation,  she  still  had 
bunion  toe.  There  is  nothing  to  do  in  that  case  ex- 
cept to  take  off  the  whole  head  again.  Such  a case 
should  not  be  operated;  medical  treatment  should  be 
used  and,  later,  take  off  enough  of  the  toe  to  get  rid 
of  the  deformity.  The  Mayo  operation  in  that  case 
would  cripple  the  woman  for  life. 


BRITTLE  BONES  AND  BLUE  SCLERA 

ELLIOTT  G.  COLBY,  M.  D„ 

San  Diego,  California 

(Read  before  the  Thirty-sixth  Annual  Meeting  of 
the  Arizona  State  Medical  Association,  held  in  Yuma, 
Arizona,  April  21  to  23,  1927.) 

During  the  past  few  months  I have  had 
under  my  care  a family,  three  of  whom 
have  brittle  bones  associated  with  blue 
sclera  and  one  of  whom  has  blue  sclera  but 


no  fractures.  In  a review  of  the  literature 
I have  found  the  condition  rare  enough  and 
the  nomenclature  so  confused  and  involved 
that  I thought  the.  cases  of  sufficient  inter- 
est to  present. 

In  the  literature  I found  the  term  frag- 
ilitas  ossium  applied  to  many  and  all  condi- 
tions where  there  is  a tendency  to  frequent 
broken  bones. 

The  condition  of  frequent  broken  bones 
may  be  congenital  or  acquired,  it  may  be 
due  to  developmental  defects  or  may  be  of 
the  type  we  see  in  the  aged  or  insane,  and 
in  chronic  wasting  diseases  where  there  is 
a general  absorption  of  the  mineral  constit- 
uents normally  found  in  bone.  It  is  the 
idiopathic  type  of  bone  fragility  which  I am 
particularly  interested  in  discussing  and 
these  cases  fall  under  one  of  three  condi- 
tions. 

1.  Osteogenesis  imperfecta,  first  des- 
cribed by  Vrolik  in  1849.  Here  we  have 
defective  development  of  the  cranium  and 
frequent  broken  bones.  It  is  a disease  of 
the  foetus  and  fractures  are  often  found  at 
birth  which  may  have  united  with  large 
callus  formation.  If  the  child  does  not  die 
in  early  life  the  bones  tend  to  become  less 
brittle  and  fractures  less  frequent.  This 
condition  is  not  known  to  be  hereditary. 

2.  Osteopsathyrosis,  first  described  by 
Lobstein  in  1833.  In  this  condition  there 
are  many  idiopathic  fractures  in  young 
adults  following  slight  trauma.  It  is  held 
by  many  men  that  this  disease  is  but  a de- 
layed manifestation  of  osteogenesis  imper- 
fecta, but  in  all  probability  this  is  not  the 
case.  It  occurs  in  children  and  young  adults 
who  were  apparently  normal  at  birth.  It  is 
similar  in  many  respects,  pathologically,  to 
the  third  condition  which  I am  to  describe 
but  it  is  not  associated  with  blue  sclera  and 
is  not  hereditary. 

3.  The  syndrome  of  brittle  bones  and 
blue  sclera.  It  is  this  type  of  fragilitas 
ossium  which  I,  wish  to  describe  in  more 
detail,  and  I will  review  the  history  of  the 
disease  and  its  dominant  characteristics. 

Many  of  those  who  have  the  blue  sclera 
show  also  frequent  broken  bones,  hereditary 
deafness  and  hypermobility  of  the  joints. 
Blue  sclera  was  first  described  by  Von 
Ammon  in  1839.  In  1896  Spurway  first 
called  attention  to  the  relation  of  brittle 
bones  and  blue  sclera  and  reported  a family 
of  fourteen  persons,  ten  of  whom  had  multi- 
ple fractures.  The  next  report  was  by 
Eddowes  in  1900  and  credit  for  the  first 
recognition  of  brittle  bones  and  blue  sclera 
has  been,  for  some  reason,  universally  given 
to  him.  Since  1896  there  have  been  about 
twenty-one  family  trees  reported  which 
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show  the  association  of  brittle  bones  and 
blue  sclera.  These  were  all  summarized  by 
Key  in  1926.  In  this  series  of  twenty-one 
families,  there  were  477  individuals ; of 
these,  241  had  blue  sclera  and  of  those 
having  blue  sclera,  146  had  fractures  and 
fifty-six  were  deaf  to  more  or  less  extent. 
The  condition  is  transmitted  only  by  af- 
fected parents  to  their  children  and,  in 
Key’s  summary,  was  found  to  be  more  often 
transmitted  by  females  than  males.  Children 
with  normal  sclera  born  of  affected  parents, 
will  have  normal  children  and  those  born 
with  white  sclera  never  suffer  from  brittle 
bones.  Deafness  occurs  in  later  life  and 
was  not  described  as  a part  of  the  syndrome 
until  1917.  Deafness  has  been  thought  to 
be  due  to  an  abnormal  deposit  of  calcium 
salts  in  the  ear.  Key  describes  the  syn- 
drome as  hereditary  hypoplasia  of . the 
mesenchyme,  as  he  found  a hypoplasia  of 
all  mesenchymal  tissue  in  his  case.  In  the 
bones  the  lamellae  were  irregular  in  ar- 
rangement. There  were  many  large  canals 
in  the  compact  bone  and  the  tendo  achilis 
was  found  pink  and  translucent  and  reduced 
in  diameter.  In  the  eye  there  is  an  ab- 
normal transparency  of  the  sclera  with 
probable  decrease  in  its  thickness,  which 
permits  the  blue  area  to  shine  through,  thus 
giving  the  peculiar  blue  appearance. 

The  fractures  in  these  cases  are  not  spon- 
taneous, as  a rule,  but  occur  as  the  result  of 
trauma  which  would  seldom  fracture  a 
normal  bone.  The  fractures  probably  occur 
more  easily  on  account  of  the  irregular 
lamellae  and  canals  found  in  the  cortex  of 
the  bone,  and,  if  the  condition  is  a true 
hypoplasia  of  the  mesenchyme,  there  is 
probably  an  abnormality  in  the  fibrous 
matrix  of  the  bone. 

The  calcium  and  -phosphorus  content  of 
both  blood  and  bone  has  been,  m most 
cases,  reported  normal. 

REPORT  OF  CASE 

A girl  5 vears  old  was  brought  in  for  x-ray  of  a 
broken  leg.'  This  was  her  ninth  fracture  of  a long 
bone.  The  father  is  living  and  well,  has  blue 
sclera  and  has  four  fractures  of  the  upper  ex- 
tremities. He  is  also  deaf.  Hhe  has  four  brothers 
and  sisters,  two  of  whom  have  blue  sclera  and  the 
babv,  16  months  old,  had  a fracture  of  the  humerus 
when  the  mother  lifted  it  from  the  bath  tub. 

I was  able  to  obtain  the  history  of  the  family  for 
four  generations,  in  all.  32  members.  Of  these, 
ten  have  had  blue  sclera  and  seven  of  these  had 
one  or  more  fractures,  and  four  have  been  deaf. 
The  paternal  great  grandfather  reports  ten  frac- 
tures of  the  long  bones,  had  blue  sclera  and  is 
deaf.  • 

The  patient  was  a normal  full-term  baby,  breast 
fed,  and  has  had  no  severe  illness. 

Present  Illness:  At  16  months  she  had  a green- 

sick  fracture  of  left  tibia  when  pulling  herself  up 


to  a chair.  At  18  months,  a fractured  femur  from 
falling  off  the  bed;  at  20  months,  a greenstick 
fracture  of  right  wrist  when  playing  on  floor,  cause 
not  known;  at  3 years  and  4 months,  one  bone  in 
right  forearm  just  below  elbow,  from  fall  on  frozen 
ground;  at  3 years  and  6 months,  same  bone  broken 
over  from  fall  of  18  inches.  The  other  bone  in 
forearm  was  accidentally  broken  when  doctor  was 
setting  fracture.  At  3 years  and  9 months,  right 
forearm  was  broken  again  in  fall  from  tricycle. 
At  5 years  and  4 months,  both  bones  in  left  leg 
broken  just  above  ankle  when  sliding  down  slide 
at  school.  It  was  for  this  fracture  that  I first 
saw  her  when  she  was  brought  in  for  x-ray  ex- 
amination. The  fractures  were  not  associated  with 
a great  amount  of  pain  and  tended  to  heal  readily. 

Physical  Examination:  A girl  of  5 years,  height 

3 ft.  7 in.;  head,  normal  in  contour;  ears  appear 
normal;  nose,  negative;  teeth,  good  condition — one 
front  incisor  missing  and  one  is  loose.  Tonsils 
hypertrophied  and  infected.  Eyes,  pupils  regular 
and  react  normally;  slight  embryotoxin  present; 
sclera  a china  blue  in  color;  intra-ocular  tension 
seems  normal. 

Glands  show  no  adenopathy;  chest  is  flat  and 
ribs  prominent,  no  rosary  present,  lungs  are  nor- 
mal; expansion  good;  pulse,  80;  no  abnormal  heart 
sounds;  abdomen,  normal;  reflexes,  normal. 

Extremities:  hyperextension  marked,  fingers  can 
easily  be  bent  back  at  right  angles  Upper  ex- 
tremities: no  deformities,  all  motions  normal  limits; 
lower  extremities;  left  ankle  turns  in  and  a brace 
is  necessary.  She  is  able  to  bear  weight  but  walks 
with  limp. 

Blood:  Wassermann.  negative;  red  count,  3,340,- 
000;  white  count,  12,800;  hbg.,  70  per  cent.  Dif- 
ferential count  shows  polys.  47  per  cent,  small 
mono,  33  per  cent,  large  mono.  13  per  cent,  tran.  3 
per  cent  eosino.  2 per  cent.  Calcium  content  ot 
blood:  one  examinaion.  t5.4  mg.  per  100  c.  c.  blood. 
This  is  not  conclusive. 

TREATMENT 

No  satisfactory  reports  of  treatment  are 
to  be  found  in  the  literature.  After  adoles- 
cence is  passed,  fractures  tend  to  become 
less  frequent. 

All  trauma  which  might  cause  fractures 
should  be  avoided.  Cod  liver  oil  and  phos- 
phorus may  help.  Thyroid  preparations 
have  been  tried  with  no  success.  The  pro- 
longed use  of  splints  should  be  avoided. 

Ferri  of  Naples  renorted  no  fractures  in 
a case  of  congenital  brittle  bones  following 
a series  of  quartz  light  treatments.  In  my 
case,  a series  of  twelve  quartz  light  ex- 
posures was  given  over  a period  of  six 
weeks,  and  this  is  to  be  repeated.  This  was 
also  given  to  her  affected  brother  and 
sister.  It  is  hoped  that  this  will  reduce  the 
tendency  to  frequent  breaks,  but  time  alone 
will  tell. 

SUMMARY 

1.  Of  the  three  types  of  idiopathic  bone 
fragility,  there  is  only  one  which  is  known 
to  be  hereditary. 

2.  This  is  the  syndrome  of  -brittle  bones, 
blue  sclera,  deafness  and  hypermobility  of 
the  joints. 
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3.  The  condition  is  inherited  directly 
from  an  affected  parent  and  no  generations 
are  skipped.  Children  not  affected  do  not 
transmit  it  to  their  childi'en. 

4.  It  is  due  to  a congenital  hyperplasia 
of  the  mesenchyme. 

5.  Little  is  known  of  treatment — usual 
therapeutic  measures  have  been  of  no  avail. 
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DISCUSSION 

DR.  R.  D.  KENNEDY,  Globe,  Ariz.  (opening): 
The  cases  exhibited  under  the  title  of  brittle 
bones  and  blue  sclera  are  evidently  a distinct 
clinical  entity.  I have  never  had  a case  under 
my  personal  observation.  A short  review  of'  the 
literature  does  not  show  any  condition  of  the 
bones  so  far  as  I have  been  able  to  learn,  associat- 
ed with  blue  sclera.  This  is  evidently  some  dis- 
turbance of  the  calcium  metabolism  of  the  patient. 

I am  glad  to  have  seen  these  patients  and  have 
enjoyed  the  paper  very  much. 

DR.  D.  F.  HARBRIDGE,  Phoenix,  Ariz.:  It  is  an 
interesting  fact  that  so  few  of  these  defects  are 
transmitted  through  the  male,  but  usually  through 
the  female.  In  this'  particular  situation,  we  have 
one  male  child  and  one  female;  it  would  be  interest- 
ing to  observe  later  in  life  as  to  this  feature  of  trans- 
mission. No  doubt  the  condition  of  the  sclera  is  due 
to  thinning  of  that  tissue.  I took  opportunity  to 
test  the  tension  of  both  eyes  and  the  sclerae  feel 
much  thinner  than  you  would  expect  to  find  in  a per- 
son of  his  age. 

DR.  GEO.  E.  SHIELDS,  Yuma,  Ariz.  (closing)  : 

I should  like  to  have  had  some  one  suggest  a correct 
terminology  for-  this  condition.  Except  that  I cir- 
cumcised one  of  the  boys,  Dr.  Colby  treated  these  pa- 
tients, otherwise,  and  I do  not  know  anything  more 
about  it. 


THE  TREATMENT  OF  GENERAL  AND 

LOCAL  INFECTIONS  WITH  MER- 
CUROCHROME  INTRAVENOUSLY 

W.  C.  CAIN,  M.  D. 

Yuma,  Arizona. 

Read  before  the  Thirty-Sixth  Annual  Meeting  ot 
the  Arizona  State  Medical  Association,  held  in 
Yuma.  Arizona,  April  21  to  23,  1927. 

There  are  now  thousands  of  case  reports 
on  record  in  the  literature  attesting  the  ef- 
ficacy of  mercurochrome  220  soluble  given 
intravenously  in  the  treatment  of  general 
and  local  infections.  Young1,  in  one  paper, 
analyzes  680  cases  from  authentic  case  rec- 
ords, in  which  cure  or  permanent  improve- 
ment is  shown  in  63  per  cent.  In  196  cases, 
reported  by  Braasch  and  Bumpus2,  treated 
in  one  year  at  the  Mayo  Clinic,  in  which 
benefit  was  shown  in  acute  and  sub-acute 
infections,  with  less  in  chronic  affections, 
there  was  one  death  which  may  have  been 
caused  from  toxemia.  They,  therefore,  ad- 
vise caution  in  the  use  of  this  treatment. 

Dudgeon1,  in  the  London  Lancet,  reports 
150  cases  treated  with  satisfactory  results. 
He  reports  daily  injections  for  five  days 
without  observing  any  injurious  effect.  He 
believes  hemolysis  with  protein  shock  may 
account  for  a part  of  the  good  effect.  This 
has  been  refuted  by  Young  with  a report 
of  a large  number  of  cases  showing  cure 
or  permanent  improvement,  in  which  there 
was  no  notable  shock.  In  my  own  experi- 
ence I have  not  noticed  anything  more  than 
a remote  resemblance  to  non-specific  pro- 
tein therapy.  After  the  initial  chill  and  fe- 
ver, I have  observed  that  the  patient  at 
once  appears  better  and  whatever  improve- 
ment there  may  be  is  usually  permanent. 

In  a series  of  twelve  cases  of  pneumonia 
in  children,  reported  by  Fheeman  and 
Hoppe1,  there  were  two  deaths,  in  neither 
of  which  was  there  any  cause  to  suspect 
the  remedy.  They  think  highly  of  its  use 
and  undertake  to  explain  its  action  with 
the  theory  that,  after  leaving  the  blood 
stream  by  osmosis,  it  exerts  its  beneficial 
effect.  Dogs  were  injected  with  mercuro- 
chrome; one  hour  later  they  were  killed, 
the  lungs  removed  and  their  tissue  juices 
were  squeezed  out.  One  drop  of  the  tissue 
juice  was  mixed  with  a standard  loopful 
each  of  staphylococci  and  streptococci. 
Smears  were  made  and  incubated  for  24 
hours.  Controls  showed  luxuriant  growth, 
but  the  bacterial  suspension  of  tissue  fluids 
showed  only  a few  scattered  colonies.  They 
conclude  that  the  tissue  fluids  of  the  lungs 
after  injection  with  mercurochrome  are  in- 
hibitory to  the  growth  of  bacteria. 

The  writer,  in  consultation  with  Dr.  J.  D. 
Forrest,  saw  a case  of  pneumonia  in  a 
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child  which  improved  in  a most  striking 
manner  after  one  injection  of  mercuro- 
chrome  intravenously.  This  was  a case  of 
acute  septic  sore  throat  with  marked 
glandular  involvement.  After  a prostrat- 
ing illness  of  one  week’s  duration  there  de- 
veloped a double  acute  otitis  media.  After 
drainage  had  been  established  by  incision 
of  both  drums,  there  developed  consolida- 
tion of  the  left  lung  with  acute  fibrinous 
pleurisy  and  a pericardial  friction  rub ; 10 
c.  c.  of  one  per  cent  mercurochrome  was 
given  intravenously  with  complete  abate- 
ment of  all  the  symptoms  within  a few 
hours. 

There  are  many  able  clinicians  and  lab- 
oratory investigators  who  do  not  find  mer- 
curochrome of  value  when  used  intrave- 
nously. Major  John  E.  Walker5,  in  a recent 
article,  has  shown  that  staphylococci  and 
streptococci  grow  better  in  blood  contain- 
ing 1 :25,000  mercurochrome  than  in  nor- 
mal blood,  and  that,  by  increasing  the 
strength  of  the  mercurochrome  up  to  1 MOO 
for  staphylococci  and  1 :800  for  streptococci, 
they  can  be  made  to  grow  still  more  luxuri- 
antly. He  states  that  mercurochrome  is 
hemolytic  when  added  to  washed  red  blood 
cells  suspended  in  salt  solution.  His  ex- 
periments indicate  “that  even  in  the  pres- 
ence of  serum  mercurochrome  is  much  more 
toxic  for  red  blood  cells  than  it  is  for  bac- 
teria.” He  further  states  that  he  is  un- 
able to  agree  with  Hill\  who  has  shown  a 
bacteriostatic  action  of  blood  following  the 
injection  of  mercurochrome,  or  with  Piper7, 
who  has  shown  that  streptococci  were  killed 
in  a dilution  of  1 :8,000  in  defibrinated 
blood.  Redewill  and  Potter9,  working  at  the 
University  of  California,  found  that,  with 
the  diphenyl  carbizide  test,  it  was  possible 
to  foretell  the  type  of  reaction  in  each  pa- 
tient. Later  these  same  investigators 
proved  that  by  giving  glucose  with  the 
mercurochrome  it  was  possible  to  prevent 
the  violent  reactions. 

The  number  of  case  histories  already 
published  in  which  there  is  a vast  amount 
of  repetition,  makes  the  reading  of  case 
histories  at  this  time  unnecessary.  In  a 
series  of  twenty-eight  cases  there  have 
been  two  deaths.  Both  were  cases  of  septi- 
cemia, and,  following  anv  standard  of  treat- 
ment, their  lives  would  have  been  despaired 
of.  The  cases  in  which  there  was  prompt 
cure  included  pyelitis,  acute  rheumatic 
fever,  lobar  pneumonia,  acute  septic  sore 
throat,  acute  prostatitis,  epididymitis,  acute 
pyogenic  skin  affections  and  erysipelas. 
Cases  that  have  shown  only  improvement 
are  acute,  subacute  and  chronic  gonorrheal 


urethritis.  In  nearly  all  cases  mercuro- 
chrome was  used  only  after  failure  with 
standard  treatment. 

CONCLUSIONS. 

It  would  seem  that  there  is  now  ample 
evidence  to  support  the  theory  that  mer- 
curochrome intravenously  has  an  inhibitory 
effect  on  bacteria  in  the  blood  and  body  tis- 
sues, and,  in  some  cases,  may  act  as  a bac- 
tericide. However,  it  is  a potent  agent, 
capable  of  doing  harm  and  should  be  used 
with  caution. 
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DISCUSSION 

DR.  R.  D.  STROUD,  Tempe,  Ariz.  (opening:  I 

wish  I could  be  as  enthusiastic  about  mercuro- 
chrome as  I was  before  using  it.  I wish  I could 

say  a lot  of  good  things  about  it.  There  are 
many  good  things  said  about  it  in  Dr.  Young's 

article  in  the  Archives  of  Surgery  for  January, 
1926,  where  he  has  described  in  detail  six  hun 

dred  cases,  with  sixty-three  per  cent  of  cures.  On 
analysis  of  these  cases,  you  will  find  many  like 
this:  a doctor  way  out  in  the  sticks  has  a patient 
who  has  been  confined,  with  labor  lasting  twenty- 
four  or  thirty-six  hours.  Seventy-two  hours  later 
she  has  a chill  and  fever  and  is'  pretty  sick.  She  is 
given  a dose  of  mercurochrome  and  the  next  morning 
she  is  well.  There  are  just  thousands  of  these  cases  in 
which  you  give  nothing,  or  ten  grains  of  quinine,  and 
they  also  get  well,  because  they  do  not  have 
septicemia.  You  will  find  many  such  unproven 
cases  in  the  report.  Many  such  cases  are  suffer- 
ing from  protein  shock  from  blood  absorption. 

I have  found  mercurochrome  of  great  benefit, 
especially  on  gonorrheal  ophthalmia,  of  which  1 
see  much  among  the  Indians  and  Mexicans;  a two 
per  cent  solution  in  the  eye  every  half  hour  will 
control  that  infection  better  than  protargol  or 
argyrol. 


366 


SOUTHWESTERN  MEDICINE 


I have  had  a series  of  head  cases  with  strepto- 
coccic or  staphylococcic  infection,  six  of  the  first 
and  one  of  the  latter.  Five  of  these  were  treat- 
ed with  mercurochrome,  a full  dose  being  given 
each  day  for  five  days;  did  not  observe  bad.  ef- 
fects, there  being  a distinct  chill  from  fifteen  min- 
utes to  half  an  hour  after  injection.  In  none  ot' 
these  was  there  improvement  from  the  mercuro- 
chrome. Four  of  them  werei  given  blood  transfusion 
after  the  mercurorchrome  had  been  tried,  with 
good  results  in  three;  it  seemed  as  if  there 

was  enough  antibody  in  the  donor’s  serum 

to  stop  the  progress  of  the  infection.  These 

seven  cases  were  proven  to  be  septicema. 
In  pyelitis,  and  in  many  of  the  minor  in- 
fections, I have  had  good  results,  though  I have 
had  a little  better  effect  from  milk  or  non-specific 
protein — a few  minims  into  the  vein  or  deep 
gluteal  injections. 

Mercurochrome  has  practically  supplanted  iodine 
in  small  wounds,  especially  in  children,  as  it  is 
non-irritating. 

I cannot  see  how  twenty-five  c.  c.  of  a one  per 
cent  solution,  which  is  the  average  dose,  put  into 
the  whole  volume  of  blood  can  sterilize  that  blood. 
For  many  years  we  have  been  looking  for  some- 
thing to  sterilize  the  blood  infected  with  cocci;  1 
do  not  believe  we  have  found  it  in  mercurochrome. 
I agree  with  the  English  writer  who  thinks  it  is  a 
protein  shock  from  dissolving  red  corpuscles.  Dr. 
Young  does  not  think  the  effect  is  due  to  this, 
but  he  does  not  try  to  explain  the  effect;  some- 
thing goes  into  the  blood,  reaction  occurs  and 
frequently  the  patients  get  well.  However,  I can- 
not report  that  any  of  mine  got  well  under  mercu- 
rochrome. 

DR.  M.  C.  HARDING,  San  Diego,  Calif.:  I was 
real  enthusiastic  over  mercurochrome  at  one  time, 
but  in  our  community  it  is  not  being  used  in- 
travenously except  at  the  Naval  Hospital.  They 
use  it  quite  a little  and  think  their  results  are  good, 
but  they  are  not  checked  so  that  they  can  be  re- 
ported definitely  and  scientifically. 

DR.  CHARLES  S.  VIVIAN,  Phoenix,  Ariz.:  1 

wish  to  say  what  I have  said  before,  that  you 
must  not  treat  pyelitis  by  drugs  by  mouth  or  in- 
travenously if  you  have  obstruction  in  the  ureter. 
There  are  two  factors  in  pyelitis,  one  is  infection 
and  the  other  is  back  pressure  on  the  kidney. 
You  must  relieve  both,  and  you  cannot  relieve  a 
block  in  the  ureter  by  mercurochrome  in  the  vein. 

DR.  W.  C.  CAIN,  Yuma,  Ariz.  (closing):  I have 

treated  two  oases  of  pyelitis;  in  one  the  diagnosis 
was  made  on  the  clinical  symptoms  after  opera- 
tion. Urotropin  had  been  given  by  mouth  and 
intravenously  for  several  days;  was  also  given 
resorcinol.  The  fever  continued  high,  around  104. 
After  one  injection  of  thirty  c.  c.  of  'mercuro 
chrome,  the  fever  and  other  symptoms  cleared  up 
within  twenty-four  hours;  when  I saw  her  the 
next  day  the  look  on  her  face  told  me  she  was 
better.  The  fever  has  not  returned  during  two 
years.  The  second  case  also  followed  an  opera- 
tion. and  the  fever  cleared  up  the  same  way.  The 
other  case  I do  not  claim  to  have  been  septi- 
cemia except  from  clinical  observation;  but  there 
was  an  infection  with  a long  continued  fever,  with 
every  indication  of  an  early  fatal  outcome;  after 
mercurochrome,  the  symptoms,  fever  and  other 
evidences  of  diseases  all  cleared  up  within  twenty- 
four  hours.  The  results  I have  seen  are  more 
than  I have  observed  from  protein  shock  or  other 
treatment. 


THE  SELECTION  OF  A PRESIDENT  OF 
THE  UNIVERSITY 


(By  WILLIAM  V.  WHITMORE,  A.M..M.D.) 
(Treasurer,  1914-17 — Chancellor,  1917-18) 


Personal  E xperience 

In  1897,  when  I was  appointed  to  a two-year  term 
as  Regent  of  the  University  of  Arizona,  the  resigna- 
tion of  the  president  had  been  accepted  one  week 
earlier. 

In  May,  1914,  at  the  first  meeting  of  my  four-year 
term,  the  resignation  of  the  president  was  accepted. 
So,  in  each  case,  the  first  problem  we  had  to  face 
was  the  selection  of  a president.  In  1914,  the  ma- 
jority of  the  members  of  the  board  were  to  be  out  of 
the  state  much  of  the  summer.  Consequently  the 
committee  on  canvass  for  a president  consisted — 
Hobson’s  choice — of  the  poor  preacher  and  the  poor 
doctor,  who  could  not  afford  a vacation. 

The  committee  had  its  work  well  in  hand,  and  at 
the  first  possible  meeting  made  its  recommendation 
to  the  board.  The  regents,  after  a thorough  consid- 
eration of  the  qualifications  of  several  candidates 
promptly  and  unanimously  endorsed  our  recommen- 
dation. Dr.  Von  KleinSmid — at  no  time  an  appli- 
cant— was  invited  to  visit  us  and  at  that  visit  was 
offered  the  position,  which  he  accepted  and  filled 
for  nearly  eight  years. 

Conditions  in  1914 

There  were  a few  more  than  200  regularly  enroll- 
ed students.  Good  work  was  being  done,  but,  un- 
fortunately, nobody  knew  it.  Practically  all  of  the 
high  school  teachers  of  the  state — wherever  born — 
were  educated  outside  of  Arizona  and  knew  very  lit- 
tle of  the  work  of  the  University.  Quite  natural, 
then,  that  some  well-known  institution  east  or  west 
should  be  seriously  considered  and  usually  selected. 
The  University  was  not  getting  the  patronage  from 
our  own  people  that  it  deserved. 

A careful  consideration  of  this  situation  con- 
vinced the  committee  that  the  most  important  thing 
to  be  kept  in  mind  by  the  regents  in  the  selection  of  a 
president  was  the  necessity  of  making  the  institution 
known  to  the  people  of  the  state. 

Qualifications  in  1914 

We  finally  centered  upon  four  points  or  qualifica- 
tions that  we  felt  were  essential  in  a president  at 
that  time: 

1.  A pleasing  personality — a man  who  would  at- 
tract rather  than  repel. 

2.  A “mixer” — in  the  best  sense  of  the  word. 

3.  A good  speaker.  We  felt  that  this  would 
prove  a good  advertisement  for  the  University. 

4.  A young  man.  We  concluded  that  such  a 
man  would  be  more  contented  in  this  small  institu- 
tion and  would  give  greater  promise  of  a long  term 
of  service. 

What  shall  we  now  say  of  these  qualifications  that 
seemed  so  important  12  years  ago?  My  advice  is,  in 
the  words  of  the  poet,  “Forget  it.”  While,  of 
course,  a pleasing  personality  and  .some  ability  as  a 
“mixer”  are  valuable  to  a man  in  any  walk  of  life; 
and,  while  the  president  should  be  able  to  state 
clearly  what  he  wishes  to  say,  yet  the  University 
has  means  of  making  itself  known  to  the  people  of 
Arizona  other  than  by  an  occasional  visit  of  the 
president.  The  LTniversity  now  has  some  1,000  ma- 
triculates— not  all  are  graduates — residing  in  80  cit- 
ies, towns  and  communities  in  Arizona.  Practically 
every  high  school  has  one  or  several  graduates  in 
its  corps  of  teachers  and  nearly  every  community 
has  several  matriculates  engaged  in  various  lines  of 
activity.  The  people  of  Arizona  know  of  its  Uni- 
versity, even  if  they  should  not  see  the  president 
from  one  year’s  end  to  another. 
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At  my  last  visit  to  my  own  Alma  Mater,  in  1920, 
that  college,  founded  56  years  before,  was  just 
inaugurating  its  third  president.  But  that  is  in 
staid  New  England.  As  far  as  the  University  of 
Arizona  is’  concerned,  my  honest  opinion  is  that  any 
president,  worth  his  salt,  would  in  10  years — more 
or  less — accept  promotion  to  a wider  field  of  use- 
fulness. Consequently  there  is  no  need  of  planning 
for  more  than  that  length  of  time. 

Preset  Situation 

From  the  year  1910  to  1920  the  population  of 
Arizona  increased  over  63%. — exceeding  all  other 
states.  During  the  first  half  of  the  present  decade 
the  reports  show  more  than  30%  increase.  These 
additional  people  mean  more  high  schools,  larger 
classes  and  more  young  people  seeking  the  ad- 
vantages of  the  University.  My  understanding  is 
that  the  percentage  of  increase  in  regularly  enrolled 
students  from  206  (1914,)  to  1260  (1922) — these 
dates  representing  Dr.  Von  KleinSmid’s  incumbency 
— is'  practically  unprecendented  in  any  uiversity  or 
college  in  the  country. 

Fifty-three  high  schools  in  Arizona,  some  42  other 
states  and  nine  foreign  countries  now  contribute  to 
the  enrollment.  Some  of  us  have  seen,  with  our 
own  eyes,  the  institution  grow  from  one  to  23 
buildings;  a faculty  of  eight  increase  to  some  130 
and  an  enrollment  of  nine  regular  students  mount 
to  1615.  In  fact,  our  graduating  class  each  year 
now  equals  the  number  of  students  regularly  enroll- 
ed 12  years  ago. 

The  professional  rating  of  the  University  may  be 
learned  from  a Bulletin  of  the  Bureau  of  Education. 
The  concluding  paragraph  of  a Report  of  a Survey 
of  the  University,  made  in  the  spring  of  1922 — before 
Dr.  Marvin  had  ever  seen  the  campus — sums  up  the 
growth  of  the  institution.  The  final  sentence  is  as 
follows : 

“Th&  people  of  Arizona  must  realize  that 
their  institution  is  no  longer  a high  school 
of  early  years,  nor  even  the  simple  college 
of  20  years'  ago,  but  that  it  is  a real  state 
university,  comparing  favorably  in  scope 
with  the  higher  educational  systems  of  most 
of  the  other  states  of  the  Union.” 

This  hardly  bears  out  the  frequently  encountered 
propaganda  that,  at  that  date,  the  institution  was 
a fourth-class  one.  The  facts  are  that  somewhere 
about  1917  the  University  was  rated  “Class  B — -with 
Restrictions.”  The  restrictions,  which  were  due  to 
lack  of  equipment  in  the  Electrical;  and  Mechanical 
Departments,  were,  a little  later,  removed  and  the 
institution  became  “Class  B.”  The  history  of  its 
promotion  to  “Class  A”  will  be  of  interest  to  the 
people  of  Arizona.  For  several  years  this  promo- 
tion was  blocked  by  Dr.  Kendric  C.  Babcock — former 
president  of  the  University  of  Arizona,  now  Provost 
of  the  University  of  Illinois' — who  was  chariman  of 
the  committee  passing  upon  such  matters,  because 
he  could  not  believe  that  the  one-horse  institution, 
over  which  he  had  presided  for  seven  years,  could 
have  sufficiently  developed  to  justify  such  recogni- 
tion. After  a comparatively  recent  visit  here,  he 
could  not  sign  on  the  dotted  line  quick  enough. 
(Dr.  Babcock  inspected  all  the  University — except 
the  youthful  president,  who  happened  to  be  out  of 
the  city  that  day). 

A President — Why? 

Most  colleges  and  universities  seek  for  this  posi- 
tion an  educator — a man  to  direct  and  supervise  the 
work  of  the  faculty.  Some  institutions  emphasize 
the  word  “organizer”  or  “administrator.”  A few  in- 
stitutions, with  vast  holdings,  feel  the  need  of  a 
“financial  wizard.” 


Most  students — particularly  those  who  are  seeking 
a general  education  rather  than  professional  train- 
ing— will  find,  in  after  life,  that  the  most  valuable 
thing  they  can  carry  away  from  the  university  is  not 
learning  nor  yet  intellectual  development  but  rather 
an  appreciation  of,  and  interest  in  the  finer  things 
of  life — its  higher  values.  True  education  has  for 
its  object  the  cultivation  of  the  noblest  aspects  of 
human  life.  It  should  not  be  thought  of  as  a means 
solely  as  an  introduction  or  a preparation  to  a career. 
It  should  be  something  that  permanently  enhances 
the  sanctities  of  personal  experience,  a truly  cul- 
tural process,  broadening  the  outlook  on  life,  making 
deeper  the  significance  of  living,  and  affording  per- 
manent satisfactions. 

“To  make  the  mind  a pleasant 
Place  to  spend  one’s  leisure — 

That  is  the  art  of  life.” 

All  educational  institutions  should  see  that  every 
influence — the  “academic  atmosphere” — is  always 
elevating  and  ennobling..  In  my  opinion,  it  is  just 
as  much  the  duty  of  the  president  to  see  that,  both 
by  precept  and  example,  every  line  of  activity  of  the 
institution  be  on  a high,  ethical  plane  as  it  is  to  see 
that  the  head  of  the  Department  of  Mathematics  be 
efficient  or  that  the  funds  be  properly  expended.  The 
university  has  a responsibility  along  this  line,  to  the 
students  who  seek  its  doors.  It  will  devolve  upon 
the  president  to  see  that  this  responsibility  is  fully 
met. 

A President — Hoiv? 

Regardless  of  the  number  of  applications,  a cur- 
sory perusal  of  them  will  undoubtedly  reveal  some 
half  dozen  more  prominent  than  the  others.  And  a 
more  careful  consideration  of  this  small  number 
will  presumably  result  in  their  being  graded — 1,  2, 
3,  etc.  Of  course,  the  further  investigation  by  the 
regents  of  those  who  arouse  interest  may  assume 
quite  a broad  and  quite  a varied  scope  with  the 
different  candidates. 

I doubt  if  any  board  ever  has  the  easy  time  of 
selecting  a president  that  we  had  in  1914.  We  re- 
ceived invaluable  assistance  from  Bishop  Edwin  Holt 
Hughes — former  president  of  De  Pauw — who  had 
the  reputation  of  having  placed  more  college  and 
university  presidents  than  any  man  in  the  country. 
Upon  the  request  of  the  committee  to  suggest  a can- 
didate, he  wired  the  name  of  Dr.  Von  KleinSmid. 
There  were  three  other  reasons: 

1.  As  it  happened,  this  first  name  presented  to 
us  stood,  throughout  the  canvass,  head  and  shoul- 
ders above  the  other  32  candidates. 

2.  By  a peculiar  coincidence,  his  sponsors  touch- 
ed upon  the  identical  points  that  we  had  already 
agreed  upon. 

3.  We  had  a pretty  definite  idea  of  what  we 
wanted,  we  were  not  “shopping.” 

Quite  different  was  the  experience  of  the  board 
of  1922.  According  to  the  newspapers,  for  some 
eight  months  they  had  candidates  galore  in  confer- 
ence. I have  never  learned  whether  the  candidates 
did  not  suit  the  regents'  or  the  regents  did  not  suit 
the  candidates. 

A President — What? 

I believe  that  every  one  will  agree  in  the  necessity 
of  certain  general  qualifications,  such  as:  . 

A broad  view.  An  observation  of  over  three  score 
years  has  convinced  me  that  the  really  big  man  talks 
less  of  himself  and  his  achievements;  insists'  less 
upon  deference  and  homage  from  others;  and,  at 
the  same  time,  exercises  more  consideration  to  asso- 
ciates and  subordinates;  while  the  small  man  is  nev- 
er able  to  see  beyond  the  limits'  of  his  narrow  vision. 

A man  of  recognized  ability — not  necessarily,  in 
my  judgment,  of  national  reputation— but  of  such 
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outstanding  ability  as  to  command  at  once  the  re- 
spect and  loyalty  of  every  member  of  the  faculty. 

No  man  in  Arizona  will  require  greater  discretion, 
tact  and  diplomacy  than  the  president  of  the  uni- 
versity and  this  fact  should  be  duly  considered. 

Those  personal  attributes,  which  everybody  ex- 
pects the  holder  of  such  a position  to  possess,  such 
as:  unquestioned  veracity,  innate  honesty,  absolute 
integ-rity  and  a high  moral  character — a fit  exemp- 
lar for  every  student  who  may  come  under  his  in- 
fluence. 

If  I had  anything  to  do  with  the  selection  of  a 
president,  there  are  certain  other  qualities,  of  which 
I would  want  to  be  sure — even  if  it  meant  a per- 
sonal communication  with  several  of  the  sponsors  of 
the  leading  candidates. 

First — The  president  of  any  organization  should 
be,  above  all,  a man  of  decision — with  backbone.  He 
should  be  able  to  say  “yes”  or  “no”  and  stay  with  it 
— till  convinced  of  error.  The  presidency  of  a uni- 
versity is  no  place  for  a “wishy  washy”  man.  (On 
the  other  hand,  it  is  no  place  for  an  egotistical, 
opinionated  or  dictatorial  person).  To  my  personal 
knowledge  this  lack  of  decision  has,  years  ago,  led 
to  needless  complications. 

Second — While  I would  not  demand  literal  “pop- 
ularity” in  the  candidate,  yet  I would  insist  that  he 
have,  at  least,  ordinary  ability  in  getting  along  with 
others.  Some  dozen  of  years  ago,  there  was  a man 
connected,  for  a few  years,  with  the  Agricultural 
department.  He  was  thoroughly  competent,  but  just 
could  not  get  along  with  people.  Later  he  was  se- 
lected as  president  of  an  agricultural  college  in  a 
neighboring  state  and  I inquired  of  a former  regent 
of  that  institution  about  our  friend — hoping  he  had 
learned  discretion.  I was  told  that  he  had  not  been 
in  his  new  position  one  month  before  he  had  a big 
row  with  his  board  of  regents  and,  quite  naturally, 
remained  there  only  the  one  year.  So  our  regents 
should  labor  earnestly  to  secure  a man,  with  whom 
they,  at  least,  will  be  able  to  get  along. 

Third — No  candidate,  although  he  might  be  rated 
100%  in  the  foregoing  qualities,  would  ever  receive 
my  unqualified  approval,  unless  I had  positive  as- 
surance that  he  was  SANE.  In  this  word  I include 
those  various  meanings  often  expressed  by  such 
terms  as:  good  sense,  correct  judgment,  safe,  sound, 
rational,  balance  and  poise.  This  is  much  more  im- 
portant than  mere  brilliancy.  No  man,  who  has  not 
a sane  and  wholesome  outlook  upon  life,  should  ever 
be  placed  at  the  head  of  an  institution  for  young 
people.  The  president  must  be  a man  of  discrimina- 
tion— able  to  differentiate  the  essential  from  the 
non-essential;  the  important  from  the  unimportant; 
the  permanent  from  the  temporary. 

To  recapitulate — The  president  should  be  a man 
of  absolute  integrity  and  intrinsic  worth;  of  broad, 
scholarly  and  sympathetic  culture;  an  educator  and 
organizer;  a harmonizer  and  diplomat;  a man  of 
sound  judgment  and  effective  forcefulness;  with 
broad  vision'  and  high  ideals;  with  personality  and 
inspiration — an  intellectual  and  moral  leader. 

A President — Who? 

Just  who  this  man  may  be — Smith,  Jones  or 
Brown;  from  what  institution  or  section  of  the 
country  he  may  come;  by  whom  recommended  or  dis- 
covered ; the  particular  brand  of  his  political,  re- 
ligious, social  or  economic  convictions — all  these  are 
insignificant  compared  to  the  man  himself.  Who? 
Any  man  the  regents  may  be  able  to  secure,  who 
possesses  these — or  equally  good — qualifications. 

The  last  two  sentences  may  well  be  qualified.  The 
farther  the  president  comes  from  Arizona  and  the 
less  he  knows  of  the  University,  the  better  for  all 
concerned.  He  should  be  absolutely  unbiased — a man 


/’ith  whom  every  member  of  the  faculty  may  start 
v ith  a clean  slate;  and  with  whom  the  latter’s  re- 
tention and  promotion  will  depend  upon  future  ef- 
ficiency and  loyalty. 

Other  things  being  equal,  I would  prefer  a man 
who  had  already  had  successful  experience  in  that 
position.  As  long  as  the  institution  was  very  small, 
it  was  natural  that  inexperienced  presidents  should 
be  selected.  But  with  the  present  size  and  develop- 
ment, I believe  that  former  experience  would  prove 
more  valuable.  Such  a man  would  undoubtedly  have 
had  occasion  to  solve  75%  of  the  problems  that  or- 
dinarily arise  in  such  a position.  These  could  be  dis- 
posed of  almost  with  the  snap  of  the  finger  and  his 
time  and  energy  could  be  conserved  for  the  considera- 
tion of  the  more  important  problems — either  new  or 
indigenous  to  this  section.  In  my  judgment  the 
University  of  Arizona  is  no  longer  under  any  neces- 
sity of  training  its  presidents. 

Compliment  Board  of  Repents 

The  present  board  of  regents  is  to  be  compliment- 
ed upon  the  excellent  judgment  it  exhibited  in  the 
choice  of  Dean  Cummings  as  Acting-President.  No 
more  conscientious,  worthy  and  capable  man  could 
have  been  selected  from  the  entire  faculty  by  any 
regents.  The  unanimous  action  was  simply  ideal. 

The  sensible,  broad-view  and  business-like  attitude 
with  which  the  regents  entered  upon  their  work — 
for  the  hold-overs  are  rather  new  to  actual  authority 
— is  most  commendable,  the  new  members  showing  an 
intelligent  grasp  of  the  requirements  of  the  Uni- 
versity hardly  to  be  expected  from  such  recent  ap- 
pointments. Without  exception  the  members  of  the 
board  had  only  one  thought  and  one  aim,  viz.  the 
welfare  of  the  University.  All  demonstrated  to  the 
people  of  the  state  their  fitness  for  the  position. 

The  perfect  harmony  and  unanimity  of  the  regents 
— after  years  of  schism — and  the  outspoken  satis- 
faction of  the  selection  of  the  acting-president  by 
faculty,  students  and  the  thoughtful  people  of  the 
state — this  wholly  unexpected  happy  situation — quite 
arouses  in  some  of  us  hopes  that  the  Arizona  Star 
and  Tucson  Citizen,  the  venerable  David  Starr  Jor- 
dan and  especially,  the  ill-mannered  Harold  Bell 
Wright — these  vociferous  friends  (?)  of  the  Uni- 
versity— may  now  cease  their  frenzied  rantings  and 
give  evidence  of  returning  sanity.  If  everybody  will 
get  loyally  behind  the  University  it  is  more  than 
likely  that  not  the  expected  number  of  years  will  be 
required  for  it  to  regain  its  usefulness  to  the  youtn 
of  the  state  and  its  standing  as  an  educational  in- 
stitution throughout  the  country. 


TRUTH  ABOUT  MEDICINES 

NEW  AND  NON-OFFICIAL  REMEDIES 

Crotalus  Antitoxin.  An  antitoxic  serum  prepared 
by  immunizing  animals  against  the  venom  of  snakes' 
of  the  crotalus  family.  Evidence  has  accumulated 
to  show  that  the  venom  of  certain  snakes  may  be 
neutralized  by  the  employment  of  a serum  obtained 
from  animals  that  have  been  injected  with  venom 
from  a snake  of  the  same  family.  Crotalus  anti- 
toxin is  used  to  neutralize  the  venom  injected  by 
the  bite  of  members  of  the  crotalus  family.  The  ser- 
um is  administered  intramuscularly,  subcutaneously 
and  in  certain  cases  it  may  be  administered  intra- 
venously. 

Antivenin  (Nearctic  Crotalidae).  North  Ameri- 
can Anti-Snake-Bite  Serum.  An  anti-toxic  serum 
prepared  by  injecting  horses  with  venoms  from  ser- 
pents of  the  North  American  species  of  the  family 
Crotalidae  (Rattle  Snake,  75  per  cent;  Copperhead, 
12%  per  cent;  and  Water  Moccasin,  12%  per  cent). 
It  is  claimed  to  have  neutralizing  effect  against  the 
venom  of  the  species  represented.  The  serum  is 
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marketed  in  syringes  containing  10  c.c.  (a  single 
dose).  H.  K.  Mulford  Co.,  Philadelphia.  (Jour.  A.  M. 
A.,  July  2,  1927,  p.  29). 

Erysipelas  Streptococcus  Antitoxin  ( Lederle ) Un- 
concentrated. An.  erysipelas  streptococcus  antitoxin 
(New  and  Nonofficial  Remedies,  1927,  p.  337)  pre- 
pared by  immunizing  horses  by  subcutaneous  injec- 
tions of  the  toxic  filtrate  obtained  from  broth  cul- 
tures of  the  erysipelas  streptococcus,  or  by  intra- 
venous injection  of  cultures  of  the  erysipelas  strep- 
tococcus obtained  from  typical  cases  of  erysipelas. 
It  is'  administered  in  early  cases  of  moderate  sever- 
ity in  dosage  of  12c. c.  intramuscularly;  in  severely 
toxic  and  late  cases,  36  to  48  c.c.  intramuscularly, 
or  24  c.c.  to  36  c.c.  intravenously.  This  product  is 
marketed  in  syringes  containing  12  cc.  Lederle  An- 
titoxin Laboratories,  New  York.  (Jour.  A.  M.  A., 
July  30,  1927,  p.  373). 

PROPAGANDA  FOR  REFORM 

Disgusting  Medical  Advertising.  The  medical 
profession  is  now  being  circularized  with  an  illus- 
tration advertising  presumably  “Proveinase-Midy.” 
The  circular  shows  a disproportionate  naked  Her- 
cules and  a depressed  naked  female,  whom  the  Her- 
cules seems  about  to  energize  with  “Proveinase.” 
The  name  Midy  has  meant  little  that  is  inspiring  to 
the  American  medical  profession.  Santal-Midy  is 
sandal  oil  capsules  that  have  been  exploited  largely 
by  way  of  posters  in  public  toilets.  The  advertising 
of  “Proveinase”  merits'  contempt  and  resentment. 
(Jour.  A.  M.  A.,  July  2,  1927,  p.  32). 

Plasmochin.  The  Council  on  Pharmacy  and 
Chemistry  issues  a preliminary  report  on  “Plasmo- 
chin,” a synthetic  quinoline  derivative,  developed  in 
Germany  and  proposed  for  use  in  the  treatment  of 
malaria.  For  many  years  attempts  have  been  made’ 
to  find  a substitute  for  quinine  that  would  be 
cheaper,  less  bitter,  less  toxic  and  more  specific 
than  quinine.  Plasmochin  appears  to  be  a step  for- 
ward in  this  search,  though  it  is  not  a full  solution 
of  the  problem  of  eradicating  malaria.  It  is'  said  to 
act  by  destroying  some  of  the  forms  of  the  malarial 
parasite  and  by  inhibiting  the  development  of  oth- 
ers. Those  who  have  studied  the  drug  appear  to 
agree  that  the  new  drug  is  most  effective  on  the 
quartan  forms  of  malarial  parasite,  that  in  tertian 
malaria  a combination  of  the  new  drug  is  sixty 
times  more  effective  than  equine.  The  Council 
points  out  that  results  derived  from  the  study  of 
bird  malaria  have  chiefly  a suggestive  value,  and 
that  further  clinical  study  must  be  made  before  any 
optimistic  estimate  of  its  value  in  human  beings 
can  be  formed.  The  Winthrop  Chemical  Co.  has 
imported  the  drug  for  clinical  trial  and  this  is 
labelled  to  be  “ethylaminoquinoline  tannate.”  The 
firm  states  that  the  product  when  placed  on  the 
market  in  this  country  will  be  manufactured  here. 
The  Council  has  postponed  further  consideration  of 
Plasmochin  until  clinical  evidence  concerning  the  ef- 
ficacy, safety,  and  dosage  of  the  product  is  avail- 
able. (Jour.  A.DJ.A.,  July  9,  1927,  p.  113). 

Limitations  of  Goiter  Prophylaxis.  Government 
authorities  believe  that  there  is'  no  reason  for  spe- 
cial goiter  prevention  measures  on  the  part  of  the 
state  and  local  health  departments.  They  do  not 
see  any  necessity  for  universal  prophylaxis  such  as 
may  be  attained  by  iodization  of  table  salt  or  mu- 
nicipal water  supplies.  There  is  a growing  opinion 
that  the  administration  of  iodine  as  a means  of  pre- 
venting goiter  should  be  under  the  guidance  of  phy- 
sicians and  should  be  individualistic.  In  this  way 
much  good  may  be  accomplished.  (Jour.  A.  M.  A., 
July  9,  1927,  p.  114). 

Vaccination  of  the  New-horn  Against  Tuberculosis 
With  Bacillus  Calmette  Guerin.  The  history  of  the 


vaccination  of  new-born  infants  against  tuberculosis 
with  Bacillus  Calmette  Guerin  (abbreviated  B.  C.  G.) 
since  July  1,  1924,  in  France  and  other  countries 
over  a period  of  two  and  one-half  years  to  Jan  1, 
1927,  has'  just  been  reviewed  by  Professor  Calmette 
with  his  co-workers  Guerin,  Negre  and  A.  Boquet  at 
Pasteur  Institute  in  Paris.  The  vaccine  is  a living 
tubercle  bacillus  of  bovine  origin  rendered  avirulent 
for  all  animals  by  230  passages  on  bovine  bile  med- 
ium. For  the  preparation  of  the  vaccine,  the  BCG 
organism  is'  transferred  from  the  bile  medium  to  a 
synthetic  medium,  cultured,  and  an  emulsion  of 
bacilli  prepared.  2 c.c.  of  the  finished  preparation 
constitutes  a dose  to  be  fed  to  an  infant  in  milk. 
Three  doses  are  given.  A total  of  43,283  children 
have  been  thus  vaccinated.  The  various  papers 
which  are  reviewed  may  be  said  to  represent  the 
culmination  of  the  life  work  of  a revered  scientist. 
They  may  open  a new  era  in  the  eradication  of  tu- 
berculosis and  in  the  knowledge  of  its  epidemiology. 
For  the  United  States,  however,  and  for  all  coun- 
tries it  would  seem  wise  to  hold  in  check  uncontroll- 
ed enthusiasm,  for  its  use  until  those  charged  with 
the  responsibility  of  safeguarding  the  public  have 
carefully  proved  that  the  method  and  the  premises 
are  sound.  (Jour.  A.  M.  A.,  July  9,  1927,  p.  115). 

Cactina  Pillets  Again.  Twenty  years  ago  pre- 
parations of  Cactus  grandiflorus  — the  Mexican 
night-blooming  cereus — had  considerable  vogue, 
chiefly  because  of  the  extravagant  advertising  claims 
made  for  two  preparations  said  to  be  derived  from  it 
— “Cactin”  and  “Cactina.”  In  1908,  Sollmann  thus 
ironically  described  the  claims  made  for  these  pre- 
parations: “Should  the  heart  be  too  slow,  cactus 
quickens  it;  if  the  heart  is  too  fast,  cactus  slows  it; 
should  the  heart  be  too  weak,  cactus  strengthens  it; 
if  the  heart  is  too  strong,  cactus  weakens  it; 
does  the  heart  wobble,  cactus  steadies  it;  if  the 
heart  is  normal,  cactus  does  not  meddle  with  it.” 
Subsequently  a number  of  reports  were  published 
showing  pharmacologically  and  clinically  that  pre- 
parations of  cactus'  were  inert.  As  a result  of  the 
thorough  exposure  of  the  worthlessness  of  cactus 
preparations,  proprietary  houses  have  generally 
abandoned  their  exploitation.  While  “Cactin”  (now 
called  “Cactoid”)  is  still  offered  for  sale  and  is  still 
the  “joker”  in  a proprietary  morphine-scopolamine 
preparation,  no  claims  for  it  are  advanced.  In  the 
case  of  “Cactina  Pillets,”  however,  the  proprietor — 
the  Sultan  Drug  Co. — still  finds  it  profitable  to 
continue  advertising  in  a certain  class  of  so-called 
medical  journals  and  to  continue  making  the  claims' 
that  have  been  so  thoroughly  disproved.  To  those 
who  give  credence  to  these  advertising  claims,  a 
recent  clinical  study  will  be  of  interest;  it  reaches 
the  conclusion  that  Cactina  Pillets  are  no  more  than 
a placebo,  thus  agreeing  with  Sollmann,  who  twenty 
years  ago  called  the  preparation  a psychic  cardiac 
tonic.  (Jour.  A.  M.  A.,  July  9,  1927,  p.  138). 

Two  Obesity  Fakes  Dodge  Fraud  Orders.  The 
Post  Office  Department  called  on  the  Hall  Chem- 
ical company,  which  sells  the  obesity  preparation, 
Hall’s  Tablets  Triturates — to  show  cause  why  a 
fraud  order  should  not  be  issued  against  it.  The 
proprietor  of  the  company  submitted  an  affidavit 
declaring  that  the  sale  through  the  mails  of  Hall’s 
Tablets  Triturates  had  been  abandoned.  Similarly 
the  firm  which  exploits  “Slends,”  a chewing  gum 
coated  with  a mixture  containing  sugar  and  phenol- 
phthalein,  when  asked  why  a fraud  order  should  not 
be  issued  for  selling  Slends  through  the  mails  sub- 
mitted an  affidavit  declaring  that  the  business  of 
selling  Slends  through  the  mails  had  been  discon- 
tinued. There  is  of  course,  nothing  in  the  action  of 
either  firm  to  prevent  the  sale  of  the  products  in 
question  through  the  drug  stores.  ( Jour.  A.M.A., 
July  9,  1927,  p.  138). 
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The  Southwestern  Meeting  In  November 


The  meeting  of  the  Medical  and  Surgical 
Association  of  the  Southwest  in  El  Paso, 
the  first  week  in  November,  will  be  the 
greatest  meeting  ever  held  in  the  southwest 
district,  barring  none.  Unique  in  its  incep- 
tion, it  will  present  a clinical  congress  last- 
ing four  full  days.  Under  the  presidency 
of  Dr.  Waite,  and  through  the  indefati- 
gable labors  of  Dr.  Hugh  Crouse,  chairman 
of  the  program  committee,  a clinical  con- 
gress and  post-graduate  course  have  been 
provided,  to  be  presented  by  authorities  in 
their  various  lines. 

Papers  are  not  being  solicited  from  mem- 
bers of  the  Association  for  this  meeting. 
The  entire  time  will  be  given  up  to  clinical 
instruction  by  authorities,  any  one  of  whom 
will  be  worth  the  trip  to  El  Paso  to  hear. 
There  will  be  the  usual  clinics  held  by  the 
local  society  in  the  early  forenoon  of  each 
day.  Beginning  at  ten  o’clock,  the  clinical 
discussion  and  instruction  by  the  teachers 
secured  for  that  purpose  will  start  and  con- 
tinue with  only  luncheon  intermission  un- 
til five  or  six  o’clock.  The  evenings  will 
be  devoted  to  public  lectures,  and  such  other 
functions  as  the  local  society  may  provide. 
The  entire  program  will  be  given  in  next 
month’s  (September)  issue  of  SOUTH- 
WESTERN MEDICINE,  with  complete  in- 
formation about  the  lecturers,  teachers  and 
subjects  to  be  handled.  Among  the  men 
who  have  been  definitely  secured  for  this 
meeting  are  the  following: 

Dr.  Frederick  Allen,  of  New  York,  who 
will  give  clinical  lectures  on  diabetes  and^ 
hypertension.  His  work  on  these  condi- 
tions stamps  him  as  one  of  the  leading 
authorities  in  the  world  on  these  subjects. 


Dr.  Charles  Aaron,  of  Detroit,  will  lec- 
ture and  give  clinical  talks  on  gastroin- 
testinal tract  diseases. 

Dr.  Rudloph  Matas,  of  New  Orleans,  pro- 
fessor of  surgery  at  Tulane  University  and 
president  of  the  American  College  of  Sur- 
geons, is  expected,  and  will  handle  general 
surgical  subjects. 

Dr.  William  H.  Park,  Chief  of  the  Bureau 
of  Laboratories  of  New  York,  will  talk  on 
New  York’s  experience  in  vaccination 
against  diphtheria,  scarlet  fever  and  meas- 
les. 

Dr.  George  A.  Wyeth,  of  New  York,  will 
lecture  on  neoplastic  diseases  and  the  use 
of  the  radio  knife  and  electro-thermic  meth- 
ods in  malignancy. 

Dr..  Grant  Eben  Ward,  of  Baltimore,  a 
member  of  the  Kelly  Hospital  staff,  will 
present  the  subject  of  radium  in  malig- 
nancy. 

Dr.  Harry  S.  Crossen,  of  St.  Louis,  will 
present  the  subject  of  surgery  in  uterine 
malignancy. 

Senior  Surgeon  John  McMullen,  of  the 
United  States  Public  Health  Service,  will 
give  a public  talk  on  one  evening  on  “Civic 
Righteousness  and  Sanitation’’  covering  the 
insect  transmission  of  disease.  He  is  being 
sent  especially  by  Surgeon  General  Cum- 
mins, for  this  meeting. 

Dr.  Drew  Luten,  of  St.  Louis,  will  dis- 
cuss Instruments  of  Precision  in  Cardiac 
Diagnosis,  making  up  a portion  of  a whole 
day  devoted  to  study  of  heart  disease, 
which  will  include  Dr.  Allen  on  Hyperten- 
sion. 

The  full  details  of  the  program  have  not 
been  worked  out.  The  above  covers  only 
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about  one-balf  of  the  number  of  lecturers 
and  teachers  who  will  give  this  course  of 
instruction. 

Portions  of  the  program  which  have  not 
yet  been  filled,  but  which  will  be  completed 
soon  include  clinical  lecturers  on  surgery  of 
the  chest;  local  anesthesia;  general  diagno- 
sis; clinical  tuberculosis;  x-ray  in  chest  dis- 
eases ; x-ray  in  gastro-intestinal  diseases ; 
other  possible  subjects  in  the  final  pro- 
gram. 

The  tentative  plan  includes  a full  day 
devoted  to  study  of  cardiac  and  vascular 
conditions;  a second  dav  covering  tubercu- 
losis; a third  day  devoted  to  gastro-intes- 
tinal diseases;  the  fourth  day  will  be  given 
up  to  study  of  mah'gnancy.  Each  of  these 
subjects  will  be  discussed,  with  clinical 
demonstrations,  by  four  or  five  lecturers. 
The  subjects  will  then  be  open  for  ques- 
tions to  develop  points  not  brought  out  in 
the  lectures. 

Watch  our  next  issue  for  full  details  and 
complete  program. 


A.  GARFIELD  SCHNABEL 

(Tucson,  Ariz.) 

In  the  sudden  death  of  Dr.  A.  G.  Schna- 
bel, of  Tucson,  on  August  10,  the  medical 
nrofession  of  Pima  County  and  of  Arizona 
have  suffered  a real  loss.  Dr.  Schnabel 
was  forty-seven  years  of  age,  and  had  been 
located  in  Tucson  since  1906.  He  graduat- 
ed that  year  from  the  Cleveland  Homeo- 
pathic Medical  College,  afterwards  the 
Cleveland-Pulte  Medical  College.  For  a 
number  of  years  he  has  been  city  health 
officer  for  Tucson  and  for  the  past  four 
years  has  represented  the  homeopathic 
school  on  the  Board  of  Medical  Examin- 
ers. 


Resolutions  of  respect  were  passed  by  the 
Pima  County  Medical  Society  at  a special 
meeting  held  August  11th.  The  resolution 
praised  the  work  of  Dr.  Schnabel  during 
the  twenty  years  he  practiced  in  Tucson 
and  cited  his  brilliant  record  as  a medical 
student.  It  follows  in  full: 

“The  members'  of  the  Pima  County  Medical  So- 
ciety were  shocked  by  the  sudden  and  untimely  death 
of  their  fellow  member,  Dr.  Arthur  G.  Schnabel, 
who  died  Sunday  night,  August  7,  1927.  Four 
months  ago  this  society  mourned  the  loss  of  its 
secretary  and  now  it  'loses  its  vice  president. 

“Dr.  Schnabel  made  a brilliant  record  as  a medi- 
cal student.  He  practiced  in  Tucson  more  than  20 
years,  being  the  second  oldest  physician  in  residence 
here.  During  this  time  he  maintained  the  reputa- 
tion of  being  an  able  and  self-sacrificing  physician. 
He  was  an  enthusiast  in  his  chosen  work — rich  and 
poor  were  equally  the  beneficiaries  of  his  profes- 
sional skill.  In  his  specialty,  obstetrics,  he  was  very 
successful,  enjoying  a large  and  loyal  clientele.  In 
this  line  of  work  his  reputation  was  more  than  local. 


“Dr.  Schnabel  rendered  the  community  and  the 
county  most  valuable  services  as  a member  of  the 
local  exemption  board  during  the  war.  He  was  un- 
tiring in  his  work  and  his  board  received  high  praise 
from  the  army  authorities. 

“For  several  years  he  was  a member  of  the  State 
Board  of  Medical  Examiners,  holding  this  position 
up  to  the  time  of  his  death. 

“During  the  six  years  that  he  was  city  health  of- 
ficer he  had  the  confidence  and  co-operation  of  the 
medical  profession  of  Tucson.  All  his  endeavors  in 
improvement  in  sanitation  had  the  support  of  his 
colleagues. 

“In  the  early  part  of  this  year  he  was  elected  presi- 
dent of  the  staff  of  St.  Mary’s'  hospital. 

“This  community  will  long  feel  the  loss  of  this 
popular  and  efficient  public  official. 

W.  W.  WHITMORE, 

ALVIN  KIRMSE, 

E.  J.  GOTTHELF, 

Committee.” 


MALCOLM  MONTGOMERY  CROCKER 

(Lordsburg,  N.  M.) 

Another  veteran  practitioner  of  New 
Mexico  passed  from  the  stage  of  medical 
activity  in  the  southwest,  in  the  death  of 
Dr.  M.  M.  Crocker  of  Lordsburg,  on  May 
17th.  Dr.  Crocker  was  born  in  1864,  and 
was  sixty-three  years  of  age  at  the  time 
of  his  death.  He  was  a graduate  of  Rush 
Medical  College,  Chicago,  class  of  1887,  and 
had  practiced  in  New  Mexico  since  1895. 
He  was  a member  of  the  New  Mexico  Medi- 
cal Society,  of  the  Medical  and  Surgical  As- 
sociation of  the  Southwest.  He  was  county 
health  officer  of  Hidalgo  County,  and  mem 
ber  of  the  staffs  of  the  Lordsburg  and  De 
Moss  hospitals.  He  was  a veteran  of  the 
World  War.  The  cause  of  death  was  per- 
forated duodenal  ulcer. 


JOSEPH  MONROE  RICHMOND 

(El  Paso) 

In  the  death  of  Dr.  J.  M.  Richmond,  the 
El  Paso  Society  has  lost  one  of  its  most 
valued  members.  His  death  occurred  on 
August  8th,  autopsy  showing  the  cause  of 
death  to  be  coronary  embolism.  The  obitu- 
ary was  received  too  late  for  publication 
this  month,  but  will  appear  in  the  Septem- 
ber issue. 


JAMES  ROBERT  DAVIS 

(Silver  City,  N.  M.) 

Dr.  James  R.  Davis,  a member  of  the 
Medical  and  Surgical  Association  of  the 
Southwest,  died  at  Silver  City,  N.  M.,  on 
July  15.  Dr.  Davis  was  born  in  1884  and 
was  forty-two  years  of  age  at  the  time  of 
his  death.  He  was  a graduate  of  North- 
western Medical  School,  Chicago,  class  of 
1912,  and  was  licensed  to  practice  in  New 
Mexico  the  following  year.  He  served  dur- 
ing the  World  War,  and  his  untimely  death 
is  a distinct  loss  to  the  profession  of  that 
community. 
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SAMUEL  CLIFFORD  COX 

(Fort  Bayard,  N.  M.) 

Dr.  Samuel  C.  Cox,  of  Fort  Bayard,  N. 
M.,  a member  of  the  staff  of  the  Veterans 
Bureau  Hospital,  died  on  July  9,  of  heart 
disease.  Dr.  Cox  was  born  in  1867,  and 
was  fifty-nine  years  of  age.  He  was  a 
graduate  of  George  Washington  University 
Medical  School,  Washington,  class  of  1892. 
He  was  a veteran  of  the  Spanish-American 
and  World  wars.  Prior  to  his  service  in 
the  hospital  at  Fort  Bayard,  he  was  a mem- 
ber of  the  staff  of  U.  S.  Veterans  Bureau 
Hospital  No.  41,  at  New  Haven,  Conn. 


DISEASE  PREVENTION  IN  NEW 
MEXICO. 

This  journal  has  been  criticized  for  mak- 
ing unfavorable  comparisons  between  the 
public  health  activities  in  New  Mexico  and 
those  in  Arizona.  It  may  be  that  the  edu- 
cational and  publicity  activities  in  New 
Mexico  keep  this  office  better  informed 
about  their  work,  but  it  has  appeared,  and 
still  appears,  to  us  that  the  chief  difference 
is  the  organization  of  a public  health  bu- 
reau under  a full  time  officer,  with  a suffi- 
cient number  of  full  time  county  health  of- 
ficers to  accomplish  what  is  necessary  in 
conserving  the  public  health.  Another  ex- 
ample is  the  work  of  Dr.  N.  D.  Frazin,  full 
time  health  officer  of  Grant  County,  in  sup- 
pressing an  outbreak  of  rabies  in  that  coun- 
ty. Dr.  Frazin  is  a full-time  health  officer; 
he  does  not  have  to  scratch  anybody’s  back, 
nor  stop  to  see  what  will  be  the  effect  of 
his  activities  on  his  private  practice  if  he 
should  hurt  somebody’s  feelings.  In  his 
disease  prevention  work  he  hews  to  the  line 
and  lets  the  chips  fall  where  they  may. 
Under  no  other  system  can  there  be  effi- 
ciency. The  Weekly  Bulletin  of  the  Pub- 
lic Health  Bureau  says: 

Prompt  action  on  the  part  of  Dr.  Frazin,  Grant 
County  Health  Officer,  has  suppressed  what  threat- 
ened to  be  a dangerous  outbreak  of  rabies  at 
Santa  Rita.  Every  dog  in  the  town  is  now  wear- 
ing a muzzle  and  a tag  showing  that  it  is  vac- 
cinated against  the  disease.  The  muzzle  was  an 
additional  safeguard,  since  an  unknown  number 
had  been  bitten  before  vaccination  was  begun.  A 
large  number  of  ownerless  strays  have  been  re- 
lieved of  their  earthly  miseries. 

When  last  heard  from.  Dr.  Frazin  was  heading 
for  Tyrone  to  hold  a dog-vaccination  party.  All 
pets  were  to  be  brought  to  the  plaza  and  treated 
at  one  time.  Those  that  did  not  appear  were  to 
he  disposed  of. 

This  is  a good  piece  of  preventive  work  for 
which  Dr.  Frazin  has  earned  the  gratitude  of 
Grant  County  citizens. 

“Since  some  question  has  been  raised  as  to 
the  powers  of  the  County  Health  Officer  to  de- 
clare quarantines  in  epidemics  and  enforce  what- 
ever regulations  he  may  deem  necessary  for  the 
public  health.  Dr.  N.  D.  Frazin  has  secured  from 


District  Attorney  W.  B.  Walton  an  opinion  under 
the  existing  state  statutes,  as  to  his  authority  in 
placing  a quarantine  in  Grant  County  on  all  dogs 
as  a result  of  the  recent  outbreak  of  rabies.  Dog 
owners  should  accordingly  take  heed:  inasmuch  as 
failure  to  obey  the  regulations  put  into  effect  will 
result  in  prosecution  in  the  courts.”  (Silver  City 
Independent.) 


GRANT  COUNTY  (N.  M.)  MEDICAL 
SOCIETY 

The  regular  monthly  meeting  of  the  Grant  Coun 
ty  Medical  Society  was  held  June  24,  1927,  in  the 
Officers’  Club,  Fort  Bayard,  N.  M.  The  Vice  Presi- 
dent, Dr.  Frazin,  called  the  meeting  to  order  at 
8:20  p.  m.  in  the  absence  of  Dr.  Kramer.  Presi- 
dent. 

The  minutes  of  the  previous  meeting  were  read 
and  approved  without  change.  Those  present 
were:  Drs.  Farnsworth.  Browne,  Parmeter,  Lacy, 
Donahue,  Frazin,  Cox,  Davis,  Poliak  and  Wood. 

Clinical  cases  were  then  called  for  by  the  acting 
president.  Dr.  Frazin.  Dr.  Davis  presented  patient 
Sandoval.  He  complained  of  constipation  alter- 
nating with  diarrhea  and  vomiting  after  taking 
food.  Plates  of  G.  I.  series  were  exhibited  which 
showed  filling  defects  of  the  cecum,  ascending  and 
transverse  colon. 

The  second  case  was  that  of  patient  Fortner. 
This  patient  was  found  to  have  an  ulceration  of 
the  cecum  when  appendectomy  was  performed 
last  November.  Plates  of  G.  I.  series  were  exhib- 
ited and  showed  filling  defects  from  ulceration  of 
the  cecum.  These  patients  were  examined  and 
their  cases  discussed  by  Drs.  Farnsworth,  Poliak. 
Cox  and  Lacy. 

Dr.  Wood  presented  patient  Hammond,  who  is 
suffering  from  tuberculosis  of  both  kidneys  and 
probably  of  the  bladder.  Points  of  interest  in  the 
evolution  and  diagnosis  of  this  case  were  read 
from  the  patient’s  chart.  Patient  Hammond  has 
no  tuberculosis  in  any  other  parts  of  his  body  so 
far  as  is  known.  Drs.  Poliak.  Cox  and  Frazin  dis- 
cussed the  case. 

Owing  to  the  lateness  of  the  hour,  Dr.  Lacy’s 
paper  on  “Tuberculous  Lesions  of  the  Upper 
Respiratory  Tract”  was  postponed  until  the  next 
meeting. 

Dr.  Frazin  announced  that  the  regular  meet- 
ings of  the  Society  would  not  be  held  during  the 
months  of  July  and  August. 

The  meeting  adjourned  at  10  p.  m. 

J.  P.  WOOD,  Sec.  & Treas. 


EL  PASO  CITY-COUNTY  STAFF  MEET- 
ING. 

At  a meeting  of  the  staff  of  the  El  Paso 
City-County  Hospital  April  20,  the  follow- 
ing cases  were  reported : 

DR.  BARRETT:  The  patient,  a baby,  began  hav- 
ing severe  coughing  and  fever  seventeen  days  be- 
fore admission.  Three  days  before  admission  the 
cough  became  worse  and  convulsive  seizures  be- 
gan. The  neck  became  semirigid,  the  baby  de- 
veloped a moan,  and  there  were  strabismus, 
pharyngeal  congestion,  and  dyspnea.  There  were 
moist  rales  and  marked  vocal  fremitus  over  both 
lungs.  The  heart  was  rapid;  there  were  no  mur- 
murs. The  abdomen  was  distended.  Cervical 
glands  were  enlarged.  Reflexes  were  exaggerated. 
The  rectal  temperature  was  104,  the  hemoglobin 
70  per  cent,  the  white  blood  count  19,500.  The 
working  diagnosis  was  bronchopneumonia  and 
meningitis.  Attempt  at  spinal  puncture  was  un- 
successful. Since  fluid  could  not  be  obtained  for 
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confirmation  of  the  diagnosis  of  meningitis,  the 
diagnosis  was  changed  to  bronchopneumonia  with 
meningismus.  The  patient  died. 

Dr.  Richmond  said  that  he  would  consider  this 
pneumonia  with  pneumococcic  meningitis. 

DR.  RICHMOND:  A woman,  aged  35,  with  en- 

larged, tender  abdomen,  full  of  fluid  and  irregular 
masses.  No  • rigidity  of  abdomen.  The  patient 
had  a cough,  was  emaciated.  Temperature  100 
pulse  108,  respiration  24.  There  was  bilateral 
cervical  adenitis.  There  were  increased  fremitus 
and  dullness  on  percussion  over  both  lungs.  There 
was  a yellow  vaginal  discharge,  and  polyuria. 
The  swelling  of  the  abdomen  began  two  months 
before,  at  which  time  there  was  pain  low  down  on 
both  sides.  Heart  negative.  Tentative  diagnosis: 
tuberculous  peritonitis.  The  abdomen  was  tapped, 
and  much  straw-colored  fluid  obtained,  after  whicti 
the  condition  became  worse.  The  abdomen  was 
opened  under  local  anesthesia.  The  peritoneum 
was  very  thick  and  bled  profusely.  The  intestines 
were  matted  to  the  abdominal  wall.  Drain  was 
inserted  and  the  wound  closed.  The  patient  vom- 
ited several!  days  before  death.  At  the  time  of 
operation  carcinoma  was  suspected.  Section, 
however,  showed  round  cell  infiltration  and  scar- 
tissue.  The  final  diagnosis  was  tuberculous  peri- 
tonitis. 

DR.  VARNER:  Woman,  aged  33,  eight  months 

pregnant,  bleeding  on  admission.  Fetal  heart 
sounds  were  heard  during  labor,  but  baby  was 
born  dead.  Diagnosis:  placenta  praevia. 

DR.  BARRETT:  A child  was  admitted  with  ab- 

dominal rigidity,  more  marked  on  the  right  side, 
tenderness  over  McBurney’s  point,  and  tempera- 
ture of  101.8.  On  the  third  day  there  were  signs 
of  pneumonia:  rales  in  the  upper  left  lobe,  and 
after  a few  days  in  the  right  base.  Breath  sounds 
were  impaired  over  both  lungs.  X-rav  examina- 
tion confirmed  these  findings.  There  was  some 
abdominal  resistance  and  a tumor  above  the  cecum 
the  size  of  an  egg.  Dr.  Cummins  saw  her  in  con- 
sultation and  at  the  time  of  his  examination  he 
could  not  find  the  tumor.  Widal  test  was  posi- 
tive. Von  Pirquet  test  negative.  White  blood 
count  17.500.  The  temperature  continues  high, 
and  at  present  goes  to  102-103.  The  chest  at  pres- 
ent is  about  clear.  Dr.  Barrett  thinks  there  is 
an  impacted  cecum.  The  mass  gets  smaller  at 
times.  Drs.  Stevenson,  Gambrell,  and  Armistead 
thought  the  mass  very  likely  tuberculous 

DR.  STEVENSON:  A girl,  aged  12,  with  a his- 

tory of  sexual  relations  with  step-brother,  was  ad- 
mitted with  a diagnosis  of  pregnancy  and  chronic 
appendicitis.  Four  months  later  the  patient  was 
readmitted  with  the  same  diagnosis.  The  pelvic 
mass  was  larger,  the  temperature  was  101.3,  the 
white  blood  count  29,000.  with  84  per  cent  polys. 
All  signs  of  appendicitis  were  present.  Menses 
had  never  begun.  At  operation  the  appendix  was 
found  to  be  large  and  bathed  in  pus.  It  was  re- 
moved and  a drain  inserted.  Pathologic  report 
was  acute  and  chronic  appendicitis.  The  wound 
daained  well,  the  abdomen  became  flat,  and  the 
mass  disappeared.  There  was  no  pregnancy. 
There  was  possibly  an  ovarian  abscess  or  an  ab- 
scess in  the  culdesac. 

L.  M.  SMITH.  Sec’y. 

The  staff  of  the  El  Paso  City-County 
Hospital  met  May  18,  1927,  at  the  hospital, 
Dr.  G.  Werley,  vice-chairman,  presiding. 
The  members  present  were:  Drs.  G.  Wer- 
ley, F.  O.  Barrett,  F.  P.  Miller,  Hugh  Shan- 
non, E.  D.  Strong,  R.  A.  Wilson,  M.  E.  Stev- 


enson, L.  A.  Neil,  W.  R.  Jamieson,  Paul 
Gallagher,  J.  H.  Gambrell,  E.  B.  Thompson, 
T.  J.  McCamant,  J.  M.  Richmond,  Paul 
Rigney,  F.  M.  Barnes,  E.  J.  Cummins  and 
L.  M.  Smith. 

DR.  THOMPSON  reported  a typical  case  of  gon- 
orrheal arthritis  with  a history  of  painful  and  fre- 
quent urination  and  urethral  discharge.  There 
was  involvement  of  the  toes  and  hip.  The  patient 
developed  pneumonia  while  in  the  hospital,  but 
soon  recovered. 

DR.  THOMPSON  also  reported  briefly  several 
deaths  which  had  occurred  on  his  service  during 
the  month. 

DR.  WERLEY  reported  the  case  of  a man.  aged 
52,  with  a history  of  receiving  antiluetic  treatment 
at  the  clinic  in  1926.  He  had  pain  and  shortness 
of  breath  which  came  on  suddenly.  No  murmurs 
were  heard.  Blood  pressure  154/80.  There  were 
signs  of  fluid  at  the  right  base,  and  after  several 
attempts  a considerable  quantity  of  fluid  was  ob- 
tained. X-ray  showed  increased  diameter  of  the 
heart.  The  patient  died.  Autopsy  was  not  per- 
formed. 

DR.  WERLEY  also  discussed  briefly  the  death 
of  a patient  who  had  a working  diagnosis  of  mitral 
stenosis,  this  diagnosis  being  questioned  by  Dr. 
Werley. 

DR.  MILLER  discussed  the  death  of  a man.  56, 
who  was  struck  by  an  automobile.  The  patient 
was  found  in  shock  with  three  broken  ribs.  Died 
in  24  hours.  Autopsy  showed  a subdural  hemor- 
rhage, but  no  brain  damage. 

DR.  JAMIESON  reported  the  case  of  a man  who 
was  admitted  with  inability  to  urinate,  and  ex- 
treme pain  on  the  attempt.  Had  had  pain  and  fre- 
quency for  10  years.  The  prostate  was  markedly 
hypertrophied,  and  there  was,  bilateral  inguinal 
adenitis.  Blood  urea  270  mgms.  per  100  c.  c.  A 
permanent  catheter  was  inserted.  Cystoscopy 
showed  a large  prostate  with  a malignant  appear- 
ance. Diagnosis:  Probably  carcinoma  of  prostate. 
A suprapubic  cystotomy  was  performed,  and  a re- 
tention catheter  inserted.  The  blood  urea  dropped 
42  mgms.,  and  the  prostate  was  then  removed. 
The  patient  died.  Final  diagnosis:  carcinoma  of 
prostate. 

DR.  JAMIESON  also  reported  a second  case  of 
^carcinoma  of  the  prostate  with  fatal  termination. 
This  patient  had  had  painful  and  frequent  urina- 
tion for  two  weeks,  and  no  urination  at  all  for 
three  days.  The  bladder  was  palpable  above  the 
pubis.  Prostate  large.  Blood  urea  40  mgms.  The 
prostate  was  removed  leaving  a very  hard  cap- 
sule of  infiltration  about  the  cavity.  Died  eleven 
days  after  the  operation.  Section  of  the  prostate 
showed  carcinoma.  Thrombi  were  found  in  the 
heart  at  autopsy. 

DR.  RIGNEY  discussed  the  case  of  a man  who 
fell  on  a step  and  fractured  the  left  femur  below 
the  greater  trochanter.  An  anesthetic  was  given, 
and  extension  apparatus  and  cast  applied.  Ulcers 
developed  all  over  the  leg  at  points  of  pressure. 
The  patient  died.  Autopsy  showed  consolidation 
of  the  right  lower  lobe  of  the  lung.  Diagnosis: 
pneumonia. 

DR.  RIGNEY  also  discussed  briefly  several  other 
fatalities  occurring  on  his  service  during  the 
month. 

DR.  MILLER,  for  Dr.  Hugh  White,  presented 
the  record  of  a case  of  cardiac  decompensation 
with  a gangrenous  leg.  which  was  amputated. 

DR.  RICHMOND  discussed  the  case  of  a woman 
with  a history  of  pain  preceding  menstruation, 
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profuse  discharge,  and  bleeding  from  the  cervix. 
The  cervix  presented  a cauliflower  appearance, 
bathed  in  a foul  discharge.  Tender  over  the  pel- 
vis. There  was  swelling  of  the  left  leg.  Radium 
was  applied.  The  patient  passed  grape-like  mass- 
es. Diagnosis:  chorionic  epithelioma.  Death  en- 
sued eleven  days  after  admission. 

DR.  McCAMANT  and  DR.  ARONSON  presented 
brief  records  of  cases  which  died  in  the  hospital 
during  April. 

DR.  SHANNON  reported  the  case  of  a man  with 
acute  retention  of  urine  for  five  days,  and  a his- 
tory of  painful  urination  for  six  months.  He  had 
not  defecated  for  five  days.  Prostate  was  en- 
larged. The  diagnosis  was  prostatic  hypertrophy. 
Retention  catheter  was  inserted.  The  patient  de- 
veloped signs  of  appendicitis,  was  operated,  and 
a subacute  appendicitis  with  many  adhesions  was 
found. 

DR.  SMITH  reported  a case  of  pellagra  with 
diarrhea,  typical  pellagrous  dermatitis,  stomatitis, 
and  advanced  symptoms.  The  patient  was  put  on 
a high  protein  diet  and  brewers’  yeast.  After 
two  months  of  this  treatment  all  symptoms  had 
disappeared,  and  the  patient  was  discharged  and 
told  to  report  at  intervals  for  observation. 

DR.  RICHMOND  advocated  drainage  thru  the 
culdesac  in  cases  of  pelvic  abscess,  in  addition  to 
abdominal  drainage.  He  stated  that  better  re- 
sults were  obtained  in  this  way.  He  also  empha- 
sized the  advantage  of'  removing  the  fundus  of 
the  uterus  as  well  as  the  tubes  in  pus-tube  cases; 
cases  recover  more  quickly. 


DR.  GAMBRELL  agreed  with  Dr.  Richmond  that 
fundectomy  is  advantageous  in  these  cases  and 
effects  a better  drainage. 

DR.  MILLER  stated  that  the  mortality  is  much 
lower  in  pelvic  abscess  if  culdesac  drainage  is 
done  before  the  abdominal  operation,  especially 
in  acute  cases. 

L.  M.  SMITH,  Sec’y. 


ARIZONA  DEACONESS  HOSPITAL 
(Phoenix) 

May  23,  1927. 

The  regular  meeting  of  the  Staff  of  the  Arizona 
Deaconess  Hospital  was  held  May  23,  1927,  at  fc 
p.  m. 

In  the  absence  of  the  chairman  of  the  records 
committee,  the  secretary  reported  upon  the  deaths 
for  March  and  April,  as  follows: 

Case  No.  453. — Tumor  of  the  hypophysis  and 
hemorrhage  into  the  fourth  ventricle;  came  to  the 
hospital  in  a terminal  condition  and  died  a few 
hours  later.  The  case  was  autopsied:  the  diagno- 
sis seems  to  have  been  made  at  autopsy. 

Case  No.  543. — Bronchial  pneumonia;  admitted 
March  22,  and  died  on  the  27th.  There  were  very 
good  records  on  this  patient,  as  she  had  been  in 
the  hospital  several  times  before. 

Case  No.  459. — Tuberculosis  of  the  bladder;  pre- 
viously reported  at  staff  meeting. 

Case  No  744. — A six  months  old  babv  with  acute 
gastroenteritis,  secondary  to  an  upper  respiratory 
tract  infection.  This  case  was  reported  in  detail 
in  this  staff  meeting. 
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Case  No.  734. — Female,  age  29.  Admitted  April 
19  and  died  on  the  23rd,  with  chronic  nephritis 
and  mitral  regurgitation.  Has  a very  fair  history. 

Case  No.  602.— Entered  the  hospital  April  1st 
and  died  on  the  2nd,  with  diagnosis  of  anhy- 
dremia.  There  is  a good  record. 

Case  No.  705. — A baby  five  months  of  age  with 
an  incomplete  chart.  Diagnosis  not  recorded  by 
the  attending  physician,  and  he  has  given  no  his- 
tory or  examination  records  of  the  case.  The  con- 
sultants left  a fair  record,  however,  to  the  effect 
that  the  case  was  an  acute  diarrhea,  with  sec- 
ondary meningitis. 

Case  No.  533  — Female,  age  25,  with  pulmonary 
tuberculosis,  chronic  nephritis  and  uremia.  She 
was  brought  to  the  hospital  in  a terminal  condi- 
tion and  died  within  three  days.  The  records  are 
good. 

Case  No.  455. — Male,  age  43.  Operated  for  acute 
gangrenous  appendix.  The  patient  had  been  ill 
two  weeks  before  he  was  brought  to  the  hospital. 
The  operation  was  done,  though  there  was  slight 
chance  of  recovery.  Records  are  good. 

Case  No.  725. — Female,  age  33,  who  died  from 
puerperal  eclampsia,  five  days  after  admission  to 
the  hospital.  The  records  are  inadequate. 

Case  No.  640. — An  immature  baby;  died  a few 
hours  after  admission. 

Case  No.  402. — Male,  76  years  of  age,  died  of 
strangulated  inguinal  hernia,  which  was  reduced 
on  two  occasions.  The  patient  suffered  consider- 
able shock  and  death  followed  two  days  after  ad- 
mission. 

Case  No.  647. — -Male,  47  years  of  age,  who  aied 
of  acute  nephritis,  one  day  after  admission.  Rec- 
ords are  fair. 

Case  No.  463. — Female,  age  31,  who  died  of  peri- 
tonitis, probably  from  septic  abortion.  There  is 
no  history  nor  records  of  examination  by  the 
physician. 

Case  No.  703. — Male,  age  28,  who  died  of  acute 
dilatation  of  the  heart,  nine  days-  after  admission. 
Records  are  good. 

Case  No.  542. — Male,  age  72,  who  died  of  hyper- 
tension and  apoplexy,  sixteen  days  after  admis- 
sion. Records  are  good. 

Case  No.  306. — Female,  age  26,  who  died  of  pul- 
monary tuberculosis  and  chronic  nephritis,  21  days 
after  admission.  Records  are  good. 

Case  No.  420. — Female,  40  years  of  age,  who  died 
of  uremia  following  pregnancy.  Records  are  chief- 
ly by  the  interne,  and  are  good. 

Case  No.  967. — Male,  27  years  of  age,  who  died 
of  pulmonary  tuberculosis,  about  three  months 

after  admission  to  the  hospital.  Records  are  good. 

The  main  part  of  the  program  consisted  of  the 
presentation  of  a group  of  pediatric  cases,  Sll  of 
which  had  been  in  the  hospital  in  the  past  few 
weeks. 

Case  No.  712. — Presented  by  DR.  CARSON.  This 
was  a baby  nine  months  of  age,  admitted  on  April 

18.  The  history  says  that  it  was  a badly  dehy- 

drated baby,  which  had  been  vomiting  and  having 
many  liquid  bowel  movements  for  days.  The  baby 
had  previously  been  well  except  for  an  infected 
ear.  The  child  was  given  intraperitoneal  blood, 
and  salt  solution,  and  put  on  a low  fat  and  hign 
protein  diet.  It  made  an  uneventful  recovery  and 
was  dismissed  as  well,  on  May  10. 

Case  No.  820. — Presented  by  DR.  FOURNIER.  Pa- 
tient was  a baby  boy,  eight  months  of  age;  chief 
complaint  was  cough,  high  temperature,  and  loose 
bowels.  Entered  the  hospital  on  May  4th,  after 
about  ten  days  illness.  Previous  to  this  illness 
the  child  had  had  a cold  for  about  one  week.  Ihis 
commenced  as  a rhinitis  but  gradually  extended 


downwards  until  it  invaded  his  lungs.  There  was 
considerable  coughing  and  temperature.  The  child 
was  very  fretful  and  restless.  He  had  been  hav- 
ing frequent  green  watery  stools. 

Physical  Examination — The  child  was  lying  in 
bed  in  a semi-conscious  state.  It  was  fairly  welt 
nourished  but  pale.  The  respirations  were  rapid 
and  there  was  considerable  cough.  Head  nega- 
tive, tongue  coated,  no  teeth.  The  tonsils  were 
slightlv  injected.  The  abdomen  was  scaphoid. 
The  liver  could  be  felt  below  costal  margin.  Spleen 
and  kidneys  not  palpable.  Pulse,  rapid  and  regu- 
lar. Heart  showed  no  adventitious  sounds.  Chest 
was  barrel  shaped  and  seemed  to  expand  freely 
and  evenly  on  both  sides.  The  breathing  was 
bronchial  in  character,  and  rales  could  be  heard 
over  the  entire  lungs.  Percussion  was  negative. 
Urine  was  negative.  Skin  was  dry  and  loose  and 
showed  evidence  of  loss  of  subcutaneous  fat. 
Bones  and  joints  were  negative.  Hemoglobin  76%; 
Leukocytes  25.400;  large  lymphocytes  16%;  poiy- 
nuclears  84%.  Diagnosis  was  bronchial  pneu- 
monia. 

Child  was  put  to  breast  every  three  hours.  It 
was  given  a cool  sponge  bath  every  three  hours 
while  temperature  was  high.  Fluids  were  forced 
and  it  was  given  proctoclysis  of  three  per  cent 
glucose,  fifteen  drops  to  the  minute.  One  c.  c. 
of  pneumococcus  immunogen  was  given  every  24 
hours. 

Case  No.  705. — In  the  absence  of  Dr.  Shupe, 
presented  by  the  secretary.  The  records  are  in- 
complete; there  is  no  history,  nor  examination 
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records  by  the  attending  physician,  and  the  first 
page  is  unsigned.  This  was  a baby  five  months 
of  age,  admitted  to  the  hospital  on  the  16th  of 
April,  with  the  diagnosis  of  epidemic  diarrhea. 
The  buttocks  were  excoriated.  The  leukocyte 
count  was.  17,400.  The  Wasseripann  was  negative. 
The  baby  was  seen  by  six  doctors;  the  general 
conclusion  was  that  the  baby  developed  menin- 
gitis or  encephalitis  which  was  secondary  to  the 
intestinal  infection.  Before  death  the  baby  had 
repeated  convulsions.  Temperature  105  ^ at  death. 

Case  No.  744. — Presented  by  DR.  CHARVOZ. 
This  was  a baby  six  months  of  age.  It  had  been 
bottle  fed  with  cow’s  milk,  diluted  with  water  and 
malted;  milk,  scalded  before  giving  to  the  child. 
Two  weeks  prior  to  entrance  to  the  hospital  would 
cry  out  suddenly  as  if  in  pain.  Temperature  rose 
to  104.  There  is  no  examination  record.  Red  cells 
nearly  5,000,000;  leukocytes  21,200  with  40% 
lymphocytes  and  60%  polynuclears.  The  progress 
notes  say  that  the  baby  had  a temperature  of  104, 
slow  respiration,  and  the  stools  were  green  in 
color.  The  baby  was  discharged  two  weeks  after 
admission,  greatly  improved.  This  case  seems  to 
be  one  of  the  epidemic  which  is  so  persistent  here 
in  Phoenix,  and  in  which  the  prominent  manifesta- 
tion is  enteritis. 

Case  No.  651. — Presented  by  DR.  CARSON,  was 
a baby  eleven  months  of  age,  admitted  to  the  hos- 
pital April  8 and  discharged  24  hours  later,  in  or- 
der to  be  taken  to  a hospital  in  Los  Angeles.  The 
records  say  that  this  is  a dehydrated  baby,  hav- 
ing from  seven  to  eight  watery  green  bowel  move- 
ments per  day.  It  had  been  ill  about  three  days 
before  coming  in.  The  child  was  given  a normal 


saline  solution  intraperitoneally  and  was  placed 
on  a high  protein,  low  fat  diet.  It  was  also  giv- 
en glucose  and  insulin,  hypodermatically  under 
each  breast.  The  child  was  better  within  24 
hours.  Dr.  Charvoz  saw  the  patient  in  consultation 
and  his  records  read,  the  child  was  pale  and  list- 
less, and  had  dark  circles  under  the  eyes,  muscles 
were  flaccid  and  abdomen  was  soft  and  tympanitic 
throughout.  The  liver  and  spleen  were  normal  in 
size;  heart  sounds  were  normal,  poise  was  normal 
and  reflexes  not  changed.  Diagnosis  was  fermenta- 
tion diarrhea,  and  he  concurred  in  the  treatment 
recommended  by  Dr.  Carson.  The  baby  went  to 
California,  where  it  died  on  the  13th  of  April,  five 
days  after  admission  to  our  hospital.  An  autopsy 
was  performed  by  Dr.  Mona  Bettin,  who  found  an 
acute  encephalitis  to  be  the  primary  cause  of 
death,  with  other  essential  findings  as  follows: 
hypostatic  congestion  of  both  lungs:  fatty  liver; 

congestion  of  kidneys;  and  apparently  healed  en- 
teritis. Culture  of  the  heart  blood  was  negative. 

Case  No.  872. — Presented  by  DR.  J.  D.  HAMER. 
Baby,  nine  months  of  age,  which  had  been  vomit- 
ing for  several  days,  not  able  to  retain  water  and 
having  many  watery  stools.  Temperature  up  to 
105.  Dr.  Hamer’s  record  is  as  follows:  Two  weeks 
prior  to  onset,  child  had  had  a severe  coryza 
which  lasted  from  five  to  six  days.  Then  for  one 
week  child  apparently  had  been  well,  until  Satur- 
day, May  7th,  when  mother  noticed  baby  was  very 
fretful,  refused  its  food,  and  slept  poorly.  The 
following  day,  May  8th,  child  began  having  an- 
orexia, and  the  small  amount  of  food  taken  was 
vomited.  The  sixth  day,  it  began  having  a diar- 
rhea; color  was  normal  but  watery  at  first;  by 
Wednesday,  May  11,  there  were  fifteen  to  twenty 
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“The  Dietary  Value  of  Gelatine 

has  long  been  recognized  although  until  now, 
the  basic  reasons  have  been  somewhat  clouded 
by  varying  theories.  Among  the  recognized 
protective  colloids,  none  has  a higher  degree  of 
colloidal  potency  than  edible  gelatine.  It  has 
now  been  conclusively  established  that  the  value 
of  edible  gelatine  in  infant  feeding  is  due  to  its 
colloidal  action  in  emulsifying  the  milk  curds, 
and  to  the  presence  (to  the  extent  of  5.9)  of 
lysine,  an  amino  acid  which  promotes  growth. 
Similarly  protective  colloids  in  the  form  of  albu- 
mins and  gelatine  are  of  the  highest  importance 
in  maintaining  an  emulsion  of  the  fats  which 
are  ingested,  and  i:i  that  way  preventing  diges- 
tive disorders  that  would  result  from  non-emul- 
sification  cf  the  fat  masses.  Edible  gelatine 
is  the  most  important  member  of  the  group  of 
colloids,  the  dietary  importance  of  which  is  be- 
coming more  and  more  appreciated  by  all  pedia- 
tricians and  food  authorities.  Aside  from  this  it 
is  of  itself  the  most  easily  digested  of  all  proteins. 
Working  on  this  basis  it  has  been  demonstrated 
that  one  of  the  most  valuable  uses  to  which  gel- 
atine can  be  put  is  in  combination  with  the  milk 


formulas  in  the  feeding  of  infants.  It  is  ofvalue 
to  the  infant  in  at  least  two  ways.  In  the  first 
place,  because  of  its  powerful  colloidal  action, 
gelatine  causes  the  casein  to  curd  in  small  soft, 
and  easily  digestible  curds  and  thus  prevents  the 
formation  of  the  hard,  tough  curds  which  so  often 
cause  digestive  disturbances  and  are  of  more  or 
less  common  occurrence  in  infants'  stools.  Al- 
though gelatine  may  not  in  exceptional  cases 
absolutely  prevent  the  formation  of  curds,  these 
indigestible  masses  will  surely  be  reduced  in  size 
and  softened  in  substance  for  easy  digestion  by 
the  addition  of  a small  amount  of  dissolved  gela- 
tine in  the  milk  formula.  Gelatine  is  of  partic- 
ular value  in  the  diet  of  the  growing  child, 
because  of  its  relatively  high  content  of  lysine, 
one  of  the  amino  acids  necessary  for  growth. 

* Tor  infants  three  weeks  to  six  months  old  add 
one-half  teaspoonful  of  gelatine  to  the  day’s 
milk  formula.  F'or  babies  six  months  old  and 
up  add  one  teaspoonful  of  gelatine  to  the  day’s 
milk  formula.  F'irst  soak  the  gelatine  for  about 
ten  minutes  in  one  ounce  of  cold  milk  taker,  from 
the  day’s  formula.Thenaddone  ounce  of  hot  milk 
from  the  day's  formula.  Stir  until  dissolved  and 
add  this  solution  to  the  full  quantity  of  the  day’s 
formula,  stirring  until  thoroughly  mixed.” 
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profuse,  thin,  squirty,  greenish,  foul  smelling  stools 
per  day;  no  blood  or  pus  noted  in  stools. 

From  onset  until  day  child  entered  hospital 
(May  14),  the  mother  noted  a decided  loss  of 
weight.  Babe  didn’t  take  food  well,  and  any 
nourishment  taken  was  promptly  evacuated.  Child 
continued  to  waste,  and  by  Friday,  May  13,  moth- 
er noted  that  child's  eyes  were  deeply  sunken, 
the  cornea  seemed  to  have  a “scum”  over  it.  The 
body  was  greatly  emaciated,  and  breathing  was 
very  rapid,  at  times  irregular  and  difficult.  By 
Saturday,  May  14,  child  seemed  in  a stupor,  and 
was  inattentive  to  all  surroundings.  No  history  of 
convulsions,  although  neck  and  limbs  were  stiff 
at  times  on  May  13th  and  14th.  No  exposure  to 
contagious  diseases,  no  skin  rashes  nor  cough. 

Father  and  mother  were  both  well.  One  sister, 
living  and  well  (3%  yrs.).  No  history  of  familial 
diseases.  Mother  experienced  no  antepartum  dif- 
ficulties. No  exposure  to  tuberculosis  or  other 
diseases. 

From  time  child  was  one  month  old,  the  parents 
have  been  on  a tour  of  southern  states,  camping 
along  the  way.  This  was  second  child,  normal 
birth,  full  term,  easy  labor,  spontaneous  respira- 
tion. Attended  by  a physician.  Breast  fed,  at 
first  every  two  hours,  later  every  four  hours,  by 
mother  until  three  and  one-half  months  of  age. 
Baby  began  to  regurgitate  food  at  intervals  at 
this  age,  mother  thought  it  wasn’t  getting  enough 
to  eat,  so  she  began  giving  Eagle  brand,  three 
ounces  every  two  hours,  (more  or  less),  regularly 
until  three  weeks  ago,  when  whole  cow’s  milk 
was  substituted  in  a dilution  of  two  ounces  milk, 


Open  All  the  Year 

with 


Pluto  Spring  Flowing  All  the  Time 


SIX  HUNDRED  AND  FIFTY  ROOMS 
(ALL  OUTSIDE)  IN  OUR  HOTEL 

A place  where  your  patients  can  find  attractive  ■urround- 
ings  with  adequate  medical  service  and  supervision. 

“Logan  Clendening  in  his  recent  clasic,  ‘Modern  Methods 
of  Treatment,’  says,  ‘The  benefits  to  be  derived  from  a Cure 
at  a Mineral  Springs  depend,  almost  entirely,  upon  the  effi- 
ciency of  the  medical  organization  thereat.’  This  principle 
has  always  been  and  still  is  the  one  which  has  so  largely 
contributed  to  the  deserved  fame  of  the  French  Lick  Springs 
Hotel  at  French  Lick,  Indiana.” 

When  your  patients  are  tired  of  home  or  hospital  send 
them  to  French  Lick  for  final  recuperation. 

Write  for  Booklet 


six  ounces  water,  and  a bit  of  sugar  added.  Dur- 
ing present  illness,  mother  again  tried  Eagle  brand 
until  a local  doctor  placed  child  on  mixture  of 
barley  water,  Mellen’s  food  (dextri-maltose)  and 
an  occasional  white  of  egg,  one  and  haif  ounces 
every  one  to  two  hours,  during  the  illness.  It  was 
also  given  two  kinds  of  medicine,  to  one  of  which 
orange  juice  was  added.  For  past  few  months 
child  has  been  fed  at  irregular  intervals,  water 
sometimes  not  boiled,  tomato  juice,  butter,  crack 
ers,  bread,  olive  oil,  and  orange  juice. 

No  pigmentations,  icterus  or  swellings.  No 
opisthotomos  or  convulsions.  No  cradle  cap, 
fontanelles  normal.  Hearing  O.  K.,  no  discharge. 
Eyes  negative,  no  squint  or  photophobia.  Nose 
occasionally  cold.  Mouth,  first  tooth  age  five 
months;  second,  five  and  half  months;  third,  eight 
months.  Throat,  no  swollen  glands,  nor  sore 
throat,  croup,  hoarseness  nor  laryngospasm.  Lungs, 
negative.  Heart,  no  blueness  of  skin.  No  hema- 
temesis,  pus  or  bloody  stools,  no  hernia  nor  tenes- 
mus. Muscles,  good  tone  and  activity,  no  paraly- 
sis. Bones,  no  deformities,  swellings  nor  pain. 

The  child  died  one  week  after  admission  to  the 
hospital. 

Autopsy: — Skin  dry,  marked  emaciation  and 
practically  no  subcutaneous  fat.  Omentum  very 
thin.  Intestines  distended  with  gas.  No  evidence 
of  peritonitis.  Left  lung  shows  no  definite  chang- 
es. Right  lung  hyperemic  at  base.  Pericardium 
negative.  Heart  normal.  Liver  negative.  Small 
intestines  negative.  Colon  fairly  diffuse  coiiLs 
without  ulceration.  Stomach  *egative.  Brain 
marked  edema  and  hyperemia.  Cause  of  death, 
anhydremia  and  edema  of  brain. 

Dr.  Dunn,  in  opening  the  discussion,  said  that 
he  believed  that  these  babies  die  from  dehydra 
tion  and  foreign  protein  intoxication.  For  years  it 
has  been  his  practice  to  take  away  milk  entirely, 
and  to  substitute  high  carbohydrate  diet,  usually 
with  barley  water,  crackers,  and  tea.  In  extreme 
cases  he  introduces  the  Jute  duodenal  tube,  by 
which  he  gives  the  foods  and  liquids.  The  tube 
may  be  introduced  through  the  nose.  Dr.  Thomas 
said  that  he  agreed  with  Dr.  Dunn  that  milk  should 
be  eliminated  and  carbohydrates  substituted.  Dr. 
Bannister  said  he  had  had  more  of  these  seriously 
ill  babies  tftiis  year  than  usual,  bui  that  he  had 
had  them  other  years,  and  he  believes  that  ueath 
results  from  edema  of  the  brain  caused  from  the 
excessively  high  temperature. 

ORVILLE  HARRY  BROWN, 

Secretary. 


INTERSTATE  POSTGRADUATE  ASSEMBLY, 

Kansas  City,  Oct.  17  to  20. 

The  program  of  the  Inter-State  Post  Graduate  As- 
sembly of  North  America,  to  .be  held  at  Kansas 
City,  Mo.,  October  17-20,  1927,  has  been  received. 
This  Assembly  will  offer  the  usual  high  grade  of 
diagnostic  clinics  by  men  of  national  repute,  cover- 
ing most  of  the  specialties  in  medicine  and  surgery. 
This  annual  Assembly  has  become  one  of  the  not- 
able meetings  for  clinical  teaching  and  attracts  a 
larger  and  larger  number  of  visitors  each  year.  Any 
one  interested  in  seeing  the  complete  program  can 
secure  full  information  from  Dr.  Wm.  B.  Peck. 
Managing  Director  of  the  Inter-State  Post  Gradu- 
ate Assembly,  Freeport,  111. 


Have  you  heard  the  great  song  hit  entitled: 
“He  rowed  his  girl  up  stream  and  paddled  her 
back?” 
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Use  the 


new  and  improved  ABBOTT’S 


(Para-loluenc-.iodium.mil- 

phochJoramide) 

4.6  GRAINS 

Urt  No.  1106 
Dakin’*  Antiseptic 

A virtual!/  nontoxic  and  non 
caustic  antiseptic. 


CHLOR AZENE 

TABLETS 

(CHLORAMINE) 

Now  Readily  Soluble  in  Water 
but  firm  enough  to  withstand 
breakage.  Their  uniformity  and 
accuracy  is  guaranteed.  Every 
tablet  contains  the  full  amount 
of  CHLORAZENE-  4.6  grams. 


THE  SIMPLIFIED  D,  A KIN  ANTISEPTIC 

By  a new  and  exclusive  method,  discovered  in  our  research  laboratories,  after  years 
of  study,  we  are  now  able  to  supply  an  improved  CHLORAZENE  tablet  which  is 
readily  sofuble  in  water  and,  at  the  same  time,  accurate  in  dosage  as  to  the  Chlora- 
mine content  and  permanent  in  all  climates. 


Stability,  Convenience,  Effectiveness 

The  ease  with  which  fresh  solutions  can  be  made  in  any  desired  strength  with 
C’HLORAZENE  Tablets  and  the  germicidal  power  of  these  solutions  recommends 
them  for  surgical  use  and  general  practice. 

Chlorazene  Solutions  Are  Practically  Non-Toxic.  They 
Are  Safe  to  Use  for  Antiseptic  Purposes  in  all  Conditions 

CHLORAZBNE  is  supplied  not  only  in  tablets  (bottles  of  100  and  1.000)  but  also 
in  powder  form  and  as  CHLORAZBNE  SURGICAL  CREAM,  CHLORAZEJME 
SURGICAL  GAUZE  and  AROMATIC  CHLORAZENE  POWDER  for  gargles  and 
nasal  sprays. 

ASK  YOUR  DRUGGIST  OR  ORDER  DIRECT 

Abbott  Laboratories 

North  Chicago,  Illinois 

New  York  San  Francisco  Los  Angeles  Seattle  Toronto  Bombay 
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SOUTHWESTERN  MEDICINE 


ANNUAL  REPRINT  OF  THE  REPORTS  OF  THE 

COUNCIL  ON  PHARMACY  AND  CHEMISTRY 
OF  THE  AMERICAN  MEDICAL 
ASSOCIATION  FOR  1926 

With  comments  that  have  appeared  in  The 'Jour- 
nal. Cloth.  Price,  $1.00.  Pp.  73,  Chicago;  Ameri- 
can Medical  Association,  1927. 

Reports  are  given  on  the  following  articles 
found  not  acceptable  for  New  and  Nonofficial 
Remedies:  Allonal,  Animasa,  three  benzyl  benzoate 
preparations,  Ceanothyn,  Cresog,  Firma  Chloro. 
Idozan,  Malt  Nutrine,  Murarsenide,  Naftalan.  Neo- 
Reargon,  Nontox,  Numoquin,  Oleosolution,  “Pabst 
Extract — The  ‘Best’  Tonic,”  Phenoseptine  Cones 
and  Phenoseptine  Powder.  Pollen  Antigen  Spring 
Type-Lederle,  Rad-X-Solution  A and  Rad-X-Solution 
B.  Robes’  Anti  rheumatic  Injection,  Sodium  Meth- 
ylarsenate  (De  Marsico),  Ster-Alco,  Sulcitacium, 
Tetradol.  Thymo-Borine,  Toxivi,  Toxok,  and  Tri- 
ophos.  Besides  these  there  are  reports  on  a num- 
ber of  articles  that  have  been  omitted  from  New 
and  Nonofficial  Remedies. 

The  volume  also  contains  the  folowing  special 
reports  of  current  interest  to  physicians:  a report 
on  the  status  of  bacillus  acidophilus  and  bacillus 
bulgaricus  therapy,  on  the  basis  of  which  the  N . 
N.  R.  article  on  Lactic  Acid-Producing  Organisms 
has  been  revised  and  rewritten;  a report  dealing 
with  the  esteem  in  which  antistreptococcus  serum 
is  now  held  by  leading  surgeons,  gynecologists  and 
obstetricians,  prepared  by  Dr.  Emil  Novak  on  the 
basis  of  the  answers  to  a questionnaire  sent  to 
representative  members  of  these  groups;  and  a 
preliminary  report  on  the  status  of  the  new  drug, 
Ephedrine. 

New  and  Nonofficial  Remedies,  1927,  containing 
descriptions  of  the  articles  which  stand  accepted 
by  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  on  Jan.  I,  1927. 
Cloth.  Price,  postpaid,  $1.50.  Pp.  473  XLVIl. 
Chicago.  American  Medical  Association 

The  appearance  of  the  annual  edition  of  New 
and  Nonofficial  Remedies  is  looked  upon  as  an 
event  among  all  those  interested  in  drugs  and 
their  therapeutic  use.  The  text  is  so  carefully 
scrutinized  and  revised  each  year  by  the  various 
members  of  the  Council  on  Pharmacy  and  Chem- 
istry that  each  issue  is  essentially  a new  book, 
a.  safe  guide  to  the  frontier  that  lies  between  the 
official  drugs  and  the  latest  preparations  launched 
by  the  pharmaceutical  manufacturers. 

Among  the  preparations  newly  admitted  to  the 
book  are:  Isacen,  a p'roduct  related  to  phenolph- 
thalein;  Ipral,  a barbital  hypnotic;  a cod  liver 


oil  concentrate  having  a definite  vitamin  A and 
vitamin  R potency;  and  three  erysipelas  strepto 
coccus  antitoxin  preparations. 

New  and  Nonofficial  Remedies  is  indispensable 
to  any  physician  who  prescribes  drugs.  It.  con 
tains  information  about  medical  products  which 
cannot  be  found  in  any  other  publication. 


MERCK  & COMPANY,  Inc. 

“The  consolidation  of  Merck  & Co.,  of  New  York 
and  the  Powers- Weightman-Rosengarten  Co.  of 
Phildelphia,  under  the  name  of  Merck  & Co.,  Inc.,  be- 
came effective  on  July  1.” 

This  brief  statement  tells  the  story  of  the  merg- 
ing into  one  of  two  of  the  largest  and  best  known 
chemical  manufacturing  concerns  in  this  country, 
or  the  world. 

Under  the  terms  of  agreement,  the  Merck  in- 
terests predominate  in  the  new  company.  George 
W.  Merck,  son  of  the  founder  of  Merck  & Co.,  a 
young  man  only  thirty-three  years  of  age,  is  the 
president  of  the  new  concern,  while  Frederick 
Rosengarten,  the  youngest  of  the  four  brothers 
who  have  been  conducting  the  affairs  of  Powers- 
Weightman-Rosengarten  Co.,  becomes  chairman  of 
the  board  of  directors. 

Each  of  these  concerns  brings  into  the  new 
company  a wealth  of  valuable  assets  in  the  form 
of  good-will  and  confidence  of  the  medical  pro- 
fession and  other  users  of  chemicals,  these  as- 
sets having  been  earned  through  many  years  of 
production  of  high  quality  chemicals  and  research 
work.  The  production  of  pure  alkaloids  was  first 
developed  by  the  Merck  factory  in  Darmstadt; 
since  the  establishment  of  the  United  States 
branch  in  1891,  they  have  been  leaders  in  the 
production  of  alkaloids  and  pure  medicinal  chemi- 
cals. The  firm  which  eventually  became  Powers 
& Weightman:  was  established  in  Philadelphia  in 
1818,  and  have  been  leaders  in  research  chemistry 
since  that  time;  among  their  first  products  were 
quinine  and  ether,  and  they  have  been  among  the 
largest  manufacturers  in  the  world  of  quinine, 
citric  acid  and  opium  preparations.  The  new  firm 
will,  no  doubt,  go  far  toward  placing  and  keeping 
American  chemical  products  in  the  lead. 


WHERE  DO  THEY  WEAR  ’EM? 

With  graceful  feet,  a damsel  sweet, 

Was  tripping  the  light  fantastic. 

All  at  once  she  tore  for  the  dressing  room  door, 
You  never  can  trust  elastic. 


FOR  SALE  OR  LEASE 

JIrrarott  pturs  Sanatorium 

(Tuberculosis) 

Established  1912 

Ideal  year  round  climate.  For  full  details  write: 

Peaceful  and  beautiful  location  P.  O.  Box  O, 

among'  the  pines.  Prescott  Arizona 
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FORMER  ILLINOIS  DOCTORS 

Doctors  who  lived  formerly  in  Illinois,  or  who 
are  descendant  of  pioneer  physicians  of  the  “Illi- 
nois country"  will  hear  with  interest  that  Volume 
One  of  the  “History  of  Medical  Practice  in  the 
State  of  Illinois”  is  ready  for  delivery. 

The  History  has  been  written  under  the  super- 
vision of  a committee  appointed  by  the  Illinois 
State  Medical  Society  as  a commemora“.on  of  its 
seventy-fifth  anniversary  hut  more  especially  to 
make  a living  tribute  to  those  valiant  men  of  the 
medical  profession  who  played  so  able  a part  in 
the  exploration,  settlement  and  development  of  the 
Illinois  country. 

Ir,  this  first  volume  of  the  History  arj  set  down 
events  from  the  earliest  available  knowledge  of 
conditions  in  the  Illinois  country,  along  througn 
the  days  of  the  aborigines,  and  commencing  with 
the  actual  records  when,  in  1673  Father  Marquette 
had  medical  attention  in  Chicago,  up  until  the 
year  1850. 

In  the  second  volume  (now  in  preparation),  nar- 
ration continues  up  until  the  present  time.  Fu 
ture  years  will  bring  other,  volumes  so  that  this 
history  will  be  an  ever  virile  monument  to  the 
men  and  incidents  whom  it  would  honor. 

The  edition  is  limited.  It  will  not  be  reprinted. 
A place  in  every  physician's  library  is  merited  by 
this  volume,  both  as  a tribute  to  the  men  wno 
blazed  the  trail  for  modern  scientific  medicine  and 
as  ever  present  reminder  and  authority  as  to 
what  is  happening  to  medicine  right  in  this  state 
every  day.  so  far  as  finance,  discovery,  legislation 
and  public  relations  are  concerned,  and  the  mer 
who  are  responsible  for  the  heritage  of  trust  for 
over  two  centuries  and  a half.  Volume  Offe  is 
now  ready.  Volume  Two  will  follow  soon.  Orders 


Phy  sicians  and  Dentists 
Attention ! 

We  wish  to  announce  new  forms  of 
liability  policies  for  physicians  and 
dentists  embodying  every  advantage 
that  appears  in  any  competitors’  policy 
and  including  several  features  in  addi- 
tion that  make  the  new  policies  ab- 
solutely the  best. 

The  Policies  guarantee  to  pay  dam- 
ages awarded  for  professional  services 
rendered  or  which  should  have  been 
rendered  up  to  their  expressed  limits — 
$10,000.00  on  any  one  claim  with  a 
maximum  of  $30,000.00  for  any  one 
policy  term.  This  is  much  broader  than 
the  old  phrase  in  competitors’  policies 
“to  indemnify  against  loss  sustained” 
which  requires  the  actual  payment  of 
loss  by  the  assured  before  the  policy 
is  operative. 


Recolac  as  a Complements! 
Feeding 

/^eliquefied  recolac  has  proved  itself  to  be 
an  especially  convenient  and  satisfactory 
diet  for  use  in  complementary  feeding  cases. 
This  is  because  of  the  great  simplicity  of 
preparation,  the  readiness  with  which  the 
feedings  are  taken,  and  the  gratifying  results 
that  follow  its  use. 


Samples  a id  Literature  on  Request. 


MEAD  JOHNSON  & COMPANY 


Evansville,  Indiana 


V 


Furthermore,  these  policies  are  is- 
sued by  the  United  States  Fidelity  & 
Guaranty  Company,  a company  with 
over  $50,000,000  resources,  licensed  to 
do  business  in  the  State  of  Arizona. 

The  cost  is  nominal 
Physicians,  $20.00,  Dentists,  $15.00 


For  further  information 
communicate  with 

The  Guardian  Insurance 
Agency,  Inc. 

JOE  C.  HALDIMAN,  President 

General  Agents  for  the  United  States  Fidelity 
& Guaranty  Company 

15  South  Central  Avenue 

Phone  7204 


Phoenix,  Arizona 
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SOUTHWESTERN  MEDICINE 


"Particular 
Prescription  ists  ’ ’ 

Distributors  for 

Parke,  Davis  & Co’s. 

BIOLOGICALS 

and  AMPOULES 

Sufficient  Stock  for 
All  Emergencies 


Fresh  Stock  of 

Rabies  Treatment 

Gumming  Method 

Manufactured  by 

Parke,  Davis  & Co. 

On  Hand  at  All  Times 

Mail,  Telephone  and  Telegraph 

4 

Orders  Given  Immediate  Attention 


Wayland’s  Central 
Pharmacy 

Goodrich  Block 
PHOENIX,  ARIZONA 


may  be  sent  to  Committee  on  Medical  History. 
Illinois  State  Medical  Society — Medical  & Dental 
Arts  Building,  185  North  Wabash  Avenue,  Chicago, 
Illinois,  Charles  J.  Whalen,  M.  D.,  Chairman. 


TULANE  UNIVERSITY  POST-GRADUATE 
COURSES 

Tulane  University  of  New  Orleans  is  announc- 
ing its  courses  in  the  Graduate  Schofll  of  Medi- 
cine, information  regarding  which  will  be  fur- 
nished upon  application  to  the  Dean,  155  Canal 
St.,  New  Orleans. 

This  school  is  becoming  increasingly  popular 
among  the  doctors  of  the  Southwest,  for  winter 
study. 


W.  B.  SAUNDERS  COMPANY  NEW  CATALOG 

The  publishing  house  of  W.  B.  Saunders  Com- 
pany, Philadelphia,  have  issued  a beautiful  catalog 
of  medical  publications,  describing  forty-two  new 
books  and  new  editions.  It  would  be  profitable 
for  any  doctor  to  secure  a copy  of  this  catalog  and 
see  whether  his  library  will  not  benefit  by  several 
new  volumes.  Every  department  of  medicine  is 
covered  in  this  list. 


ANOTHER  SPECIALIST 

W’e  received  a call  the  other  day  from  a promi- 
nent bootlegger.  On  the  lower  left  of  his  calling 
card  was  engraved,  “Bootician.” 


ANATOMICAL 

“Ultimately.”  says  a critic,  discussing  London- 
ers’ preference  for  riding  instead  of  walking,  “legs 
will  merely  be  ornaments.”  But  only  some. 


OFFICE  FORMS 

for  the  PHYSICIAN 


Professional  Statements 
Prescription  Blanks 

Ledger  Sheets 

We  Know  Your  Needs 


Embossed  Professional  Stationeiy 
lends  dignity  to  your  correspondence 


A.  C.  TAYLOR  PRINTING 
COMPANY 

publishers  of 

SOUTHWESTERN  MEDICINE 
in  E.  Jefferson  St.  Phoenix,  Arizona 
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PERSONALS 

( ARIZONA) 

DR.  A.  C.  KINGSLEY,  of  Phoeni-x,  Ariz.,  an- 
nounces the  opening  of  offices  at  505  Goodrich 
Building.  Dr.  Kingsley,  who  was  formerly  super- 
intendent of  the  State  Hospital  for  the  Insane  ot 
Arizona,  will  give  special  attention  to  Neurology 
and  Psychiatry.  He  will,  no  doubt,  receive  a cor- 
dial welcome  in  Phoenix,  where  there  is  a field 
for  such  a specialist. 

DR.  AND  MRS.  VICTOR  RANDOLPH,  of  Phoe- 
nix, left  about  August  1st,  for  study  and  recrea- 
tion at  various  points  of  the  compass.  They  will 
visit  Mrs.  Randolph’s  people  in  Dallas,  Texas,  and 
then  will  spend  some  weeks  in  Boston  where  Dr. 


Randolph  will  take  courses  at  the  Massachusetts 
General  Hospital. 

DR.  AND  MRS.  WIN  WYLIE  and  family,  of 
Phoenix,  recently  returned  from  a vacation  of 
several  weeks  spent  in  the  northwest  and  Canada. 
Their  journey  was  by  motor  and  covered  several 
thousand  miles,  including  most  of  the  points  ot 
scenic  interest  in  the  northwest  and  western  Can- 
ada. 

DR.  AND  MRS.  CHARLES  S.  VIVIAN,  of  Phoe- 
nix, left  about  August  1st  for  a vacation  of  some 
weeks,  to  be  spent  on  the  coast. 

DR.  AND  MRS.  HARLAN  P.  MILLS,  of  Phoe- 
nix, returned  August  15th  from  their  vacation 
spent  in  northern  New  Mexico  and  northern  Ari- 


D PRODUCT 

oMade  for  the  ‘Profession 


The  B-D  Factory,  conceded  to  be  the 
largest  of  its  kind  in  the  World,  has  a 
new  addition,  now  nearly  completed, 
which  increases  its  capacity  40%  to 
meet  the  growing  demands  for  LUER 
B-D  SYRINGES,  ERUSTO  and  YALE 
QUALITY  NEEDLES  and  other  B-D 
Products. 

Our  Pocket  Catalogue  and  Pamphlet 
“Standardizing  on  Sizes  and  Makes  of 
Hypodermic  Syringes  and  Needles,”  will 
prove  of  interest  and  valuable  ready 
reference. 


Genuine  when  Marked  B-D 


Send  Luer  Syringe  and  Needle  Catalogue  and  Standardization  Pamphlet  to 


Name 

Address 26S8 


. BECTON,  DICKINSON  & CO. 

RUTHERFORD,  N.  J. 

Makers  of  Genuine  Luer  Syringes,  Yale  Quality  Needles,  Erusto  Needles,  B-D 
Thermometers,  Ace  Bandages,  Asepto  Syringes,  Sphygmomanometers  and  Stethoscopes. 


A DESIRABLE  HOME 

FOR  TREATMENT  OF  NERVOUS  AND 
MENTAL  DISEASES 

Located  on  a beautiful  tract  of  25  acres.  Build- 
ings are  commodious  and  attractive.  Rooms  with 
private  bath  are  available. 

Treatment  embraces  all  accepted  therapeutic 
agents. 

Recreation  and  entertainment  amply  provided. 
Golf,  tennis,  croquet,  etc.,  are  for  the  use  of  the 
patients. 

Sanitarium  easily  reached  by  rail,  cab,  or  bus. 
Address  : 

G.  WILSE  ROBINSON  SANITARIUM 
Kansas  City,  Mo. 

G.  Wilse  Robinson.  M.  D , Medical  Director. 
Kim  D.  Curtis,  M.  D.,  Supt.  and  Internist. 
Office:  Suite  814-817  Medical  Arts  Bldg., 

34th  & Broadway,  Kansas  City 
Sanitarium : 8100  Independence  Road,  Kansas  City. 


384 


SOUTHWESTERN  MEDICINE 


In  Sickness — or  in  Health 

Horlick’s  the  Original 

Malted  Milk 

Delicious — 
Nourishing- — 
Easily  Digested 

For  more  than  a 
third  of  a century, 
Horlick’s  Malted  Milk 
has  been  the  standard 
of  purity  and  food 
value  among 
physicians, 
nurses  and 
dietitians. 

Write  for  free  samples 
and  literature 

Avoid  Imitations  Prescribe  the  Oiiginal 

Horlick’s  Malted  Milk 
Corporation 

RACINE,  WISCONSIN 


Keeps  the  underarms 
dry’  and  odorless. 


5«nf>ies  mailed  on 
receipt  of  chi#  coupon. 


( cAn  <v4nnse£>rig  Liquid! 

Sin 


THE  NONSP1  COMPANY- 
2652  WALNUT  STREET 
KANSAS  CITY, 


Send  free  NONSPI 
samples  to: 


Name 


Street 


City.- 


zona.  They  visited  the  archeological  ruins  and 
historical  points  about  Taos,  Santa  Fe  and  Albu- 
querque. 

DR.  R.  J.  STROUD,  of  Ternpe,  Ariz.,  is  recuper- 
ating from  a serious  illness.  Beginning  as  a 
streptoccoccic  throat  infection,  the  involvement 
spread  to  the  kidneys.  After  a week  or  two  in  the 
Deaconess  Hospital  in  Phoenix,  the  acute  symp- 
toms in  the  kidneys  subsided  and  the  doctor  has 
gone  to  the  coast  for  a period  of  rest  and  conval- 
escence. His  many  friends  in  Arizona  will  hope 
for  his  speedy  and  complete  recovery. 

DR.  JAMES  M.  GREER,  of  Mesa,  with  his  fam- 
ily, are  combining  recreation  with  some  work  in 
the  White  Mountains  of  Arizona.  Between  on 
slaughts  upon  the  trout  streams  of  that  region,  Dr. 
Greer  will  attend  to  the  medical  and  surgical  needs 
of  the  inhabitants  of  McNary  for  a month. 

DR.  GEORGE  M.  BROCK  WAY,  of  Phoenix,  has 
returned  from  a six  weeks’  vacation  spent  on  the 
coast,  combining  pleasure  with  business  in  con- 
nection with  his  work  as  district  surgeon  for  the 
Southern  Pacific  and  Santa  Fe  lines. 

DR.  VERNON  KENNEDY,  of  Phoenix,  was  re- 
recently  operated  upon  for  acute  appendicits.  Dr. 
Kennedy,  who  recently  became  associated  with 
Dr.  George  E.  Goodrich,  was  born  in  Phoenix;  af- 
ter receiving  his  education  in  California,  he  re- 
sisted many  attractive  opportunities  to  locate  in 
that  state,  and  answered  the  call  of  his  native 
state  and  returned  here  to  practice. 

DR.  M.  C.  COMER,  surgeon  in  charge  of  eye, 
ear,  nose  and  throat  department,  Thomas-Davis 
Clinic  at  Tucson,  attended  the  recent  annual  meet- 
ing of  the  Pacific  Coast  Oto-Ophthalmological  So- 
ciety held  at  Spokane,  Washington.  While  there 
he  successfully  stood  the  examination  and  was  is- 
sued certificate  by  the  American  Board  of  Oto- 
Laryngology. 

( EL  PASO) 

DR.  AND  MRS.  W.  L.  BROWN  ^nd  daughter, 
Louise,  are  spending  the  month  of  August  in  Santa 
Fe. 

DR.  J.  A.  RAWLINGS  and  family  are  on  an  ex- 
tended motor  trip  through  New  Mexico  and  Arizona 
with  the  Grand  Canyon  as  their  destination. 

DR.  HARRY  LEIGH  has  returned  from  a visit  of 
several  weeks  to  the  Chicago  clinics.  His  reason  for 
going  at  this  time  was  to  make  possible  attending 
the  dedication  of  the  new  Northwestern  Medical 
School. 

DR.  G.  WERLEY,  together  with  his  wife,  DR. 
SWEET-WERLEY,  and  their  young  son, are  on  a 
several  weeks  motor  vacation  in  the  New  Mexico 
mountains'. 

DR.  AND  MRS.  W.  J.  DAVIS  returned  a few 
weeks  ago  from  several  months  spent  abroad.  They 
visited  the  larger  clinics  of  England,  France  and 
Germany  but  the  major  part  of  their  time  was  spent 
in  Vienna,  where  Dr.  Davis  took  several  of  the 
courses  in  his  specialty  of  eye,  ear,  nose  and  throat. 

DR.  S.  A.  SCHUSTER  is  home  after  an  extended 
visit  to  the  New  York  clinics.  His  work  was  at 
Bellevue  and  the  New  York  Eye  and  Ear  Hospital. 

The  many  friends  of  DR.  JAMES  M.  BRITTON 
will  be  pleased  to  know  that  he  is  rapidly  convalesc- 
ing from  typhoid  fever  at  this  time. 

DR.  AND  MRS.  H.  E.  STEPHENSON  have  re- 
turned from  a two  weeks  motor  trip  to  San  Fran- 
cisco. 

DR.  J.  W.  LAWS,  councilor  for  the  El  Paso  dis- 
trict of  the  State  Medical  Association,  attended  a 
meeting  of  the  council  at  Austin  a few  weeks  ago. 
He  later  attended  the  North  Texas  District  Associa- 
tion that  met  in  Paris  (Texas). 
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COL.  C.  M.  HENDRICKS  has  returned  from  ac- 
tive duty  as  commanding  officer  of  the  medical  regi- 
ment of  the  90th  Division  which  has  been  on  maneuv- 
ers at  Camp  Travis. 

DR.  AND  MRS.  J.  W.  CATHCART  are  at  this 
time  on  a motoring  vacation  through  New  Mexico. 

DR.  F.  P.  MILLER,  president-elect  of  the  Texas 
State  Medical  Association  has  completed  his  first 
official  tour  of  the  state.  He  addressed  the  North 
Texas  District  meet  at  Paris  as  well  as  the  Dallas 
County  Medical  Society.  Other  cities  visited  by  Dr. 
Miller  were  Houston  and  Ft.  Worth,  where  he  called 
upon  the  secretary,  Dr.  Holman  Taylor.  Mrs.  Miller 
accompanied  Dr.  Miller  on  his  tour. 

DR.  F.  J.  VICKERS  of  Deming  was  a profession- 
al visitor  to  El  Paso  the  second  week  in  August. 

DR.  AND  MRS.  W.  W.  WAITE  and  family  are  on 
an  extended  motor  trip  in  their  Lincoln  that  is'  taking 
them  to  many  eastern  points.  When  last  heard  from 
they  had  arrived  on  schedule  and  without  mishap  in 
Boston  where  they  will  remain  several  weeks  before 
again  starting  for  the  Southwest. 

MISS  MARY  BUTLER,  R.  N.,  official  anesthetist 
at  Hotel  Dieu,  is  attending  the  clinics  at  Johns 
Hopkins  for  the  next  few  weeks. 

DR.  FRANK  J.  MILLOY,  internist  for  the  South- 
west Clinic,  Phoenix,  has  returned  from  six  weeks 
spent  in  the  clinics  of  Chicago  and  Rochester,  Minn., 
reviewing  the  work  in  his  field. 

DR.  AND  MRS.  GEORGE  M.  BROCKWAY,  of 
Phoenix,  after  planning  a month’s  tour  of  the  east- 
ern cities,  were  forced  to  interrupt  their  plans  at 
the  last  moment  and,  instead,  Mrs.  Brockway  was 
placed  in  hospital  in  Los  Angeles  for  a major  opera- 
tion. Dr.  Brockway  has'  returned  to  his  practice  in 
Phoenix,  leaving  Mrs.  Brockway  on  the  coast,  where 
she  is  convalescing. 

DR.  DUDLEY  FOURNIER,  of  the  Southwest 
Clinic,  Phoenix,  has  gone  to  the  coast  cities  for  two 
v. eeks  vacation  and  recreation. 

DR.  FRED  T.  FAHLEN,  Phoenix,  State  Superin- 
tendent of  Public  Health,  is  convalescing  satis- 
factorily from  his  recent  operation  for  removal  of 
ureteral  stone. 

DR.  C.  H.  OLIVER,  of  Glendale,  Ariz.,  who  has 
been  taking  care  of  the  practice  of  Dr.  R.  C.  Martin 
during  the  summer,  will  take  over  that  location 
permanently.  DR.  MARTIN,  after  some  special 
work  in  Chicago  will  locate  ni  California. 


NEVER  LOOKED 

She:  “I  can  tell  a lady  by  the  way  she  dresses. 
Can’t  you?” 

He:  ‘‘I  never  watched  one  dress.” 


SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections 
enable  us  to  give  superior  service.  Aznoe’s  Na- 
tional Physicians’  Exchange,  30  North  Michigan, 
Chicago.  Established  1896.  Member  The  Chicago 
Association  of  Commerce. 


WANTED — Situation  by  Technician  (young  lady) 
experienced  in  routine  laboratory,  basal  metabol- 
ism, physiotherapy  and  Quartz  light.  Knowledge 
of  bookkeeping  and  typewriting.  Best  of  refer- 
ences: available  now.  Address  E.  L.,  this  Journal. 


WANTED — Young  lady  medical  secretary,  labor- 
atory technician,  four  years  experience,  wishes 
position.  Address  L.  R.  M.,  care  Southwestern 
Medicine. 


The  Tulane  University  of 
Louisiana 

Graduate  School  of  Medicine 

Reorganized  to  meet  all  require- 
ments of  the  Council  on  Medical  Edu- 
cation of  the  A.  M.  A. 

Post  graduate  instruction  offered  in 
all  branches  of  medicine.  Courses 
leading  to  a higher  degree  have  also 
been  instituted. 

A bulletin  furnishing  detailed  in- 
formation may  be  obtained  upon  ap- 
plication to  the 

Dean 

1551  Canal  Street, 

New  Orleans,  La. 


As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Try 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 
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RABIES  VACCINE 

{CUMMINGj 

P.  D.  & CO. 

A Safe  and  Dependable  Prophylactic 

~TJ  ABIES  is  invariably  fatal.  For  this  reason  even  the  most 
A.  trivial  wounds  from  bites  of  dogs  apparently  normal  should 
be  treated  as  if  the  animals  were  rabid.  After  a most  thorough 
cauterization  of  the  wound,  Rabies  Vaccine  (Cumming),  P.  D.  & 
Co.,  may  be  administered  without  fear  of  infecting  the  patient, 
since  this  vaccine  does  not  contain  the  living  virus. 

Yet  this  vaccine  may  be  employed  with  the  assurance  of  a po- 
tency superior  to  that  of  the  Pasteur  method.  In  not  a single 
instance,  out  of  fifteen  thousand  and  more  cases  in  which  Rabies 
Vaccine  (Cumming),  P.  D.  & Co.,  was  given,  has  rabies  developed 
when  the  necessary  local  treatment  was  instituted  at  once  and 
the  vaccine  administered  promptly. 

Not  only  is  Rabies  Vaccine  (Cumming),  P.  D.  & Co.,  harm- 
less, but  its  administration  is  no  more  technical  or  difficult  than 
an  ordinary  hypodermic  injection.  There  is  no  gradation  of 
doses,  all  the  doses  are  alike. 

Rabies  Vaccine  (Cumming),  P.  D.  & Co.,  is  supplied  in 
packages  of  seven  2-cc.  syringe  containers.  On  receipt  of  an 
order  we  supply  a package  of  seven  syringes  immediately,  and 
the  remaining  one  or  two  packages  at  intervals  of  four  days. 
The  average  case  of  mild  or  uncertain  exposure  requires  only  14 
daily  injections.  In  face  wounds  or  severe  lacerations  any- 
where, 21  doses  are  necessary. 

The  24-page  booklet , ‘ ‘ Tables  Vaccine  ( Cumming ),  ’ ' will  be  supplied 
to  any  physician  on  request. 

Parke,  Davis  & Company 

\U.  S.  License  No.  1 for  the  Manufacture  of  Biological  Products J 
DETROIT,  MICHIGAN 

RABIES  VACCINE  (cUMMINg),  P.  D.  St  CO.,  HAS  BEEN  ACCEPTED  FOR  INCLUSION  IN  N.  N.  R.  BY  THE 
COUNCIL  ON  PHARMACY  AND  CHEMISTRY  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 
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vNLY  FRESH  MILK  irom  tuberculin  tested  cows  and 
Irom  dairy  farms  tliat  liave  Itilf llled  tke  sanitary  requirements 
of  tlie  City  ot  Cleveland  Board  o f H ea  Itk,  is  used  as  a basis  for 
tlie  production  o f S.  M.  A.  I n addition,  tlie  milk  must  meet  our 
own  rigid  standards  ot  quality.  a a a a a 


1 —  It  resembles  breast  milk  botk  physically  and  chemically. 

2 —  Simple  for  the  mother  to  prepare. 

3 — I'lo  modification  is  necessary  for  full  term  normal  infants. 

4 — It  gives  excellent  nutritional  results  in  most  cases  and  in 

add  ltion  these  results  are  obtained  more  simply  and  more 
quickly. 

5 — Prevents  Rickets  and  Spasmophilia. 


Aianufactured  by  permission  of  tke 
Babies  an  d Child  rens  Hospital  of  Cleveland 

by 

The  Laboratory  Products  Company 

CtEVEiAND,  OHIO 
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Pathological  Laboratory 

Phoenix,  Arizona 

ESTABLISHED  1914 


IN  THIRTEEN  YEARS 

238,000  Laboratory  Examinations 
52,000  X-ray  Examinations 
for  the 

Medical  Profession 

of  Arizona 


PERSONNEL  DOES  COUNT 

OUR  STAFF 

W.  Warner  Watkins,  M.  D. 

Harlan  P.  Mills,  M.  D. 

Clarence  N.  Boynton,  M.  A. 

William  J.  Horspool,  Business  Mgr. 


In  Addition 

Four  Registered  Nurses,  Specially  Trained  for  our  Work. 
Two  Expert  Laboratory  Technicians. 

Three  Clerical  Assistants. 

Three  Technical  Assistants. 

All  Branches  of  Clinical  Laboratory  Service. 

X-ray  Diagnosis  and  Radiation  Treatment. 

Biologies  and  Arsphenamines. 


Suite  320  Goodrich  Building 
Mail  Address  P.  O.  Box  1587 


Program — Clinical  Congress  at  El  Paso,  November  2 to  5 on  Page  419 
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GASTRON 


A complete  gastric  gland  extract 

A clinical  resource  against  disorders  of  gas- 
tric function,  acute  and  under  strain  and 
stress  of  exhausting  disease.  Gastron  con- 
tains the  enzymes,  co-ferments,  associated 
organic  and  inorganic  constituents  of  the  en- 
tire gastric  mucosa;  is  of  standardized  pro- 
teolytic energy;  grateful,  agreeable  to  the 
stomach.  Prescribed  simply  by  the  name 
GASTRON. 

Fairchild  Bros.  8 Foster 

New  York 


Ery  sipelas  Streptococcus  Antitoxin 


Several  strains  of  the  erysipelas  streptococcus,  isolat- 
ed from  typical  cases  of  the  disease  are  used  in  the  prep- 
aration of  Erysipelas  Streptococcus  Antitoxin  (Lederle). 
The  various  strains  of  erysipelas  streptococci  vary  in  cer- 
tain immunological  characteristics,  so  that  it  is  desirable 
to  use  a polyvalent  antitoxin  for  treating  the  disease. 

Clinical  trials  with  Erysipelas  Streptococcus  Antitoxin 
(Lederle)  have  demonstrated  that,  when  used  early  in  the 
course  of  the  disease,  the  antitoxin  administered  intra- 
muscularly has  brought  about  prompt  improvement  so 
that  the  patient  has  usually  been  discharged  as  cured  at 
the  end  of  four  to  seven  days.  There  was  improvement 
in  the  toxemia;  critical  fall  in  temperature;  fading  and 
disappearance  of  the  erysipelatous  lesions ; and  absorption 
of  the  blebs. 

Erysipelas  Streptococcus  Antitoxin  (Lederle)  is  sup- 
plied in  syringes  containing  one  therapeutic  dose. 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  provides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 


Radium  Therapy  — An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 

Deep  X-ray  Therapy —Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatrtient. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalisation. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


We  desire  to  confer  and  cooperate  with  the  medical  pro- 
fession, and  welcome  inquiries  pertaining  to  this  work 
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Specialists  in 


EL  PASO,  TEXAS 


E.  A.  DUNCAN,  M.  C 

1. 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg. 

El  Paso 

W.  E.  VANDEVERE,  M. 

D. 

Eye.  Ear.  Nose  and  Throat 

Bronchoscopy  and  Esophagoscopy 

218  Mills  Bldg. 

El  Paso 

FRANKLIN  D.  GARRETT. 

M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

1*01-2  Roberts-Banner  Bldg. 

El  Paso 

PAUL  ELY  M'CHESNEY, 

M.  D. 

Neurology  and  Psychiatry 

521*  Mills  Bldg. 

El  Paso 

JOHN  W.  CATHCART,  M.  D. 

and 

C.  H.  MASON,  M.  D 

Practice  Limited  to 

X-Ray  and  Radium 

311  Roberts-Banner  Bldg. 

El  Paso 

J.  A.  RAWLINGS,  M,  D. 

and 

HARRY  LEIGH,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

1*01,  Roberts-Banner  Bldg.  El  Paso 


the  Southwest 


K.  D.  LYNCH,  M.  D. 

Genito  urinary  Surgery 

1*11*  Mills  Bldg.  El  Paso 


W.  R.  JAMIESON,  M.  D. 

Genito  urinary,  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 


W.  L BROWN,  M.  D.  C.  P.  BROWN,  M.  D. 

BROWN  AND  BROWN 

Suite  1*01,  Roberts-Banner  Bldg.  El  Paso 


H.  P.  DEADY,  M.  D. 

Special  Attention  to 

Surgery  and  Gynecology 

First  National  Bank  Bldg.  El  Paso 


L.  G.  WITHERSPOON.  M.  D. 

Plastic  Surgery 

311*  Roberts  Banner  Bldg.  El  Paso 


JAMES  VANCE,  M,  D. 

Practice  Limited  to 

Surgery 

313-1*  Mills  Bldg.  El  Paso 

HOURS:  11  TO  12:30 


LESLIE  M.  SMITH,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

1029  First  National  Bank  Bldg.  El  Paso 


PHOENIX,  ARIZONA 


CHAS.  S.  VIVIAN,  M.  D. 

UROLOGY 


I.  L.  GARRISON,  M.  D. 

Diseases  of  Women 
Intravenous  Chemotherapy 

205-6-7  Goodrich  Bldg.  Phoenix 


306  Goodrich  Bldg. 


Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
407  Goodrich  Bldg.  Phoenix 


H.  T.  BAILEY,  M.  D. 

Practice  Limited  to 

Eye.  Ear,  Nose  and  Throat 

S2S  Ellis  Bldg.  Phoenix 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Skin 

224-5  Luhrs  Bldg.  Phoenix 


HARRY  R.  CARSON,  M.  D. 
Diseases  of  Children 
Heard  Building  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

614  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

INTERNAL  MEDICINE 
Special  Attention  to  Asthma 
50S  Goodrich  Bldg.  Phoenix 


H.  M.  PURCELL,  M.  D. 

Urology 

207  Goodrich  Bldg.  Phoenix 


TUCSON,  ARIZONA 

M.  C.  COMER,  M.  D.,  F.  A.  C.  S. 

Eye,  Ear,  Nose  and  Throat 
Peroral  Endoscopy  and  Uranoplasty 

Thomas  Davis  Clinic  Tucson,  Arizona 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M,  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


“UNIVERSAL”  SPECTRO-SUN 

The  Easiest  Ultra  Violet  Lamp  To  Use 


SAFETY- 


Energy  never  varies,  thus 
for  the  first  time  in  his- 
tory standardized  Ultra 
Violet  dosage  is  possible. 


$225.00 

COMPLETE 


SUPREME 

IN 


CARBON 

ARC 


ENTIRELY 

AUTOMATIC 


Maximum  Germicidal  and 
Biologic  reactions  with- 
out injuring  normal  tissue 

EFFICIENCY — 


Simultaneous  use  of  Ultra 
Violet,  Radiant  Light  and 
Infra-Red  rays  gives  deeper 
penetration  and  greater 
clinical  efficiency. 

D0SAGE- 


FREE  CLINICAL  DEMONSTRATION  in  your  office 


PAUL  E.  JOHNSON,  Inc. 

1824-30  S.  ALBERT  ST.  CHICAGO 


IV 


INSTRUMENTS 


Uiors] 


1819-21-23  OLIVE  ST. 


ST.  LOUIS,  MO. 


Keeping  Step  with 
the  Progress  of  the  Medical  Profession 

From  a tiny  store  in  i860  to  a mammoth  building  of  50,000  sq.  ft.  of 
floor  space — in  1927 — is,  in  a few  words,  the  history  of  our  de- 
velopment to  a national  institution,  the  proof  of  the  superior  manner 
in  which  we  have  served  the  Physicians,  Surgeons  and  Hospitals  of 
America — and  of  our  keeping  step  with  the  progress  of  the  Medical  Pro- 
fession. ' '(£In  this  great  building  is  assembled  the  best  in  Surgical  In- 
struments from  Europe  and  America:  finest  in  “White  Steel"  Furniture, 
Physio-Therapy  Equipment,  Hospital  Supplies,  Orthopedic  Apparatus, 
etc., — a World  Mart  — and  all  this  no  farther  from  you  than  your 
nearest  Mailbox. 

A Post  Card  will  bring  our  Catalog 


THE  EL  PASO 
PASTEUR  INSTITUTE 

12th  Floor  First  National  Bank  Bldg. 

□ □ □ 

An  institution  for  the  preventive  treatment 
of  rabies.  Conducted  upon  strictly  ethical 
principles  and  the  technique  as  outlined  by 
Pasteur  rigidly  adhered  to. 

Established  in  1908 

Treatment  lasts  twenty-oue  days 

□ □ □ 

HUGH  S.  WHITE,  M.  D. 

FRED  C.  LAMB,  Analytical  Chemist 


Waite’s  Laboratory 


Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 


- PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 

EL  PASO  TEXAS 


V 


Trademark  f |,  / \ tj  -*  ir  Trademark 

Registered  O JL  vJ  XV  1VJL  Registered 

Binder  and  Abdominal 
Supporter 

(Patented) 


Trade 

Mark 

Re*. 


For  Men,  Women  and 
Children 

For  Ptosis,  Hernia,  Obesity,  Pregnancy,  Re- 
laxed Sacroiliac  Articulations,  High  and  Low 
Operations,  Floating  Kidneys,  Etc. 

Ask  for  36-page  Illustrated  Folder 

Mail  orders  filled  at  Philadelphia  only — within  24  hours 

Katherine  L.  Storm,  M.  D. 

Originator,  Patentee,  Owner  and  Maker 
1701  Diamond  Street  PHILADELPHIA 


Providence 

Hospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


ALBUQUERQUE  SANATORIUM 


Located  in  the  heart  of  the  great  Southwest — the  Land  of  Sunshine  Average 
annual  rainfall  less  than  7 inches.  Altitude  moderate.  On  the  main  line  of  the 
Santa  Fe. 

The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern,  fire-proo'  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available 

W.  A.  GEKLER,  M.  D.,  Medical  Director 
A.  L.  Hart,  M.  D.  H.  P.  Rankin,  M.  D.  B.  J.  Weigel,  M.  D. 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 


Tycos 

APPARATUS  FOR 
CARDIO  RESPIRATORY 
TEST 


{NEW  ENGLAND  MUTUAL  METHOD) 


Literature  upon  request 


Ca'-'dio- Respiratory  A pparat.us 


PACIFIC  SURGICAL  MFG.  Co. 


Dr  Frost’s  article  sent  gratis  on  request 


filfi  SO.  FIGUEROA  ST 
LOS  ANGELES,  CAL. 


P.  S. — On  your  next  trip  to  Los  Angeles  visit  this  store — the  most  attractive  surgical 


The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy equinment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 


HOSPITAL  OPERATING  ROOM  FURNITURE 


Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Waopler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Seanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
'ead'ng  makes  of  nickel  plated  steel  instruments  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 

Write  vs  when  contemplating  equipment  either  for  the  office  or  hospital. 


store  in  the  west. 


SURGICAL  INSTRUMENTS 


R. 


Los  Anoelcs 
736  S.  Flower  St. 


San  Francisco 
679  Sutter  St. 
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Southwestern  Surgical  Supply  Company 


No.  11  North  Third  Ave. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc, 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES.  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 


ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


SPECIAL  ATTENTION  UROLOGISTS 

We  are  now  carrying  a very  complete  stock  of  the 
products  of  the  Eynard  Factory  in  Paris,  consisting  of 
catheters  and  bougies,  both  urethral  and  ureteral  in  a 
variety  of  sizes  and  styles. 

Telephone  orders  given  prompt  attention.  We  will 
be  glad  to  take  care  of  your  patient’s  needs  for  this 
class  of  goods. 

KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Ev  ry thing  for  the  hospital  and  doctor 

A good  stock  of  Kny-Scheerer,  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  ot  Stille-Scanlon  Company. 
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Summer  Diarrhea 

The  following  formula  provides  a means  of  supplying  the  principal  fuel  utilized  in  the 
body  for  the  production  of  heat  and  energy  and  furnishes  immediately  available  nutrition  well 
suited  to  protect  the  proteins  of  the  body,  to  prevent  rapid  loss  of  weight,  to  resist  the  activity 
of  putrefactive  bacteria,  and  to  favor  a retention  of  fluids  and  salts  in  the  body  tissues: 

Mellin’s  Food  4 level  tablespoonfuls 

Water  (boiled,  then  cooled)  16  fluidounces 

While  the  condition  of  the  baby  will  guide  the  physician  in  regard  to  the  amount 
and  intervals  of  feeding,  the  usual  custom  is  to  give  one  to  three  ounces  every  hour  or  two 
until  the  stools  lessen  in  number  and  improve  in  character.  The  food  mixture  may  then  be 
gradually  strengthened  by  substituting  one  ounce  of  skimmed  milk  for  one  ounce  of  water 
until  the  amount  of  skimmed  milk  is  equal  to  the  quantity  of  milk  usually  employed  in  normal 
conditions.  Finally  the  fat  of  the  milk  may  be  gradually  replaced,  but  as  milk  fat  is  likely  to 
be  digested  with  much  difficulty  after  an  attack  of  diarrhea  it  is  good  judgment  to  continue 
to  leave  out  the  cream  until  the  baby  has  fully  recovered. 

Further  details  in  relation  to  this  subject  are  set  forth  in  a pamphlet  entitled, 

"The  Feeding  of  Infants  in  Diarrhea  ”,  and  in  our  book,  Formulas  for  Infant  Feeding \ 

This  literature  will  be  sent  to  physicians  upon  request. 

Mellin’s  Food  Co.,  177  State  St.,  Boston,  Mass. 
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STOVARSOL 

(REG.  U S.  PATENT  OFFICE) 

Acetylamino-oxyphenylarsonic  Acid 

Indicated  in  Amebic  Dysentery 

Accepted  by  Council  of  Pharmacy  and  Chemistry  A.  M.  A. 

Distributed  in  bottles  of  25  tablets,  each  tablet  0.25  grams 
May  be  obtained  through  your  druggist 


Literature  furnished  on  request 


MANUFACTURED  BY 

POWERS-WEIGHTMAN-ROSENGARTEN  CO. 

New  York  Philadelphia  St.  Louis 

MERCK  & CO.,  INC.,  Successors 
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School  Days  Are  Here ! 

- — again  we  face  the  threat  of  diphtheria 

“O  . 

OO  this  is  your  daughter,  Doctor! 

She  has  certainly  grown  up  since  I last 
saw  her.” 

“Indeed  she  has — she  was  my  boon 
companion  all  summer  long — but  I am 
about  to  lose  her  company.  She  will 
soon  go  back  to  school.  School  days 
are  here,  you  know.” 

“Quite  so,  Doctor,  and  that  means 
the  threat  of  diphtheria  infection  is 
again  present.  I hope  you  have  taken 
the  precaution  of  immunizing  your 
little  girl  against  that  dreaded  child- 
hood disease.  Each  year  diphtheria 
talces  its  toll  of  children’s  lives.  Each 
year  parents  send  their  children  back 
to  school;  to  possible  exposure  to  diph- 
theria without  taking  the  precaution  of 
having  them  examined  and  treated  by 
their  physicians.  The  pity  of  it,  when 

| Write  to  Professional  Service  P)epartme7it  for  Literature  J 

ER:  Squibb  & So  .vs.  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 


we  know  that  diphtheria  can  be 
prevented.” 

“The  development  of  the  Schick 
Test  and  of  Diphtheria  Toxin  Anti- 
toxin Mixture  has  made  possible  the 
reduction  of  the  incidence  of  diph- 
theria as  an  epidemic  disease  but  the 
timely  use  of  these  important  biologicals 
can  even  further  reduce  diphtheria 
mortality.” 

“May  I suggest  that  you  communi- 
cate with  parents  in  the  neighborhood 
and  advise  that  their  children  be 
brought  to  you  for  immediate  examina- 
tion so  that  susceptibility  can  be  de- 
termined by  means  of  the  Schick  Test, 
and  immunity  established.  It  would 
also  be  well  to  keep  a few  packages  of 
Squibb  Diphtheria  Biologicals  on  hand 
at  this  season.” 


Diphtheria  Antitoxin 
Squibb 

For  prophylaxis  and  treatment. 

Prepared  under  strictest 
aseptic  precautions.  Refined 
and  Concentrated.  Small  in 
bulk,  high  in  potency,  and 
low  in  total  solids. 

Diphtheria  Toxin  for 
Schick  Test 

For  determining  susceptibility 
to  diphtheria. 

A reliable  clinical  test.  Now 
a recognized  procedure  by  the 
U.  S.  Public  Health  Service, 
Health  boards  and  among 
private  practicing  physicians. 

Diphtheria  Toxin -Anti- 
toxin Mixture  Squibb 

For  the  immunization  of 
susceptible  persons  against 
diphtheria,  and  establishing 
an  active  immunity  against 
diphtheria  lasting  three  years 
or  longer.  Protein  reaction 
reduced  to  a minimum  by  a 
new  formula. 


HAYFEVER 

All  Sections NORTH — EAST — SOUTH — WEST All  Seasons 


ArlcoPollen 

Extracts 


made  available  for  the  first  time 
a proper  assortment  of  individ- 
ualized diagnosticand  treatment 
pollen  extracts  and  thereby  made 
possible  also  for  the  first  time  dif- 
ferential diagnoses,  specific  treat- 
ment and  the  development  of  an 
authentic  literature. 

The  number  and  diversity  of 
pollens  have  been  constantly  in- 
creased until  they  now  cover  the 
more  essential  requirements  of 
the  entire  country. 


Arlco-Pollen  Staff  Collector  in  the  Rockies 


( 


Arlco-Pollen  Shedding  Station  in  the  Rocky  Mountains 


Arlco-Pollen 

Extracts 

were  originated  to  assure  the 
scientific  study  of  hayfever— pre- 
viously impossible — owing  to 
the  lack  of  individualized  diag- 
nostic material  or  specific  treat- 
ment extracts'  And  the  accom- 
panying pictures  illustrate  the 
first  steps  necessary  to  be  taken, 
both  far  and  wide,  to  assure  that 
our  variety  of  pollens  shall  cover 
all  sections  and  all  seasons,  ade- 
quately and  accurately. 


Literature  with  List  of  Pollens  for  Any  Section  and  Any  Season  on  Request 

The  Arlington  Chemical  Company 

Yonkers,  New  York 


CUSTODY  vs.  TREATMENT- 


FEATURES 

Modern 

Psychiatric  Methods 

Home-Like 

Environment 

Exceptional  Food 
Largely  Home 
Grown 

Hydrotherapy 

Electrotherapy 

Psychotherapy 

All  Expenses 
Included  in 
Flat  Rate 


SEND  FOR 
BOOKLET 


Mental  disease  is  a treatment 
problem.  Such  patients  deserve 
more  than  custody.  Modern 
scientific  methods  give  the  pa- 
tient the  best  opportunity  to 
recover.  This  can’t  be  done  at 
home. 

He  should  have  not  only  kind- 
ness, good  food  and  personal 
supervision  but  also  scientific 
treatment.  Give  him  that  op- 
portunity before  it  is  too  late. 


The  Menninger  Psychiatric  Hospital 
and  Sanitarium 

<3 

Asociated  with  THE  MENNINGER  CLINIC,  Topeka,  Kan. 

For  Nervous  and  Mental  Diseases 


South  western  Medicine 
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ARIZONA  STATE  MEDICAL  ASSOCIATION 
NEW  MEXICO  MEDICAL  SOCIETY 
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SOME  CLINICAL  ASPECTS  OF  CON- 
GENITAL HEART  DISEASE 

G.  WEiRLEY,  M.  D„ 

El  Paso,  Texas 

Read  before  the  Forty-fifth  Annual  Meeting  of 
the  New  Mexico  Medical  Society,  held  at  Carlsbad, 
N.  M„  May  9 to  11,  1927. 

Congenital  heart  disease  is  not  infre- 
quent. In  our  four  hundred  autopsies  there 
were  eigH  cases,  two  per  cent.  The  most 
common  clinical  types  are  pulmonary  sten- 
osis, patency  of  the  interventricular  sep- 
tum, patent  foramen  ovale,  and  patent  duc- 
tus arteriosus.  Aortic  hypoplasia  and  aor- 
tic stenosis  at  the  isthmus  are  included  in 
congenital  heart  les’ons.  Other  congeni- 
tal defects  often  accompany  those  men- 
tioned. Keith1  found  fourteen  cases  of  mal- 
formed hearts  in  twenty-three  children  who 
had  hare-lip,  cleft  palate,  atresia  of  the 
anus,  etc. 

Congenital  heart  lesions  are  nearly  all 
due  to  arrest  of  development  at  some  point 
of  the  heart’s  evolution  through  the  stages 
of  ancestral  types.  A majority  are  due  to 
some  defect  in  the  transformations  that  go 
on  in  the  bulbus  cordis. 

It  is  not  a question  of  heredity.  There 
are  many  records  of  twins,  one  with  a con- 
genital heart  lesion,  the  other  normal  in 
every  way.  Nor  has  the  old  age  or  youth- 
fulness of  the  parents  anything  to  do  with 
it.  The  number  of  pregnancies  is  not  a fac- 
tor. The  first-born  is  quite  as  likely  to  be 
a victim  as  is  the  last  in  a large  family. 
There  is  something  lacking  in  the  child  it- 
self that  prevents  full  growth  and  develop- 
ment, but  we  are  totally  ignorant  as  to  its 
nature. 

Nearly  all  of  these  children  are  well  de- 
veloped at  birth,  but  many  fail  to  grow, 
and  remain  small,  and  some  age  early  and 
look  senile.  Fifty  rer  cent  die  during  the 
first  six  months.2  The  average  life  expect- 
ancy is  fifteen  years.3  Quite  a few  attain 
old  age.  A majority  are  cyanotic,  but  the 
degree  of  cyanosis  has  nothing  to  do  with 
the  prognosis.  Abnormal  cardiac  rhythm 
is  often  present.  In  a baby  that  died  on 


the  sixth  day,  in  whom  a widely  patent 
foramen  ovale  was  found  at  autopsy,  there 
were  paroxysms  of  tachycardia  with  a ven- 
tricular rate  of  three  hundred  and  seven, 
the  highest  ever  recorded.  I have  reported 
this  elsewhere.4  It  is  said  that  congenital 
heart  disease  gives  rise  to  some  abnormal 
change  in  the  electrocardiogram  in  97  per 
cent  of  all  cases.2  In  spite  of  this,  they 
stand  surgical  operations  well.  In  many 
cases  the  diagnosis  is  readilv  made,  in  oth- 
ers it  can  be  determ 'ned  onlv  post  mortem. 
Generally  the  symptoms  and  signs  point  to 
the  lesions  present  in  cases  of  clinical  im- 
portance. 

Case  1.  Referred,  Dr.  Lee.  A.  II.,  age  IS  years 
Cyanotic  and  dyspneic  since  babyhood.  Weight. 
106  pounds.  Nails  are  lenticular  and  the  fingers 
a little  clubbed.  The  arch  of  the  aorta  is  of  nor- 
mal width,  the  border  of  the  right  heart  is  4 cm. 
from  the  midline,  the  left  is  9 cm.  from  the  mid- 
line. The  heart  is  too  large.  The  liver  is  pal- 
pable. There  is  a loud  systolic  murmur  heard  all 
over  the  chest,  loudest  at  the  second  left  inter- 
space. At  this  point  there  is  a very  definite  pal- 
pable systolic  thrill.  The  second  pulmonary  sound 
is  rather  faint.  This  is  a regular  text-book  case 
of  pulmonary  stenosis  with  probably  patent  inter- 
ventricular septum.  The  right  ventricle  is  hyper- 
trophied and  the  blood  flow  through  the  interven- 
tricular defect  is  from  right  to  left,  which  accounts 
for  the  cyanosis.  Other  defects  may  be  present. 
He  lives  at  Cloudcroft  and  is  more  comfortable 
there  than  in  El  Paso.  This  is  probably  due  to 
his  excess  of  red  cells,  -which  generally  accom- 
panies the  cyanosis.  He  was  advised  not  to  go  to 
a lower  altitude.  He  gees  on  well  in  school  anrt 
takes  part  in  the  usual  sports. 

Patent  ductus  arteriosus  presents  a very  sim- 
ilar picture. 

Case  2.  F.  M.,  age  9 years.  Cyanosis  slight 
when  quiet,  increases  with  exercise.  Heart  trouble 
first  noticed  at  two  years  of  age.  Looks  well, 
weighs  71  pounds  and  is  bright  and  very  active. 
Nails  lenticular.  The  aorta  is  normal.  The  heart 
extends  4 cm.  to  the  right  of  the  midsternal  line 
and  9 cm.  to  the  left.  Apex  in  the  fifth  space. 
There  is  a marked  continuous  murmur  in  the  area 
of  the  second  left  interspace.  The  pulmonary 
valve  closes  with  a loud  accent,  which,  with  the 
other  findings,  is  characteristic  of  patent  ductus 
arteriosus.  Other  congenital  defects  are  often 
present  and  probably  account  for  the  cyanosis.  A 
heart  lesion  appearing  before  the  third  year  is 
nearly  always;  congenital. 

Case  3.  This  case  occurred  in  the  practice  ot 
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Dr.  E.  J.  Cummins.  Baby  B,  born  July  8,  1922. 
The  child,  at  birth,  was  slightly  cyanotic  and  did 
not  breathe  well,  and  there  was  a slight  crowing 
noise  on  inspiration.  The  baby  seemed  otherwise 
normal  and  well  developed.  On  the  second  day 
the  breathing  was  worse  and  the  crowing  inspira- 
tion could  be  heard  at  a distance.  Stenotic  breath- 
ing was  very  marked.  X-ray  showed  increased 
hilus  density  and  enlarged  thymus.  Dr.  Prank 
Schuster  did  a laryngoscopy  and  found  a soft  fi- 
brous epiglottis  with  very  little  cartilage.  A con- 
genital web  of  the  larynx  was  looked  for  but  was 
not  present.  The  child  was  taken  before  the  med- 
ical society,  and  was  examined  by  many  doctors, 
but  no  abnormality  of  the  heart  was  noticed.  The 
noisy  respiration  made  satisfactory  examination 
impossible.  Death  occurred  at  eleven  months.  The 
death  certificate  was  signed  by  Dr.  Craige  as  con- 
genital heart  disease  and  lobar  pneumonia.  I nev- 
er examined  the  child  until  post  mortem. 

Autopsy  by  Dr.  W.  W.  Waite.  The  heart  weighs 
95  gm.  The  pulmonary  artery  measures  4.5  cm.; 
the  aorta,  3 cm.;  mitral  valve,  5 cm.,  tricuspid  6.5. 
Left  ventricle  7 mm.  thick;  right,  10  mm.  Mod- 
erator band  is  very  short  and  thick.  15  mm.  The 
right,  ventricle  is  almost  totally  undeveloped.  The 
infundibulum  is  widely  dilated,  wall  10  mm.  Right 
auricle  very  large,  wall  3 mm.  Left  auricle  small, 
1 mm.  thick.  Foramen  ovale  patent,  5 mm.  Right 
coronary  double.  The  right  lung  weighs  142  gm. 
The  thymus  is  rather  small.  The  epiglottis  is 
very  soft,  and  apparently  has  no  cartilage  except 
at  the.  base.  The  glottis  is  small  and  collapsed. 

This  case  illustrates  very  well  that  con- 
genital heart  lesions  are  multiple,  and  that 
other  bodily  defects  are  apt  to  be  present. 
Apparently  the  larvngeal  obstruction  in- 
creased the  work  of  the  right  heart,  and 
caused  hypertrophy  and  dilatation.  How- 
ever, snontaneous  hypertrophy  is  sa;d  to  oc- 
cur. The  cause  of  the  stridor  was  prob- 
ably the  soft  condition  of  the  tissues  about 
the  glottis. 

The  two  . following  cases  involved  the 
aorta  and  were  renorted  in  detail  before 
the  recent  meeting  of  the  Texas  Medical 
Association. 

Case  4.  P.  H„  American,  age  35  years.  Case 
first  came  to  my  attention  during  the  war  in  1917. 
At  that  time  I made  a diagnosis  of  patent  ductus 
arteriosus,  which  was  confirmed  by  one  of  the 
army  experts.  In  1923,  I made  the  correct  diagno- 
s's.  Re-examination  March  16,  1927.  He  is  six 

feet  in  height  and  weighs  134  pounds.  Appears 
vigorous  and  color  is  good.  General  examination 
reveals  nothing  except  a left  undescended  testicle. 
Lungs  negative.  Liver  and  spleen  not  palpable. 
Thyroid  not  enlarged.  Blood  count  normal  urine 
normal. 

The  cardiovascular  findings  are  very  interest- 
ing. The  transversalis  colli  artery  is  easily  seen 
and  felt.  The  right  second  intercostal  artery  can 
be  seen  and  felt  pulsating  near  the  sternal  mar- 
gin. Large  superficial  arteries  are  felt  in  the  epi- 
gastric region.  The  radial  pulses  are  large  and 
strong.  The  bloods  pressure  in  the  right  arm  is 
156/90,  in  the  left  150/86.  No  pulse  can  be  telt 
in  the  feet,  or  the  femoral  or  abdominal  arteries. 
With  the  blood  pressure  cuff  on  the  right  thigh 
the  mercury  oscillates  between  115  and  60  mm. 
and  as  the  cuff  is  released  he  feels  the  blood 
coming  through.  In  the,  left  thigh  there  arn  no 
oscillations  and  nothing  can  be  felt. 

The  heart  is  rather  small  and  of  the  drop  type. 


There  are  no  murmurs  at  the  apex.  There  is  a 
systolic  murmur  high  up  on  the  left.  The  most 
marked  murmurs  are  to  t'e  heard  on  the  back. 
These  are  very  loud,  systolic  in  time  and  widely 
d'stributed,  loudest  over  the  pulsating  arteries 
about  the  scapulae. 

A murmur  in  the  back  and  absence  of 
pulse  in  the  lower  extremities  might  be 
caused  by  aneurism  of  the  descending 
aorta.  A mediastinal  tumor  might  possibly 
give  a similar  picture.  These  were  exclud- 
ed by  x-ray.  This  is  a typical  case  of  con- 
genital stenosis  of  the  isthmus  of  the  aorta. 
The  diagnostic  points  of  isthmus  stenosis 
are: 

1.  Strong  pulsation  in  the  interscapular 
and  intercostal  arteries. 

2.  Murmurs  over  the  scapular  arteries 
much  like  those  heard  in  the  arm  when  tak- 
ing blood  pressure. 

3.  High  blood  pressure  in  the  arms  and 
low  pressure  in  the  legs,  with  correspond- 
ing pulse  changes. 

Isthmus  stenosis  is  found  in  about  one 
out  of  one  thousand  post  mortems.”  Up  to 
1915  only  twelve  cases  had  been  diagnosed 
in  the  living.  King3  of  John  Hopkins  has 
made  the  diagnosis  in  the  living  in  four 
cases.  One  should  recognize  these  cases 
without  difficulty  if  the  above  facts  are 
kept  in  mind. 

Case  5.  E.  P.,  female,  white,  single,  age  22 
years,  entered  Hotel  Dieu  February  19,  1926,  with 
temperature  94,  pulse  50,  weak  and  irregular, 
respiration  36,  also  irregular.  She  had  been  re- 
ferred to  Dr.  W.  L.  Brown  for  gastric  ulcer.  X-ray 
showed  no  ulcer,  but  a very  large  heart. 

At  birth  she  weighed  three  pounds,  and  at  three 
years  was  still  as  small  as  an  average  child  at 
one  year.  She  was  small,  but  had  good  endur- 
ance until  after  her  thirteenth  year,  when  she 
grew  very  rapidly  and  became  fat.  Menstruation 
began  at  fourteen  years.  She  passed  the  usual  dis- 
eases of  childhood  without  incident.  She  never 
had  typhoid,  influenza,  pneumonia,  rheumatism  or 
chorea.  She  became  very  active,  climbed  moun 
tains,  swam  and  played  tennis.  In  1924  she  had 
palpitation.  During  1924-25,  she  had  much  pain  in 
her  stomach  and  vomited.  When  her  stomach 
was  empty  she  felt  better.  She  was  thought  to 
have  gall-stones.  She  improved,  but  in  November 
she  became  bedfast,  in  which  condition  she  came 
to  El  Paso. 

She  was  pale,  but  fairly  well  nourished.  The 
lips  were  cyanosed.  the  face  quite  swollen,  no 
edema  elsewhere.  She  was  restless  and  dyspneic, 
but  preferred  to  lie  flgt  in  b'ed  without  pillows. 
The  deep  reflexes  were  all  normal.  Teeth  good, 
tonsils  removed.  The  lungs  showed  good  vesicular 
breathing  everywhere.  The  liver  was  6 cm.  below 
the  costal  margin  and  very  painful.  The  spleen 
could  not  be  felt.  Just  below  the  right  breast  was 
a scar  where  a small  tumor  had  been  removed  one 
year  before.  Blood  pressure,  150/80.  The  right 
border  of  the  heart  was  4 cm.  from  the  midline. 
The  apex  was  in  the  axillary  line  and  the  impulse 
forceful.  The  arch  was  5 cm.  wide.  Heart  sounds 
well  produced,  with  no  murmurs  or  thrills.  Fluoro- 
scopic examination  by  Dr.  C.  H.  Mason  confirmed 
the  physical  findings.  An  oblique  plate  was  nega- 
tive for  neoplasm. 
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The  urine  was  normal  except  for  a trace  of  al- 
bumin. Blood:  reds,  5.600,000;  hgb.  90  per  cent: 
whites,  15,400;  polys.,  67;  small  mono.,  28;  large 

mono.,  10. 

An  electrocardiogram.  March  31,  1926,  showed 

very  low  complexes  in  all  three  leads,  right  ven- 
tricular preponderance,  inverted  T in  leads  I and 
II,  spreading  and  notching  of  the  Q.  R.  S.,  and 
sinus  arrhythmia.  At  this  time  the  general  edema 
failed  to  respond  to  digitalis,  theocin  or  novasu- 
rol. 

The  pulse  remained  slow  throughout  and  was 
always  small  and  difficult  to  count,  while  the 
blood  pressure  was  high,  and  the  heart  action 
forceful.  The  temperature  ranged  from  subnormal 
to  101  per  rectum.  Pain  in  the  stomach,  vomiting, 
and  distention  of  the  veins  of  the  neck  and  arms 
were  prominent  symptoms.  She  died  very  sud- 
denly, April  5 th.  1926. 

Post  mortem  by  T)r.  W.  W.  Waite:  Liver  some- 

what large.  Spleen  about  three  times  normal  size. 
Heart  markedly  enlarged  and  dilated  particularly 
the  left  ventricle.  Tt  weighed  .395  gm.  The  left 
ventricle  was  irregular  in  thickness  and  the  thin 
parts  contained  ranc'1  f'brous  tissue.  Thn  pulmo- 
nary artery  measured  7 cm.;  the  aorta.  5.5  cm.  at 
its  origin.  The  thorac’c  aorta  measured  3 5 cm.; 
the  innominate.  2 cm.;  and  the  internal  carotids 
and  subclavians,  1.5  cm. 

The  kidneys  seemed  ouite  normal.  The  walls  of 
the  stomach  were  markedly  injected. 

Sections  of  the  left  ventricle  showed  marked 
increase  of  fibroid  tissue  replacing  the  muscle 
cells.  The  remaining  muscle  cells  were  hyper- 
trophied. and  there  were  several  Islands  of  round 
cell  infiltration  Kulnevs  showed  congestion  only. 
The  liver  was  fattv.  The  stomach  showed  a good 
deal  of  round  cell  infiltration. 

In  this  +he  innominate  measures  .5 

cm.  less  than  in  Burke’s”  second  case,  and 
the  thoracic  aorta  was  almost  .5  cm.  nar- 
rower than  woe;  found  in  anv  of  Aschoff’s' 
one  hundred  and  s°ventv-six  caws  of  sim- 
ilar acre  k’l'ed  (biring  the  war_ 

In  deciding-  whether  an  aorta  is  hypo- 
plastic one  mu  of.  cons'der  the  a^e,  occupa- 
tion, and  "en-’ral  development  of  ttm  indi- 
vidual. Aortas  varv  in  size.  iu<?t  as  hearts 
do.  Virchow  ^omted  out  that  in  chlorosis 
the  aorta  mav  be  v,up0olastie.  We  recent- 
ly had  a post  morfem  in  which  it  was  as- 
sociated with  persistent  thvmus  It  is  said 
to  occur  in  pernicious  anem:a.  hemophilia, 
and  numura  hemorrhagica.  Small  aortas 
are  found  in  tuberculosis  along  with  small 
hearts.  d”e  to  the  general  tissue  waste. 

Congenital  aortic  hypoplasia  is  likely  to 
he  associated  with  other  anomalies.  In  con- 
genital aortic  hvponlasia  the  vascular  sys- 
tem is  inert.  It  does  not  respond  to  the 
stimuli  to  development,  and  such  indi- 
viduals break  down  and  die  in  earlv  life, 
due  to  an  inadequate  circulation.  The  poor 
blood  supulv  to  the  kidneys  lowers  resist- 
ance, and  nephr'tis  may  occur.  Chiaruttinf 
reported  ten  such  cases  with  autopsy  find- 
ings. I have  seen  such  a case  in  a boy  of 
sixteen  vears  in  whom  high  blood  pressure 
and  disability  preceded  the  nephritis. 


The  diagnostic  points  of  aortic  hypo- 
plasia are: 

1.  High  blood  pressure  not  otherwise 
explainable  in  a young  person. 

2.  Small,  feeble  pulse  in  spite  of  ap- 
parently good  heart  action. 

3.  Narrow  aorta  by  percussion  and  x- 
ray. 

4.  Heart  failure  in  early  life  in  the  ab- 
sence of  the  usual  causes. 

In  our  case,  the  uncertainty  as  to  the  na- 
ture of  the  tumor  on  the  chest  was  confus- 
ing, because  we  have  had  a case  in  a post 
mortem,  of  metastasis  of  sarcoma  to  the 
right  ventricle,  with  heart  failure  and  pas- 
sive congestion.  So  our  ante  mortem  diag- 
nosis was  malignancy  or  congenital  heart 
disease.  The  leukocytes  and  round  cell  in- 
filtration show  that  some  infective  process 
was  going  on,  a common  occurrence  in 
these  cases.  All  the  symptoms  can  be  ac- 
counted for  on  the  theory  of  circulatory 
failure.  Pain  about  the  stomach  is  common 
in  heart  disease,  as  in  angina  pectoris,  car- 
diac infarct  and  heart  failure  with  passive 
congestion. 
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DISCUSSION 

DR.  C.  M.  YATER,  Roswell  , N.  M.  (opening):  1 

hate  to  see  such  a fine  paper  go  by  without  dis- 
cussion and  feel  that  perhaps  many  of  those  pres- 
ent may  feel  as  we  did  at  Roswell  and  wonder 
what  the  different  terms  really  mean.  At  Ros- 
well, at  the  society  meetings,  when  case  reports 
along  this  line  were  studied,  the  boys  were  com- 
pletely at  sea,  so  far  as  the  meaning  of  the  dif- 
ferent waves  were  concerned — in  other  words, 
they  were  knocked  over  by  the  P wave,  swept 
off  their  feet  by  the  Q.  R.  and  S.  waves  literally 
swamped  by  the  T wave  and  later  sunk  by  the 
inverted  T wave.  Now  1 am  sure  that  many  ot 
us  present,  including  myself,  would  like  further 
information  as  to  the  meaning  of  thos°  terms  and 
we  should  like  to  know  in  plain  English  just  what 
they  mean. 

DR.  G.  WERLEY,  El  P^o  (closing):  While  the 

different  waves  in  the  electrocardiogram  mav  ap- 
pear difficult  to  understand,  they  are  generally 
really  very  simple  and  very  easy  to  read  after  you 
have  had  a little  experience.  To  anvone  interest 
ed,  I would  recommend  the  study  of  Lew;s’s  smali 
book  on  the  Electrocardiogram,  published  by  C.  Y. 
Mosbv  Company,  St.  Louis.  A few  weeks’  study 
should  enable  anyone  to  understand  most  electro- 
cardiograms. 
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NON-CALCULOUS  URETERAL  OB- 
STRUCTION 

K.  D.  LYNCH,  M.  D., 

El  Paso,  Texas'. 

Read  before  the  Forty-Fifth  Annual  Meeting,  New 
Mexico  Medical  Society,  Carlsbad,  New  Mexico, 
May  9 to  11,  1927. 

The  purpose  of  this  paper  is  to  demon- 
strate graphically  certain  conditions  which 
are  met  with  in  the  ureter;  which  may  pro- 
duce symptoms  simulating  exactly  a typi- 
cal reno-ureteral  colic  due  to  stone;  which 
may  result  in  very  serious  organic  changes 
in  the  kidney  and  ureter  unless  proper 
treatment  is  instituted  early  in  the  disease. 

We  wish  to  acquaint  the  profession  at 
large  with  the  knowledge  of  these  obstruc- 
tions other  than  stone;  that  thev  are  of 
frequent  occurrence;  that,  when  the  ordi- 
nary methods  of  diagnosis  at  their  disposal 
fail  to  reveal  a definite  cause  for  the  symp- 
toms. an  exnert  urological  examination 
should  be  made,  instead  of  waiting  for  the 
passage  of  a stone  that  does  not  show  in 
the  radiogram  or  considering  that  a small 
stone  has  passed  without  being  recovered. 

We  do  not  desire  to  make  a tiresome 
argument  anent  the  relative  frequency  of 
true  organic  ureteral  structure  as  compared 
to  constrictions  from  spasms,  adhesions, 
and  pressure.  The  main  idea  is  that  ob- 
struction of  the  ureter  from  anv  cause  may 
produce  symntoms  of  stone  and  also  result 
in  very  serious  damage,  ultimately,  to  the 
kidnev.  especially  if  there  is  a complicating 
infection.  However,  we  do  think  it  of  value 
to  determine  as  accurately  as  mav  be,  the 
actual  tvpe  of  obstruction ; for  this  has  a 
definite  bearing  on  the  proper  treatment  to 
be  applied. 

Many  of  the  conditions  may  be  combined 
or  overlap.  We  have  arranged  the  cases  in 
a somewhat  arbitrary  grouping  as  follows: 

(1)  Kinks  and  twists,  including  those 
due  to  ptosis  of  the  kidney.  In  this  latter 
condition  we  believe  the  production  of  the 
kink  or  twist  in  the  ureter  is  of  more  im- 
portance than  the  degree  of  ptosis,  and  it 
usually  happens  because  the  ureter  is  fixed 
at  some  point  by  adhesions. 

(2)  Organic  strictures,  where  there  is 
a real  infiltration  of  the  ureteral  wall. 

(3)  Pressure  obstruction;  bands  of  ad- 
hesions, pregnant  uterus,  aberant  vessels. 

(4)  Pressure  or  obstruction  due  to  an- 
omalies of  the  kidney  or  ureter  itself. 

The  following  cases  have  been  selected 
from  a much  greater  number,  and  will 
suffice  to  illustrate  the  conditions  men- 
tioned : 

Case  1.  Mrs.  N.,  25  years.  Severe  typical  renal 
colics  with  typical  radiation;  no  blood  in  urine; 
nausea  and  vomiting  during  attacks. 


Case  2.  Mrs.  P.,  Dull  aching  colicky  pain  in  right 
kidney,  associated  with  nausea;  ptosis  traumatic  in 
origin.  35  years  of  age. 

Case  3.  Mrs.  M.,  65  years'.  Severe  attacks  right 
sided  colic;  blood  in  urine,  pus. 

Case  4.  Mr.  D.,  60  years.  Sent  in  with  stone  diag- 
nosis; typical  attacks. 

Case  5.  Mrs.  N.,  51  years.  Severe  typical  colics, 
right  side;  relief  complete  by  suspension  operation. 

Case  6.  Mrs.  F.,  55  years.  Periodic  colics;  kidney 
infected;  colics  relieved  when  infection  eradicated. 

Case  7.  Mrs.  L.,  50  years.  Typical  colics;  no  blood 
in  urine. 

Case  8.  Mrs.  M.,  38  years.  Pounding  pain  over 
right  kidney;  only  when  arises  in  morning;  no 
blood  in  urine,  no  nausea  or  vomit. 

Case  9.  Mr.  A.,  39  years.  Dull  ache  in  right  kidney, 
microscopic  blood  in  urine,  no  pus.  Relieved  by  dila- 
tation. 

Case  10.  Mr.  G.,  47  years.  Two  stone  (?)  attacks 
8 years  ago;  stones  not  seen.  Dull  aching  pain  over 
right  kidney. 

Case  11.  Mrs.  H._,  28  years.  Severe  colics  every 
five  days  for  four  months;  x-ray  negative  for  stone-; 
kidney  infected. 

Case  12.  Miss  T.,  15  years.  Nausea;  pyuria.  Kidney 
severely  damaged  by  the  infection  and  obstruction. 
Operation  to  relieve  strictures  due  to  bands  of  ad- 
hesions; trying  to  get  infection  eliminated. 

Case  13.  Mrs.  S.,  40  years.  Pain  and  soreness  over 
right  kidney;  operated  for  ptosis  of  kidney  14  years 
before.  Kidney  infected. 

Case  14.  Mrs.  M.,  38  years'.  Knifelike  pain,  left 
kidney  radiating  to  groin;  pus  in  urine;  probably  has 
double  ureter;  cannot  enter  opening  central  to  patent 
one. 

Case  15.  Mrs.  B.,  36  years.  Kidney  pain  referred 
down  thigh  and  leg;  intense  blinding  headache  dur- 
ing attack. 

Case  16.  Mrs.  B.,  34  years.  Operated  for  ptosis  of 
kidney  some  years  ago.  Still  has  pain  as  before 
operation,  radiating  around  from  kidney. 

Case  17.  Mrs.  B.,  26  years'.  Referred  for  treatment 
of  pyelitis  after  labor;  renal  colic  with  nausea;  in- 
fection not  found. 

Case  18.  Mr.  L.,  36  years.  Referred  for  tuberculosis 
of  kidney;  repeated  attacks  of  renal  colic,  hematuria. 
Is  case  of  twist  plus  colon  infection. 

Case  19.  Mrs.  McC.,  34  years.  Severe  kidney  infec- 
tion necessitating  removal;  twist  adjacent  to  pelvic 
brim  caused  by  dense  band  across  ureter. 

Case  20.  Mrs*  S.,  Paroxysms  of  kidney  colic  every 
two  weeks;  nausea  and  vomiting.  Referred  as  case  of 
stone;  is  case  of  true  organic  stricture  combined  with 
kinking  due  to  bands  of  adhesions.  The  organic  stric- 
ture was  dilated  from  inside  pelvis.  Complete  relief 
of  symptoms. 

Case  21.  Mr.  L.,  21  years.  True  organic  strictures 
with  infection  of  kidney  resulting  in  destruction  of 
kidney  through  neglect;  severe  pain.  Kidney  was  re- 
moved. 

Case  22.  Mrs.  H.,  35  years.  Upper  part  of  kidney 
with  double  pelvis  is  a Targe  pyonephrosis  due  to 
stricture  of  upper  pelvis;  renal  colic  very  severe 
when  drainage  was  faulty.  Kidney  removed. 

Case  23.  Mr.  P„  56  years.  Dull  aching  pain  left 
lower  quadrant;  organic  stricture  without  infection; 
relieved  by  maintaining  dilation  of  4 F. 

Case  24.  Mrs.  R„  48  years.  Paroxysmal  pain  right 
kidney,  nausea.  Relief  by  dilatation. 

Case  25.  Mrs.  S.,  42  years.  Hematuria,  renal  colic 
about  once  a week;  typical  radiation.  No  stone;  dense 
stricture  uretero-pelvic  juncture;  leukoplakia  of  kid- 
ney. 

Case  26.  Mr.  M.,  42  years.  Dull  kidney  ache  relieved 
by  dilatation  of  stricture  in  upper  ureter. 

Case  27.  Mr.  McM.,  Severe  chronic  infection  of  kid- 
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heys  maintained  by  hard  strictures,  lower  ureters'; 
dilatation  and  lavage  eliminated  kidney  infection. 

Case  28.  Dr.  H„  48  years.  Trauma  to  left  kidney 
many  years  before;  infection  some  years  later;  grad- 
ual progressive  destruction  of  kidney  due  to  obstruc- 
tion and  infection.  Right  kidney  shows  possible  aber- 
rant vessel  pressure. 

Case  29.  Mr.  C.,  28  years.  Stricture  lower  ureter 
due  to  periureteral  changes,  probably  caused  by  ame- 
bic dysentery. 

Case  30.  Mrs.  H.,  Pain  in  right  kidney;  no  stone; 
stricture  plus  infection,  alone. 

Case  31.  Mrs.  S.,  28  years.  Recurrent  attack  of 
pyelitis;  recurrent  colic.  Slight  ptosis  combined  with 
strictures  near  pelvis'. 

Case  32.  Mr.  I.,  40  years.  Dull  aching  soreness  over 
left  kidney  radiating  around  to  front  and  to  groin ; 
probably  has  pressure  by  band  of  tissue  across  ure- 
tero-pelvic  area;  possibly  is  constriction  by  vessel; 
dilatation  has  relieved  completely. 

Case  33.  Mr.  R.,  27  years.  Knifelike  pain,  left  kid- 
ney, radiating  to  groin;  severe  hematuria.  Band  pres- 
sure across  pelvis  and  upper  ureter. 

Case  34.  Mr.  H..  Attacks  of  pain  along  right  ure- 
ter, very  severe;  has  a peculiar  dilated  area  in 
middle  ureter;  no  obstruction  to  passage  of  cath- 
eter; no  stone  shadow.  Appendix  was  removed 
without  relief. 

Case  35.  Mr.  P.,  Pain  over  lift  kidney  very  severe; 
kidney  freed  and  twist  of  ureter  and  pelvis  loosed; 
upper  ureter  adherent  to  kidney  was  also  freed;  is 
probably  case  of  nephralgia. 

Case  36.  Mrs.  C.,  25  years.  Four  months  pregnant. 
Two  very  severe  renal  colics.  Kidney  infected  but 
gradually  got  well.  No  stone. 

Case  37.  Mrs.  W.,  28  years.  Seven  months  pregnant. 
Shows  fairly  typical  picture  of  infection  of  kidney 
in  pregnancy  and  the  damage  done  to  kidney  by  the 
obstruction  due  to  kinking  of  the  ureter  and  by  out- 
side pressure. 

Case  38.  Mrs.  S.,  Colicky  pain  in  right  side  over 
kidney;  hematuria;  the  pressure  defect  at  uretero- 
pelvic  juncture  was  diagnosed  as  due  to  aberrant 
blood  vessel  obstruction  and  confirmed  at  operation. 
Symptoms  have  been  entirely  relieved. 

Case  39.  Mrs.  N.,  24  years.  Pain  along  right  ureter. 
Urinary  findings  normal.  Obstruction  in  pelvis  due  to 
aberrant  vessel  and  relieved  by  operation. 

Case  40.  Mrs.  N.,  51  years.  Same  case  as  No.  5. 
One  year  after  operation  on  right  kidney  patient  had 
very  severe  colic  in  left  kidney.  Radiograms  show 
small  stone  but  a dilated  obstructed  pelvis,  which 
was  diagnosed  as  due  to  aberrant  vessel  pressure, 
from  its  typical  configuration.  At  operation,  dense 
mass  of  vessels  found  wrapped  around  pelvis  and 
ureter;  stone  also  removed. 

Case  41.  Mrs'.  S.,  65  years.  Pain  in  left  iliac  area; 
treated  for  colitis.  Diagnosed  as  fused  (horseshoe) 
kidney,  with  pyonephrosis  of  left  half  duel  to  infec- 
tion plus  pressure  on  ureter  which,  in  this  case,  ran 
behind  the  isthmus.  Resection  and  removal  of  left 
was  successfully  accomplished. 

Case  42.  Mr.  0.,  31  years.  Pain  in  epigastrium; 
urinary  findings  normal.  Diagnosed  fused  kidney 
with  hydronephrosis  of  right  half;  the  right  kidney 
was  removed  successfully;  its  pelvis  and  ureter  were 
bent  over  its  face  at  an  acute  angle,  producing  pres- 
sure. The  ureter  of  the  left  kidney  ran  down  behind 
the  fused  mass  and  apparently  was  not  obstructed. 

Case  43.  Miss  R.  Referred  with  diagnosis  of  stone 
and  infection ; at  operation  a true  double  kidney  was 
removed,  the  upper  kidney  not  having  been  injected. 

Case  44.  Mrs.  C.,  32  years.  Severe  renal  colic,  left 
side;  has  complete  double  ureter,  right  side,  but  no 
pain;  on  left,  ureter  is  forked  and  colic  occurs  at 
point  of  forking;  dilatation  relieved  the  symptoms. 

Case  45.  Mrs.  D.,  28  years.  Pain  along  right  ureter; 
had  infection  of  right  kidney. 


Case  46.  Mr.  M.,  45  years.  Hematuria;  mild  pain 
along  right  ureter  only  occasionally;  double  ureter 
complete  on  right  side. 

There  is  no  criticism  intended,  or  im- 
plied, of  the  diagnosis  of  stone  attached  to 
so  many  of  these  cases  when  they  are  re- 
ferred; it  is  the  best  possible  tentative 
diagnosis  according  to  the  symptoms,  and 
has  been  concurred  in  by  us  until  the  com- 
plete evidence  forced  us  to  other  conclu- 
sions. Moreover,  the  inference  is  plain,  on 
the  other  hand,  that  my  colleagues  in  the 
Southwest  who  have  done  me  the  kindness 
to  refer  these  cases,  are  keenly  alive  to  the 
necessity  of  accurate  diagnosis  before  defi- 
nite treatment — operative  or  otherwise — is 
advised;  we  have  only  high  praise  for  their 
unselfish  spirit  which  has  held  the  patient’s 
interest  above  all  other  considerations. 

DISCUSSION 

DR.  P.  G.  CORNISH,  JR.,  Albuquerque,  (open- 
ing) : We  have  just  seen  a very  interesting  set  of 
slides,  which  have  well  demonstrated  the  jpoints 
brought  out  by  Dr.  Lynch,  and  illustrate  how  easily 
mistakes  may  be  made  in  the  diagnosis  of  abdominal 
pain,  without  more  complete  diagnostic  measures  in 
the  way  of  pyleograms  and  attention  to  the  ureters 
and  kidneys.  I think  that  we  see  this  quite  often, 
particularly  with  reference  to  the  appendix. 

Dr.  Lynch  spoke  of  a number  of  cases  where  the 
appendix  had  been  removed  without  relief  of  symp- 
toms, where,  if  more  thorough  diagnosis  had  been 
made  with  respect  to  the  ureter  and  kidneys,  the 
appendix  would  not  have  been  taken  out  and  a con- 
dition created  with  an  added  abdominal  operation. 

This  is  one  of  the  things  we  try  to  avoid  in  our 
work — making  a diagnosis  of  chronic  appendicitis. 
Cases  under  that  diagnosis  are  almost  always  oper- 
ated upon  and  we  try  not  to  make  that  diagnosis 
without  first  taking  complete  measures  to  assure  us 
that  such  a diagnosis  is  the  correct  one. 

I agree  with  Dr.  Lynch,  that  kidney  colic  is  very 
frequently  mistaken  for  something  else,  and  is  treat- 
ed as  something  else. 

DR.  H.  A.  INGALLS.,  Roswell,  N.  M.:  I should 
like  to  have  Dr.  Lynch  explain  to  us  when  we  have  a 
definite  stricture  He  tells  us  that  obstruction  of  the 
ureter  from  any  cause  may  produce  symptoms  of 
stone  and  what  I should  like  to  hear  is  just  when 
there  is  a definite  stricture. 

DR.  K.  D.  LYNCH,  El  Paso  (closing) : I thank 

you  for  your  kind  attention  and  discussion.  In  re- 
gard to  Dr.  Ingall’s  question,  that  is  just  one  of 
the  points  I mentioned  in  one  of  my  cases.  Dr. 
Duncan  wanted  to  know  the  same  thing.  In  cer- 
tain cases  you  can  give  plausible  reasons  for  it. 
You  can  say  we  know  that  in  stricture  of  the 
ureter,  a man  may  not  get  any  signs  of  the  trou- 
ble for  along  time,  yet  let  him  take  a few  drinks 
of  liquor  and  he  may  at  once  get  into  a jam.  It 
may  be  the  same  way  in  regard  to  other  stric- 
tures— there  may  be  certain  factors  that  irritate  it. 

We  had  a very  interesting  case  from  Dr.  Ingalls 
some  weeks  ago.  Apparently  the  x-ray  showed 
a definite  stone  shadow  in  the  kidney.  We  were 
going  to  make  mighty  sure  of  what  we  had  before 
we  did  anything  with  the  case,  so  we  checked 
over  our  findings  with  the  x-ray  and  could  not  lo- 
cate the  shadow  at  all,  and  concluded  it  was  a case 
of  aberrant  blood-vessel  obstruction.  Now,  I ex- 
pect Dr.  Ingalls  is  going  to  explain  that  we  were 
not  so  good,  and  after  awhile  he  is  going  to  find 
the  stone  again,  but  I must  say  that  I could  not 
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determine  a'  stone  at  all,  despite  the  x-ray,  and 
feel  sure  that  a blood-vessel  caused  that  shadow: 
in  fact,  we  found  it  and  divided  it  at  operation. 

Just  before  we  left  El  Paso,  we  had  a case  for 
Dr.  Felix  Miller — -one  of  his  railroad  men.  Dr. 
Miller  made  the  diagnosis,  definitely,  of  kianey 
stone,  and  called  me  out  to  see  the  man.  We 
could  not  find  a stone  or  definite  stricture  and  1 
do  not  know  what  was  the  matter  with  him. 

A few  days  befort  we  left  El  Paso,  Dr.  Sexton 
sent  down  a case  from  Das  Cruces.  We  put  him 
under  examination  and  found  we  could  not  get 
into  the  left  ureter;  we  could  only  get  the  tip  of 
the  catheter  in.  We  already  had  deeply  injected 
the  left  kidney,  and  he  did  not  have  a bit  of  a 
stone  anywhire  in  the  ureteral  tract,  but  ho  did 
have  a stricture.  He  had  had  two  attacks  of  colic 
— one  a week  before  and  the  other  a day  before 
he  was  sent  to  us.  He  had  to  have  a tremendous 
amount  of  treatment  to  get  over  them.  When  l 
made  a pyelogram  of  that  kidney  and  analyzed 
the  urine,  the  urine  of  the  right  kidney  was 
normal,  urine  of  the  left  kidney  had  pus.  The 
man  had  had  that  condition  a very  long  time, 
though  he  never  had  the  colic  except  just  a week 
before  he  was  sent  to  us.  The  stricture  was  not 
one  of  recent  development,  nor  was  the  amount 
of  destruction  in  the  kidney  recent.  1 cannot  say 
whv  these  attacks  occur  paroxysmally — they  just 
do.' 

I showed  you  a case  where  we  did  a plastic  op- 
eration. Those  attacks  were  paroxysmal,  but  were 
far  apart  at  first,  until,  finally,  an  attack  took 
place  every  week,  whereas  before,  they  occurred 
practically  every  two  months.  The  other  case  L 
showed  you  had  them  every  five  days,  at  a defi- 
nite hour  in  the  morning,  beginning  at  such  and 
such  a time.  There  are  certain  factors  you  may 
advance  to  explain  these  attacks,  but  you  cannot 
be  sure  of  them.  I admit  I do  not  know  why 
they  come  paroxysmally.  You  can  have  a stone  in 
the  ureter  and  it  might  lie  there  quiescent  for  a 
long  time.  Some  of  them  do  not  cause  any  kidney 
colic  until  they  get  down  close  to  the  bladder; 
then  they  begin  to  cause  a colic,  but  not  continu- 
ously; it  is  only  when  the  stone  shifts  its  posi- 
tion that  it  starts  to  produce  a spasm  and  the 
ureter  gets  a complete  obstruction.  1 saw  one 
case  that  had  the  right  kidney  removed  with  sev- 
eral stones  in  it  and  was  again  having  colics  on 
the  left  side.  I recall  one  case — that  of  a doctor’s 
secretary — who  had  been  operated  for  definite 
acute  appendicitis;  had  never  had  any  symptoms 
in  the  kidneys.  After  the  operation,  she  began  to 
develop  intense  pain.  She  had  two  definite  stric- 
tures adjacent  to  the  appendix  area.  She  stays 
well  as  long  as  the  strictures  stay  dilated.  When 
you  get  them  to  that  point,  they  come  in  only 
at  intervals.  She  comes  in,  possibly,  from  nine  to 
twelve  months,  to  be  dilated,  and  stays  compara- 
tively comfortable.  Some  persons  have  to  come 
in  oftener. 

As  I mentioned  in  my  paper,  I do  not  want  to 
be  understood  as  offering  any  criticism  of  the  gen- 
eral surgeon  or  others  who  diagnose  these  cases 
as  renal  stone.  What  I am  trying  to  do  is  to  show 
that  there  are  other  conditions  in  the  ureteral 
tract  which  can  cause  these  conditions.  The  kid- 
ney is  a very  vital  organ — you  cannot  do  without 
your  kidney.  You  can  take  out  a good  portion  of 
them,  but  you  cannot  do  without  them  entirely. 
The  thing  to  do  is  to  get  the  cases  early,  when 
the  symptoms  first  start,  and  possibly  things  can 
be  done  in  the  way  of  prevention  of  kidney  de- 
struction. 

Some  of  these  cases  that  have  been  referred  to 
me  were  cases  sent  by  surgeons,  with  definite 


acute  appendicitis  attacks.  One  case  had  oeen 
sent  to  Dr.  W.  L.  Brown — a woman,  pregnant, 
sent  in  as  acute  appendicitis.  Dr.  Brown  exam- 

ined the  case  and  sent  her  over  to  me.  The  in- 
ference is  certainly  obvious  that  we  never  would 
have  had  all  these  cases  if  the  men  in  the  South- 
west had  not  been  alive  to  the  necessity  of  ac- 
curate diagnosis  before  definite  treatment. 

In  the  case  sent  by  Dr.  Ingalls,  he  sensed  in  a 
way  that  there  was.  somethnig  peculiar  about  it 
and  he  sent  it  to  me  to  see  if  I could  find  out 
definitely.  So,  as  I say,  the  paper  is  not  a criti- 
cism of  the  men  who  make  their  diagnoses  in 
these  cases — it  is  more  of  a commendation.  While 
there  have  been  48  slides  shown,  I could  just  as 
easily  have  shown  200.  My  difficulty  has  been  to 
trim  my  paper  down  to  where  it  was  presentable 
and  show  you  the  more  typical  types. 

I thank  you  very  much  for  your  attention. 


HILUM  TUBERCULOSIS  IN  ADULTS 

CARL  MULKY,  M.  D. 

Albuquerque,  N.  M. 

Read  before  the  New  Mexico  Medical  Society, 
at  its  Forty-fifth  Annual  Session  at  Carlsbad,  N. 
M„  May  9 to  11,  1927. 

Hilum  tuberculosis,  or  tuberculous  dis- 
ease limited  mainly  to  the  tracheobronchial 
hymph-nodes,  has,  for  some  time,  been  con- 
sidered the  classical  type  of  thoracic  tuber- 
culosis in  childhood.  At  a meeting  of  the 
American  Sanatorium  Association,  Decem- 
ber, 1922,  the  term  “hilum  tuberculosis” 
was  adopted  by  the  Association  as  indicat- 
ing a definite  disease  entity  in  children.  If 
we  exclude  bone,  joint  and  meningeal  tuber- 
culosis, probably  the  majority  of  tubercu- 
losis morbidity  in  childhood  is  centered  in 
the  tracheobronchial  lymph-nodes. 

While  hilum  tuberculosis  of  childhood  has 
been  widely  discussed,  little  has  been  said 
about  its  occurrence  as  a type  of  tubercu- 
lous morbidity  in  the  adult.  In  fact,  most 
writers  dismiss  it  casually  with  the  remark 
that  hilum  tuberculosis  in  the  adult  is  rare. 
There  is  no  essential  anatomical  or  physio- 
logical difference  between  the  tracheobron- 
chial lymph-nodes  of  the  child  and  the 
adult.  It  is  easily  conceivable  that  an  ar- 
rested hilum  infection,  acquired  in  child- 
hood, might  become  reactivated  and  pro- 
duce disease  symptoms  in  the  adult  with- 
out necessarily  extending  into  the  lung 
areas.  It  is  my  impression,  contrary  to  the 
usual  teaching,  that  this  condition  in  the 
adult  is  relatively  frequent.  The  diagnosis 
of  hilum  tuberculosis  in  children  is  con- 
sidered, by  most  clinicians,  a difficult  one 
to  substantiate  and  it  is  doubly  so  in  adults, 
with  their  more  numerous  and  complicated 
ailments.  The  physical  signs  and  x-ray 
findings  are  often  indefinite  or  incon- 
clusive, and  the  diagnosis  must  be  made 
mainly  on  symptoms.  Every  other  possible 
focus  or  infection  must  be  investigated  and 
its  presence  excluded.  The  symptomatol- 
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ogy  varies  widely,  but  certain  features  oc- 
cur more  or  less  constantly. 

ONSET  AND  DURATION 

The  onset  is  usually  insidious  and  seldom 
can  a definite  date  be  assigned  as  the  be- 
ginning of  ill-health.  The  duration  is  also 
indefinite,  many  cases  lasting  for  years.  It 
is  essentially  a slow,  smoldering  infection, 
subject  to  periods  of  remission  and  exacer- 
bation. The  long  duration  without  percept- 
ible progress  is  a characteristic  feature. 
Most  cases  eventually  recover,  after  months 
or  years,  though  a small  percentage  later 
develop  frank  pulmonary  tuberculosis. 

AGE  AND  SEX  INCIDENCE 

Hilum  tuberculosis  of  adults  usually  man- 
ifests itself  before  the  age  of  thirty-five. 
In  a series  of  fifty  cases  from  my  records, 
twenty-three  occurred  in  the  decade  from 
15  to  25  years  of  age;  seventeen  from  25 
to  35 ; eight  from  35  to  45 ; two  from  45 
to  50.  A total  of  .eighty  per  cent,  occur- 
ring before  35  years  of  age.  It  is  appar- 
ently more  frequent  in  females  than  in 
males.  Whether  this  is  because  the  more 
highly  sensitive  nervous  system  of  females 
causes  them  to  re-act  to  slighter  toxemias 
than  males,  is  only  a matter  of  conjecture. 
Certainly  the  psychoneurotic  disturbances 
associated  with  this  condition  seem  more 
prominent  in  women  than  in  men. 

SYMPTOMS 

(1)  Fatigue  is  the  universal  symptom. 
It  is  variously  expressed  by  patients,  as : 
“being  tired  all  the  time “being  below 
par,  physically;”  “lack  of  endurance;”  “lack 
of  usual  energy,”  etc.  It  varies  in  intensity 
from  mere  languor  to  a feeling  of  extreme 
weakness.  Fatigue  symptoms  in  some  form 
are  presented  by  practically  all  cases. 

(2)  Fever.  A low-grade  fever  of  99 
plus  is  usually  present.  The  temperature  is 
ordinarily  higher  in  the  afternoon  or  even- 
ing, and  is  frequently  subnormal  in  the 
morning.  The  daily  elevation  of  tempera- 
ture may  continue  for  many  months  or 
years,  though  periods  of  remission  may  oc- 
cur. A few  cases  that  present  all  the  other 
characteristic  features  have  a persistently 
sub-normal  temperature. 

(3)  Tachycardia.  A rapid  pulse  is 
usually  present  even  when  at  rest.  It  is 
readily  increased  by  slight  exercise  or  ex- 
citement and  is  always  of  a higher  rate 
than  the  slight  fever  would  warrant. 

(4)  Shortness  of  breath  on  slight  exer- 
tion is  a frequent  symptom.  It  is  usually 
associated  with  tachycardia,  but  may  ap- 
pear independently. 

(5)  Cough  may  or  may  not  be  present. 


It  is  usually  a dry  hacking  cough,  distinctly 
bronchial  in  type.  Occasionally  there  is  a 
clear  mucoid  expectoration.  The  cough  of 
hilum  tuberculosis  has  been  described  as 
having  a peculiar  brassy,  croupv  character, 
but  this  was  not  noted  in  any  case  of  the 
series  mentioned. 

(6)  Loss  of  weight  is  a frequent  fea- 
ture, but  is  seldom  excessive.  Most  pa- 
tients are  of  the  spare,  thin  type,  but  many 
are  well-nourished  and  plump. 

(7)  Chest  pains  of  various  kinds  are  a 
common  complaint.  It  is  most  frequently 
described  as  a dull,  heavy  pain,  as  from 
pressure,  beneath  the  sternum  or  between 
the  scapulae.  There  may  be  also  sharp 
pains  of  a pleuritic  type  in  various  parts  of 
the  chest  or  shoulders,  and  occasionally  a 
definite,  dry  pleurisy  can  be  made  out. 

(8)  Nervous  symptoms  are  present  in 
the  majority  of  cases,  and  frequently  they 
are  the  outstanding  feature.  The  patients 
are  usually  emotional,  easily  excited,  and 
prone  to  be  hysterical  or  hypochondriacal. 
There  seems  to  be  a general  mental  and 
nervous  instability,  similar  to  that  seen 
during  the  menopause.  The  symptoms  most 
frequently  mentioned  are  restlessness,  tre- 
mors, muscle  cramps  and  insomnia,  etc. 

(9)  Frequent  colds.  A marked  sus- 
ceptibility to  acute  respiratory  infections  is 
often  noted.  Head  colds,  sore  throats  and 
bronchitis  are  frequent  complaints.  Many 
patients  state  they  have  colds  all  winter 
long,  and  to  this  attribute  their  ill-health. 

(10)  Night  sweats  are  mentioned  as  a 
symptom  of  hilum  tuberculosis  by  most 
writers  on  the  subject.  It  may  be  common 
in  children,  but  is  rare  with  this  disease  in 
adults.  In  the  series  of  fifty  cases  studied, 
it  was  mentioned  as  a symptom  by  only 
three,  and  in  these  it  was  of  doubtful 
authenticity. 

(11)  Hemoptysis.  Expectoration  of 
blood  is  a relatively  common  symptom.  It 
is  seldom  excessive,  usually  being  not  more 
than  blood-streaked  sputum.  In  the  series 
of  cases  mentioned,  no  severe  hemoptysis 
occurred,  but  spitting  of  blood  was  given  as 
a symptom  in  thirteen  of  the  fifty  cases. 

PHYSICAL  SIGNS 

The  physical  findings  of  hilum  tubercu- 
losis have  mostly  been  developed  in  the  ob- 
servation of  this  disease  in  children  and 
there  is  a wide  diversity  of  opinion  as  to 
their  relative  value  in  diagnosis.  It  must 
be  understood  that  the  physical  findings 
suggestive  of  hilum  tuberculosis  in  the 
adult,  give  no  indication  of  the  activity  of 
the  disease.  The  signs  may  be  just  as 
marked  in  an  old,  healed  lesion,  as  in  a re- 
cent, active  one,  and  the  question  of  wheth- 
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er  or  not  the  suspected  glands  are  actively 
diseased  must  be  determined  from  the  clini- 
cal history. 

Fetterholf  and  Giddings  have  attempted 
to  show,  by  a study  of  sections  of  the 
frozen  thorax,  that  the  tracheobronchial 
lymph-nodes  are  so  deeply  located  within 
the  chest  that  only  massive  enlargements 
of  these  glands  could  produce  signs  on  the 
surface.  It  is  probable  that  the  physical 
signs  of  this  condition  are  not  due  entirely 
to  changes  in  size  of  the  glands,  but  are 
produced  mostly  by  the  accompanying  in- 
flammation and  lymphatic  engorgement  of 
the  surrounding  tissue. 

The  signs  usually  considered  indicative 
of  hilum  tuberculosis  are: 

(1)  Para-vertebral  dullness. 

(2)  Spinal  dullness. 

(3)  The  D’Espine  sign. 

(4)  Para-sternal  dullness. 

(5)  The  Eustace  Smith  sign. 

(6)  Bilateral  narrowing  of  Kronig’s 
isthmus. 

(7)  The  hilum  dimple. 

(8  Enlarged  chest  veins. 

(9  Edema  of  the  neck. 

1.  Para-vertebral  dullness.  There  is  nor- 
mally an  area  of  lessened  resonance  be- 
tween the  scapulae,  extending  laterally  on 
either  side  of  the  spine,  from  about  the 
level  of  the  third  to  the  sixth  dorsal  verte- 
bra. With  enlargement  of  the  tracheo-bron- 
chial  glands  this  area  may  become  more 
dull  to  percussion  and  increased  in  width. 
This  increase  of  para-vertebral  dullness 
may  be  bilateral,  but  is  usually  wider  on 
one  side  than  the  other — more  frequently 
on  the  right. 

2.  Spinal  dullness.  The  thoracic  spine 
is  normally  resonant  to  percussion  from  the 
seventh  cervical  downward.  In  hilum  tu- 
berculosis there  is  frequently  a strip  of 
comparative  dullness  from  about  the  third 
to  sixth  vertebra.  Spinal  dullness  is  usual- 
ly associated  with  para-vertebral  dullness, 
as  both  are  due  to  increased  density  of 
the  contents  of  the  posterior  mediastinum. 

3.  D’Espine’s  sign — or  the  conduction  of 
the  whispered  voice  sounds  down  the  tho- 
racic spine  to  the  level  of  the  sixth  verte- 
bral spine  or  below,  is  frequently  connect- 
ed with  para-vertebral  and  spinal  dullness. 
It,  also,  is  due  to  the  increased  density  of 
the  posterior  mediastinum,  which  gives  bet- 
ter sound  conduction  between  the  trachea 
and  the  spinal  column.  It  is  my  observa- 
tion that  these  three  signs,  para-vertebral 
dullness,  spinal  dullness  and  D’Espine’s 
sign,  are  the  most  constant  physical  find- 
ings in  hilum  tuberculosis  in  adults.  At 


least  two  of  these  signs  were  present  in 
every  case  of  the  series  mentioned. 

4.  Para-sternal  dullness,  similar  to  the 
para-vertebral  dullness,  is  frequently  men- 
tioned as  a sign  of  hilum  tuberculosis.  As 
the  tracheobronchial  glands  are  mostly  lo- 
cated in  the  posterior  mediastinum,  they 
can  give  but  little  change  in  the  percussion 
note  anteriorly,  unless  grossly  enlarged. 
The  sign  has  been  of  little  help  to  me, 
and  was  not  noted  in  any  of  the  cases  in 
the  series  studied. 

5.  The  Eustace  Smith  sign  is  described 
as  a venous  hum  at  the  root  of  the  neck 
when  the  head  is  sharply  bent  backwards. 
It  is,  presumably,  due  to  pressure  of  the 
enlarged  glands  on  the  mediastinal  blood 
vessels.  It  is  normally  found  in  children 
with  thick,  fat  necks,  and  in  some  adults. 
This  sign  is  rather  rare  in  adults,  and  I do 
not  regard  it  of  much  diagnostic  signifi- 
cance. 

6.  Bilateral  narrowing  of  Kronig’s  isth- 
mus has  been  mentioned  as  a sign  of  hilum 
tuberculosis.  The  width  of  the  “shoulder 
strap’’  area  of  resonance  varies  consider- 
ably in  different  types  of  chests  and  it  is 
difficult  to  determine  whether  narrow  isth- 
muses are  normal  to  the  individual  or  due 
to  apical  retraction.  If  a narrowing  of  the 
resonant  area  were  due  to  bronchial  sten- 
osis from  pressure  of  enlarged  glands,  it 
would  be  more  apt  to  be  unilateral  than 
bilateral.  This  sign  cannot  be  of  much 
value  in  attempting  to  diagnose  hilum  tu- 
berculosis. 

7.  The  hilum  dimple  is  a retraction  of 
the  second  interspace  near  the  sternum  on 
deeo  inspiration.  It  is  probably  due  to 
mediastinal  adhesions.  It  is  seen  normally 
in  some  persons  with  thin  chest  walls,  and 
those  in  whom  the  angle  of  Louis  is  promi- 
nent. In  children  this  sign  may  be  of 
value,  but  it  has  but  little  significance  in 
adults. 

8.  Enlarged  chest  veins.  An  engorge- 
ment of  the  superficial  veins  of  the  chest, 
neck  and  abdomen,  may  result  from  pres- 
sure within  the  mediastinum.  It  is  a com- 
mon sign  with  the  enlarged  tracheobron- 
chial glands  of  Hodgkin’s  disease,  or  malig- 
nant tumors  involving  the  mediastinum.  It 
is  rare  in  hilum  tuberculosis,  as  the  glands 
seldom  are  large  enough  to  cause  sufficient 
pressure. 

9.  Edema  of  the  neck.  The  so-called 

“Stokes  collar’’  is  a peculiar  soft  swelling, 
not  pitting  on  pressure,  and  usually  having 
cyanosis  of  the  overlying  skin.  Like  the 
enlarged  chest  veins,  it  is  a pressure  symp- 
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tom  due  to  massive  enlargement,  and  is 
rare  in  hilum  tuberculosis  in  adults. 

X-RAY  FINDINGS 

There  are  no  definite  x-ray  findings  ot 
hilum  tuberculosis  in  the  adult.  The  hilum 
shadows  show  some  increase  in  size  and 
density,  and  there  may  be  some  increase  of 
bronchial  markings,  and  calcareous  lymph 
glands  may  be  seen.  This  picture  does  not 
necessarily  indicate  active  disease,  as  it  is 
frequently  found  in  persons  with  healed  tu- 
berculosis, who  are  in  perfect  health.  In- 
creased hilus  shadows  mean  only  that  an 
infection  in  that  region  has  occurred,  but 
it  is  impossible  to  tell  from  the  x-ray  evi- 
dence whether  the  infection  is  old  and 
healed,  or  recent  and  active.  Other  diseas- 
es, such  as  acute  respiratory  infections, 
measles,  whooping-cough,  etc.,  may  cause 
enlargement  of  the  tracheobronchial  lymph 
glands  which  cannot  be  distinguished  from 
that  of  tuberculosis.  The  main  value  of 
the  x-rav  in  the  diagnosis  of  hilum  tuber- 
culosa is  to  exclude  other  conditions,  such 
as  tuberculosis  of  the  lung  proper,  medias- 
tinal tumors,  etc. 

TUBERCULIN  TESTS 

The  various  tuberculin  tests  are  notori- 
ously unreliable.  It  has  been  the  usual  be- 
lief that  a positive  tuberculin  reaction  was 
indicative  of  tuberculosis  somewhere  in  the 
body.  However,  a hypersensitiveness  to 
tuberculin  does  not  necessarily  mean  active 
tuberculosis,  while  many  known  cases  of  tu- 
berculosis give  a negative  reaction.  In  the 
presence  of  a clinical  history  and  physical 
signs  suggestive  of  hilum  tuberculosis,  a 
positive  tuberculin  reaction  may  be  sug- 
gestive, but  does  not  necessarily  corrobo- 
rate the  diagnosis. 

CAMPLEMENT  FIXATION  FOR  TUBERCULOSIS 

The  same  remarks  as  regarding  the  vari- 
ous tuberculin  tests,  can  be  made  of  the 
complement  fixation  test,  namely,  that  it 
is  unreliable.  Some  observers  believe  that 
the  intensity  of  the  complement  fixation 
reaction  gives  some  information  as  to  the 
activity  of  the  supposed  tuberculous  lesion; 
but  this  has  not  been  borne  out  by  my  ex- 
perience. 

SUMMARY 

1.  Tuberculosis  limited  mainly  to  the 
tracheobronchial  lymph-nodes  is  a definite 
cause  of  disease  in  adults,  as  it  is  in  chil- 
dren. 

2.  The  diagnosis  is  a difficult  one  to 
substantiate,  as  it  rests  mainly  on  symp- 
toms. 

3.  Physical  signs  and  x-ray  findings  are 
corroborative,  but  give  no  information  as 
to  the  activity  of  the  lesions. 

4.  Hilum  tuberculosis  in  adults  is  a rel- 


atively frequent  cause  of  semi-invalidism, 
and  deserves  more  consideration  than  is 
usually  given. 

DISCUSSION 

DR.  F.  D.  VICKERS  Deming,  N.  M.:  A very 

important  bearing  on  this  subject  of  hilum  tuber- 
culosis is  being  worked  out  by  Krause  and  others 
— showing  the  guinea  pig  has  almost  no  intra- 
pulmonary  lymphatic  tissue,  with  marked  tracheo- 
bronchial nodes;  that  primary  infection  is  carried 
to  lungs  by  air,  or  by  blood  stream;  that  bacteria 
settle  in  periphery  in  sub  divisions  of  lungs,  and 
are  carried  by  ample  lymphatic  channels,  unob- 
structed by  much  lymphatic  tissue,  to  glands  of 
hilum;  that  glands  react  and  enlarge. 

The  rabbit  has  intra-pulmonary  lymphatic  tis- 
sue and  very  few  lymphatic  glands  at  hilum  and, 
unlike  the  guinea  pig.  develops  pulmonary  tuber- 
culosis with  little  tuberculous  gland  infection,  be- 
cause the  tubercle  bacilli  are  arrested  by  the  in- 
tra-pulmonary  lymphatic  tissue. 

Child,  like  guinea  pig,  has  very  little  intra-pul- 
monary lymphatic  tissue,  and  has  free  drainage 
from  lung  tissue  to  glands  of  hilum.  which  arrest 
the  bacilli.  Later  in  life,  due  to  irritation  from 
dust,  to  bacteria,  etc.,  the  pulmonary  lymphatic  tis- 
sue has  tendency  to  develop  in  lung,  the  bacilli 
are  settled  in  this  lymphatic  tissue,  and  there  is 
also,  after  the  primary  infection,  allergic  response, 
an  exaggerated  tissue  response  to  reinfection  that 
tends  to  interfere  with  rapid  migration  of  bacilli 
from  periphery  to  glands. 

In  diagnosis  of  hilum  tuberculosis,  we  may  have 
parasternal  and  paravertebral  dullness,  coarse 
breathing,  modification  of  expiration.  D’Espine’s 
sign,  frail  appearance,  loss  of  weight,  dry  whoop- 
ing-cough, rapid  pulse,  slight  fever,  tubercle  bacilli 
in  sputum,  sputum  sometimes  more  marked  than 
at  other  times  because  of  break-down  of  glands 
which  enter  into  bronchial  tubes,  and,  with  all 
of  this,  no  x-ray  or  physical  findings  in  the  lung 
parenchyma.  These  cases  may  be  acute,  sub-acute, 
or  chronic;  the  skin-test,  x-ray  and  symptoms,  and 
especially  the  symptoms,  will  have  to  be  relied 
upon  for  diagnosis.  Calcification  is  evidence,  but 
not  positive  proof  of  tuberculosis. 


BREAST  FEEDING 

M.  K.  WYLDER.  M.  D. 

Albuquerque,  N.  M. 

Read  at  the  Annual  Meeting  of  the  New  Mexico 
Public  Health  Association,  Taos.  N.  M.,  June  2 and 
3,  1927. 

Some  of  us  attempt  to  improve  on  nature 
but  it  has  never  been  satisfactorily  done. 
For  that  reason  every  baby  should  be 
breast  fed  if  it  is  possible,  as  there  is  but 
one  food  complete  in  itself,  containing  all 
the  food  elements  necessary  to  life  and 
growth  of  young  mammals,  and  that  is 
milk.  The  milk  of  different  species  of  ani- 
mals differs  greatly  in  its  chemical  compo- 
sition. It  is,  of  course,  possible  to  satisfac- 
torily feed  the  young  of  one  species  with 
the  milk  of  another  by  modifying  it  so  as 
to  imitate  the  chemical  characteristics  of 
the  milk  of  the  other  species.  • 

Eighty-five  per  cent  of  human  mothers 
can  nurse  their  young  if  a sufficiently 
earnest  and  intelligent  effort  is  made  for 
them  to  do  so.  The  only  excuse  for  not 
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nursing  a baby  is  active  tuberculosis  in  the 
mother,  and  in  that  case  she  not  only 
should  not  nurse  her  baby,  but  should  not 
have  the  care  of  it  any  more  than  absolute- 
ly necessary.  Of  course,  it  would  be  impos- 
sible for  any  mother  with  cancer,  advanced 
Bright’s  disease,  advanced  heart  disease,  or 
in  the  later  stages  of  any  wasting  disease, 
to  nurse  her  baby,  but  it  is  very,  very  sel- 
dom that  a woman  in  this  physical  condi- 
tion conceives,  and  if  she  does,  she  has  not 
the  strength  to  carry  the  baby  to  term  and 
loses  it  before  maturing. 

In  some  communities,  where  an  honest 
effort  has  been  made,  they  have  been  able 
to  get  eighty-five  per  cent  of  the  mothers 
to  nurse  their  babies.  Among  the  advan- 
tages of  breast  feeding  are:  first,  natural- 
ly the  mother’s  milk  contains  the  chemical 
characteristics  necessary7  for  the  growth  of 
her  child;  second,  the  mother’s  milk  comes 
directly  from  the  breast  of  the  mother  to 
the  mouth  of  the  baby  without  passing 
through  outside  air,  without  any  handling 
or  any  possibility  of  contamination — in 
other  words,  it  goes  directly  from  the  pro- 
ducer to  the  consumer,  cutting  out  all  mid- 
dlemen. 

A baby  on  the  breast  grows,  also,  be- 
cause it  receives  more  calories  than  you 
can  feed  in  the  average  formula  used,  as 
breast  milk  contains  twenty  calories  per 
ounce,  whereas  a great  many  of  the  formu- 
las are  diluted  and  doctored  up  until  they 
do  not  contain  nearly  that  much. 

Mother’s  milk  is  claimed  by  some  to  con- 
tain antibodies  or  immune  bodies,  but  this 
has  never  been  proven  and  if  it  does,  these 
same  immune  bodies  would  be  contained  in 
cow’s  milk.  With  breast  feeding  the  milk 
is  always  fresh,  and  we  all  know  that  cows’ 
milk,  when  it  is  first  milked,  has  a very 
low  bacterial  count,  but  this  bacterial  count 
increases.  No  matter  with  what  care  the 
milk  is  handled,  there  is  always  a possibil- 
ity of  contamination;  the  milk  may  sour. 
In  some  places  they  have  organized  to  gath- 
er all  the  surplus  breast  milk  from  mothers 
who  have  plenty  of  milk,  sterilize  it  and 
use  it.  Many  pediatricians  question  wheth- 
er this  is  of  any  benefit.  Nature  has  a 
great  way  of  rising  to  its  requirements ; for 
instance,  the  Hottentot  mother,  where  sci- 
entific feeding  is  absolutely  impossible, 
nurses  her  babies  until  they  are  three  or 
four  years  old  and  sometimes  is  nursing 
two  or  three  babies  at  the  same  time. 

Recurrence  of  menstruation  is  no  ex- 
cuse for  weaning  a baby  and  the  average 
mother  can  nurse  her  baby  very  satisfac- 
torily during  the  early  months  of  preg- 
nancy. If  the  baby  vomits  or  has  trouble, 


more  than  likely,  if  taken  from  the  breast 
and  put  on  the  bottle,  the  trouble  will  be- 
come worse  instead  of  better,  and  in  many 
of  these  cases  where  a baby  is  not  doing 
well,  a close  study  of  the  baby  will  find 
what  is  causing  the  vomiting.  It  may  be 
simple  cold ; it  may  be  sinus  trouble  or  mid- 
dle ear  trouble.  In  fact,  middle  ear  trouble 
causes  so  many  digesitve  up-sets  in  babies 
that  Dr.  Marriott  savs  the  examination  of  a 
baby  is  never  complete  without  examining 
the  ears,  and  that  a man  cannot  practise 
pediatrics  any  longer  without  an  electric 
otoscope.  And  you  will  find  that  many 
cases  of  diarrhea  and  vomiting  in  which 
there  have  been  no  symptoms  of  pain  in 
the  ear.  clear  up  like  magic  on  puncturing 
one  or  both  ear  drums. 

The  only  test  as  to  whether  the  mother’s 
milk  is  sufficient  is,  does  the  baby  gain. 
If  he  is  making  a satisfactory  gain,  the 
milk  is  sufficient;  if  he  falis  to  make  his 
gain  for  two  successive  weeks,  he  should 
be  carefully  studied  to  see  why  and,  if  no 
parenteral  infection  is  found,  must  be  aid- 
ed by  supplementary  or  complementary 
feeding. 

Very  often  a mother’s  worrying  about 
her  baby  interferes  with  her  milk  supply. 
I have  had  numerous  cases  of  this  kind;  a 
mother  worrying  about  her  baby  and  the 
baby  not  making  its  gain  in  weight  because 
of  the  mother  worrying.  Put  the  baby  on 
a small  amount  of  milk  ni  the  bottle  after 
having  taken  the  breast.  The  baby  begins 
to  gain  at  once,  which,  of  course,  pleases 
the  mother  and.  after  a week  or  two,  the 
baby  will  quit  the  bottle  and  keep  on  mak- 
ing a gain  with  nothing  but  the  breast.  It 
is  simply  this:  freedom  from  worrv  on  the 
part  of  the  mother  has  increased  her  milk 
supply  and  she  is  now  able  to  go  ahead  and 
furnish  the  baby  with  a sufficient  supply 
of  food.  A nursin'1-  mother  should  have 
plenty  of  exercise,  but  have  no  responsibili- 
ties that  give  her  a feeling  of  tiredness  or 
exhaustion;  should  take  a good  liberal  diet; 
should  eat  the  kind  of  foods  that  agree 
with  her  and  the  foods  she  is  used  to.  Any 
food  that  gives  the  mother  indigestion  will 
disturb  the  baby  also,  but  if  it  does  not 
give  the  mother  a digestive  up-set,  it  will 
not  disturb  the  baby. 

Do  not  take  the  baby  off  the  breast  sim- 
ply because  something  is  wrong  with  him, 
because  at  that  time  he  may  need  the 
Kreast  worse  than  he  ever  needed  it  in  his 
life.  Good  pediatrics  consists  in  figuring 
out  what  the  baby’s  needs  are,  supplying 
them  and  sticking  to  it;  bad  pediatrics  con- 
sists in  changing  the  formula  and  plan  of 
feeding  every  time  you  see  the  baby. 
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Many  mothers  can  nurse  their  babies  un- 
til they  have  switched  over  to  a regular 
diet;  beginning  with  the  addition  of  cereals 
at  about  five  months,  spinach  at  six  months 
and  increasing  these  outside  foods  as  the 
mother’s  milk  diminishes,  until  they  are 
taking  enough  of  these  foods  to  keep  them 
growing.  When  that  can  be  done,  it  is  the 
ideal  way,  because,  should  the  baby  contract 
any  illness,  you  have  the  supply  of  whole- 
some mother’s  milk  to  fall  back  on  and  to 
be  an  anchor  in  the  time  of  storm. 


MEDICAL  EXAMINATION  OF  FOOD 
HANDLERS 

O.  E.  PUCKETT.  M.  D. 

County  Health  Officer,  Eddy  County.  N.  M. 

Read  before  the  Annual  Meeting  of  the  New 
Mexico  Public  Health  Association,  held  at  Taos 
June  2 and  3,  1927. 

Section  9 of  “Regulations  Governin'?  the 
Sanitation  of  Foods,”  says,  “No  person  who 
has  anv  contagious  disease  shall  work  or  be 
rerrni+terl  to  work  in  anv  food-handling  es- 
tablishment.” In  thp  beginning.  I will  have 
to  admit  that  I have  not  enforced  this  regu- 
lation in  Eddy  County.  In  order  to  enforce 
it,  every  person  from  the  grocerv  delivery 
boy  to  the  “chef”  in  the  cafe,  would  have 
to  undergo  a thorough  physical  examination 
and  have  laboratorv  tests  of  all  excreta  and 
blood.  Superficial  inspections  are  worth 
nothing,  in  my  opinion. 

These  problems  confront  us:  If  the  Coun- 
tv Health  Officer  in  a small  unit  makes  all 
these  examinations,  he  will  have  more  than 
he  can  do.  If  the  physicians  are  called  on 
to  make  them,  wdl  they  be  able  to  collect 
good  fees  for  such  examinations  and  will 
we  get  complete  examinations?  Or.  will 
manv  nhvs;c’ans  be  inclined  to  “vet  hte  pa- 
t;ent.  bv”?  Manv  ohvsicians  are  prone  to 
make  favorable  reports  on  lifb  insurance  ex- 
aminations. school  teachers’  examinations, 
etc.  I think  if  these  examinations  could  be 
made  in  a thorough  way,  good  would  be  ac- 
complished. 

A plan  I have  in  mind  wVch  I believe 
will  work  well  is  to  make  thpse  examina- 
tions myself.  Then,  in  case  I find  a person 
with  a communicable  disease.  ’'av°  h;m  call 
the  familv  physician  in  consultation  before 
I report  thp  case.  The  question  of  inter- 
esting food  handlers  in  a physical  examina- 
tion is  the  same  that  we  me^t  in  asking 
everyone  to  have  periodical  examniations. 
The  public  must  be  taught  and  impressed 
with  the  importance  of  such  examinations 
in  order  to  have  their  cooperation. 

I have  tried  to  get  feces  tests  on  all  dairy 
employees,  but  have  not  been  able  to  do 
that  as  I intended.  In  the  first  place,  some 


people  rather  hesitate  to  furnish  the  speci- 
mens. In  the  second  place,  it  is  so  hard 
for  the  dairymen  to  keep  regular  help. 
About  the  time  one  gets  reports  from  one 
set,  they  quit  or  get  fired  and  new  ones 
are  on  the  job. 

I have  sent  in  a few  nose  and  throat 
swabs  from  barbers  and  food-handlers,  but 
only  a small  per  cent  of  those  employed  in 
the  county. 

I have  discussed  with  one  of  the  Carlsbad 
officials  “having  all  people  who  work  in 
cafes  get  health  certificates.”  I think  dairy 
employees  are  more  important  than  any 
other  class. 

I shall  be  pleased  to  hear  what  the  other 
men  are  doing  along  this  line. 


THE  PRODUCTION  OF  SAFE  MILK 

PAUL  S.  FOX,  C.  E. 

Chief  Dir.  of  San.  Engr.  and  Sanitation.  N.  M. 

Bureau  of  Public  Health,  Santa  Fe 

Read  at ' the  Annual  Meeting  of  the  New  Mexico 
Public  Health  Association.  Taos,  N.  M„  June  2 and 
3.  1927. 

Milk,  as  it  leaves  the  udder  of  a healthy 
cow,  is  clean  and  pure.  It  contains  relative- 
ly few  bacteria  and  no  appreciable  quantity 
of  visible  dirt.  When  cow  hairs,  particles 
of  manure,  bedding,  or  dust  are  found  in 
milk  they  are  evidence  that  the  product  has 
not  been  protected  properly  during  milking 
or  subsequent  handling.  On  the  other 
hand,  the  absence  of  visible  sediment  does 
not  prove  that  the  milk  is  clean,  for  it  may 
be  carefully  strained  after  careless  produc- 
tion. 

The  entrance  of  dirt  into  milk  is  objec- 
tionable from  three  standpoints — sanitary, 
economic  and  aesthetic.  The  contamination 
of  milk  by  manure  may  add  organisms 
which  are  injurious  to  health,  particularly 
to  the  health  of  the  very  young  and  the 
very  old,  who  are  the  ones  who  need  milk 
in  their  dailv  diet,  and,  aesthetically — who 
wants  to  drink  dirty  milk?  Economically, 
dirty  milk  is  not  so  readily  marketed  as 
clean  milk.  Dirtv  milk,  obviously,  has  more 
bacteria  in  it  than  clean  nv'lk.  and  conse- 
quently it  sours  much  more  quickly.  Sev- 
eral authorities  have  found  that  there  is  a 
very  definite  relat’on  between  the  amount 
of  sediment  contained  in  milk  and  the  bac- 
teria count.  This  naves  the  wav  for  the 
health  officer  to  do  a little  educational 
work  with  his  dairymen,  even  though  ’^e 
does  not  have  a laboratory  avadable. 

By  far  the  greater  portion  of  dirt  in  milk 
is  accumulated  after  the  milk  has  been  tak- 
en from  the  cow.  Its  source  is  primarily 
from  the  body  of  the  cow  and  the  milker’s 
hands.  Immediate  straining  is  of  much 
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value  in  removing  such  particles  of  dirt  and 
in  improving  appearance  of  the  milk.  How- 
ever, it  must  be  borne  in  mind  that  strain- 
ing does  not  remove  the  bacteria,  nor  does 
it  improve  the  healthfulness  of  the  product. 

In  the  production  of  safe  milk,  it  is  nec- 
essary to  safeguard  the  product  on  every 
hand : the  cows  should  be  healthy,  tubercu- 
lin tested:  the  milkers,  milk  handlers,  and 
deliverymen,  should  be  healthv — they 
should  be  examined  to  see  that  they  are 
not  carriers  of  tvphoid  or  dinhtheria. 
Milk  barns  and  milk  rooms  should  be  im- 
maculately cUan,  the  dust  and  fly  menace 
should  be  reduced  to  a minimum:  every 
utensil  with  which  the  milk  comes  in  con- 
tact. should  be  properly  sterilized;  milk 
pails  should  be  of  the  small  mouth  t.vne: 
and  the  cows  should  be  thoroughly  cleaned 
before  milking. 

Tuberculin  Testing.  Any  veterinary  can 
make  Urn  tuberculin  test.  The  Bureau  of 
Animal  Industries  of  the  U.  S.  Department 
of  Agriculture  has  established  definite 
areas  in  which  all  dairy  cattle  are  exam- 
ined. With  the  recent  appropriation  bv  the 
State  of  New  Mexico  for  the  control  of 
bovine  tuberculosis,  it  is  probable  that  more 
areas  will  he  created  in  which  tuberculosis 
will  be  stamped  out.  Men  who  are  familiar 
with  conditions  in  this  state  tell  us  that,  so 
far.  the  tuberculosis  rate  is  low  and  that 
now  is  the  t;me  for  t^e  best  control  work 
to  be  done  at  a minimum  cost. 

Milk  Handlers.  Everv  person  who  han- 
dles the  milk  in  any  wav,  or  comes  in  con- 
tact with  milk  containers,  should  be  exam- 
ined at  periodic  intervals,  sav  every  six 
months,  in  order  to  establish  the  fact  that 
he  is  not  a carrier  of  tvphoid  or  diphtheria. 

Cleanliness  of  Premises.  The  milk  barn 
should  be  provided  with  running  water  to 
facilitate  thorough  cleaning.  The  floor  of 
the  barn  should  be  of  concrete  or  other 
impervious  material.  Lighting  and  venti- 
lation should  be  adequate.  Sometimes  I 
wonder  whether  or  not  the  figures  on  our 
score  card  are  not  rather  high,  as  very 
few,  if  any,  dairymen  stable  their  cows. 
About  the  only  time  they  are  in  the  barn 
is  when  they  are  being  milked.  However, 
there  may  he  a stormy  period  once  in  a 
while  in  which  it  mav  be  desirable  to  keep 
the  cows  indoors,  and  then  ventilation  is 
very  necessary.  The  corral  should  be  well 
drained,  and  all  manure  should  be  removed 
daily  in  order  to  keep  the  fly  menace  down. 
Our  score  card  specifies  the  minimum  dis- 
tance to  which  the  manure  should  be  re- 


moved, but  for  successful  reduction  of  flies, 
it  should  be  removed  to  some  remote  spot. 

Sterilization  of  Utensils.  Every  utensil 
which  comes  in  contact  with  the  milk 
should  be  sterilized  by  one  of  several  known 
satisfactory  methods.  Perhaps  the  best 
method  of  sterilization  is  the  steam  chest. 
This  consists  of  a metal  lined  wooden  box, 
or  masonry  box,  provided  with  suitable 
doors  and  shelves,  into  which  live  steam 
can  be  admitted  for  a period  of  fifteen  or 
twenty  minutes.  This  chest  can  be  con- 
structed with  a heating  coil,  so  that  when 
the  sterilization  is  complete,  the  steam  can 
be  turned  on  in  the  heating  coil  and  all 
utensils  dried,  in  order  to  reduce  to  a fnini- 
mum  the  rusting  of  metal  containers. 

Another  satisfactory  method  consists  of 
rinsing  all  containers  in  a solution  of  “B-K” 
(a  commercial  solution  of  sodium  hypochlo- 
rite) or  in  a solution  of  ordinary  chloride 
of  lime.  The  chloride  of  lime  has  the  dis- 
advantage of  leaving  a white  dusty  deposit, 
particularly  on  glass.  This  can  be  eliminat- 
ed, to  a certain  extent,  by  preparing  a stock 
solution  of  the  lime  with  twelve  ounces  to 
one  gallon  of  water.  This  should  be  kept 
in  a glass  stoppered  bottle.  The  solution 
is  used  in  the  rinse  water  at  the  rate  of 
one  tablespoonful  to  two  gallons  of  water. 
By  preparing  the  stock  solution,  the  inert 
lime  settles  to  the  bottom  of  the  bottle. 

Actually  boiling  the  utensils  is  a very 
satisfactory  method  of  sterilization,  but 
most  people  who  use  boiling  water  merely 
pour  it  over  the  utensils,  which  are  cold, 
and  the  temperature  is  not  sufficient  to 
kill  all  of  the  bacteria. 

The  steam  jet  is  very  satisfactory  for 
sterilizing  large  metal  containers  when  it  is 
used  for  a sufficient  length  of  time. 

Cleaning  of  Cows.  Most  dairymen  have 
the  idea  that  if  the  cow’s  udder  is  free 
from  visible  dirt,  it  is  clean.  The  udder 
should  be  scrubbed  before  milking  in  order 
to  eliminate  all  loose  particles  which  may 
drop  into  the  milk.  It  is  also  necessary  to 
dry  the  udder  to  prevent  chaffing  of  the 
skin.  The  small-top  milk  pail  also  helps 
to  keep  out  any  particles  which  escaped. 

Sediment  Test.  This  test  can  be  made 
by  any  one  and  is  very  illuminating  to  the 
dairymen.  It  consists  of  taking  a quart 
bottle  of  milk,  and  passing  it  through  a 
prepared  cotton  disk.  Any  sediment  in  the 
milk  will  be  retained  upon  the  disk.  A de- 
vice is  on  the  market  which  can  be  placed 
over  the  milk  bottle,  thereby  eliminating 
the  necessity  of  using  another  container 
for  the  milk. 
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STANDARDIZATION  OF  RECORD  FORMS 
AND  FILES  FOR  FULL-TIME 
COUNTY  HEALTH  UNITS 

D.  B.  WILLIAMS,  M.  D. 

Chief,  Division  of  County  Health  Work,  N.  M. 

Bureau  of  Public  Health,  Santa  Fe 

The  adoption  of  a fixed  routine  in  mak- 
ing physical  examinations  is  considered  a 
sine  qua  non  by  the  successful  practising 
physician,  whether  he  be  a practitioner  of 
general  medicine,  an  internist  or  a repre- 
sentative of  any  of  the  many  present  day 
specialties.  Unless  asatisfactorv  system 
is  followed  in  the  examination  and  manage- 
ment of  patients,  it  is  possible  for  facts  and 
conditions  to  exist  that  are  so  inconspicuous 
at  the  time  as  to  escape  notice  and  later 
on  assume  such  importance  as  to  spoil  the 
difference  between  failure  and  success  in 
treatment. 

To  the  health  officer  as  director  of  his 
unit,  system  and  order  are  equally  as  essen- 
tial, if  not  more  than  they  are  to  a repre- 
sentative of  any  other  branch  of  the  pro- 
fession. It  has  been  customary  in  our  full- 
time units  for  the  health  officer  to  develop 
his  own  office  system  and  to  devise  such 
record  forms,  charts,  maps  and  files  as  best 
suited  his  particular  notions.  Exceptions 
are  made  of  monthly  and  annual  report 
forms,  laboratory  reports,  dairy  inspection 
forms,  some  particulars  relating  to  the  vital 
statistics  which  are  uniform  for  all  units 
and  were  prescribed  by  the  State  Bureau  of 
Public  Health,  and  records  for  certain  fea- 
tures of  maternity  and  infancy  work  which 
were  made  uniform  in  order  to  meet  the  re- 
quirements of  Sheppard-Towner  regula- 
tions. In  all  other  respects  there  has  been 
very  little  uniformity  in  the  office  order  of 
full-time  units. 

On  the  whole,  the  system  used  in  each 
unit  has  been  satisfactory  until  a change 
in  health  officers  occurred,  then  troubles 
have  usually  arisen,  especially  so  when  the 
incoming  health  officer  has  not  spent  suf- 
ficient time  in  the  office  before  retirement 
of  the  old  health  officer,  to  become  famil- 
iar with  his  system.  Difficulty  in  locating 
any  object  for  which  he  may  have  need  and 
further  difficulties  of  interpreting  the  rec- 
ords when  found,  are  likely  to  strain  his 
patience  and  give  him  an  impulse  to  junk 
the  whole  outfit  as  worthless,  and  start  a 
system  of  his  own.  This  impulse  has,  to 
my  knowledge,  been  followed  in  one  in- 
stance, and  records  of  considerable  value  to 
the  unit  were  destroyed  or  purposely  lost. 

In  order  to  avoid  the  confusion  that  aris- 
es because  of  such  conditions,  it  appears 
that  it  would  be  very  profitable  to  devise 
uniform  standards  of  record  forms,  maps, 


charts,  and  files,  covering  such  items  of 
public  health  interests  as  are  common  to  all 
of  the  units.  Considerable  caution  would 
need  to  be  exercised  that  the  system  be  not 
elaborated  and  extended  to  such  proportions 
that  it  would  be  cumbersome  and  unwieldy, 
keeping  in  mind  that  the  ends  to  be 
gained  are:  (1)  to  provide  a routine  for 
carrying  out  certain  activities  (e.  g.  epi- 
demiological surveys,  inspection  and  scor- 
ing of  food-handling  establishments)  that 
would  insure  thoroughness  and  perhaps  lead 
to  greater  improvement;  (2)  so  to  classify, 
arrange  and  index  data,  that  they  would  be 
most  easily  accessible  and  available  for  the 
many  purposes  for  which  they  may  be  used. 

In  discussing  this  subject  with  county 
health  officers,  the  director  and  the  heads 
of  the  several  divisions  of  the  State  Bureau 
of  Public  Health,  there  was  found  to  be 
agreement  as  to  the  advisability  of  work- 
ing out  a simplified  uniform  system  of  rec- 
ord forms  and  the  adoption  of  suitable  files 
for  their  keeping.  There  was  also  con- 
sensus of  opinion  that  no  sweeping  change 
should  be  made  in  the  present  system  un- 
til the  subject  had  received  ample  consid- 
eration by  a committee  appointed  from  the 
members  of  this  association;  that  sufficient 
time  be  allotted  the  committee  to  investi- 
gate the  methods  used  in  full-time  county 
units  of  other  states  and,  as  a beginning, 
only  such  items  be  included  as  would  not 
entail  any  considerable  increase  in  labor 
or  office  expense. 

As  to  what  might  and  ought  to  be  includ- 
ed in  this  prospective  scheme,  a few  exam- 
ples are  here  given  under  the  several  divi- 
sions of  health  work. 

I.  Vital  and  morbidity  statistics: 

To  the  standard  forms  already  in  use 
there  may  be  added  record  books,  tables, 
graphs,  and  charts  showing  the  disease  in- 
cidence for  the  several  notifiable  diseases 
by  localities,  age  groups,  sex,  and  race,  for 
definite  time  periods ; 

Tables  and  charts  showing  mortality 
rates  for  the  several  diseases. 

II.  Communicable  disease: 

Uniform  epidemiological  investigation 
cards  for  typhoid  fever,  diphtheria,  scarlet 
fever,  smallpox,  whooping-cough,  and  meas- 
les; 

Immunization  cards  for  typhoid,  small- 
pox, diphtheria,  and  scarlet  fever.  It  may 
be  more  economical  and  convenient  for  all 
the  vaccinations  of  an  individual  to  be 
carried  on  one  card,  instead  of  having  a 
card  for  each  disease,  or  better  still,  to  have 
vaccinations  recorded  on  the  pre-school  and 
school  card. 
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Spot  map  for  current  communicable  dis- 
eases. 

. III.  Sanitation: 

Forms  for  inspection  and  scoring  food- 
handling establishments,  barber  shops,  tour- 
ists’ camp  grounds; 

Record  forms  for  medical  examination  of 
food  handlers; 

Nuisance  complaint  records; 

Forms  for  school  sanitary  surveys ; 

Spot  maps  for  water  supplies,  toilets,  and 
cess-pools  that  need  special  supervision. 

Items  similar  in  number  may  be  indicat- 
ed in  the  divisions  of  child  hygiene,  ma- 
ternity and  infancy  and  in  the  other  pri- 
mary divisions  of  health  work,  but,  as  the 
above  have  been  cited  merely  as  examples 
of  what  would  likely  be  included  in  the  re- 
visions of  office  records  and  forms,  it  will 
not  be  necessary  to  go  into  further  details. 

My  aim  in  presenting  this  paper  was  not 
to  advance  any  information  not  already  pos- 
sessed by  each  member  of  this  organiza- 
tion, nor  to  criticise  the  methods  us6d  in 
our  full-time  county  health  units,  but  was 
rather  to  introduce  the  discussion  of  a sub- 
ject that  seems  to  me  to  merit  considera- 
tion. I hope  that  the  discussion  will  be 
liberal  and  that  the  matter  may  finally  be 
placed  in  the  hands  of  a committee  which 
shall  be  given  a year’s  time  to  carry  on 
its  investigation  and  submit  recommenda- 
tions at  the  next  annual  meeting. 


THE  CONTROL  OF  GERMAN  MEASLES 
AND  CHICKEN-POX 

C.  W.  GERBER,  M.  D. 

Dona  Ana  County  Health  Officer,  Las  Cruces, 

N.  M. 

Read  at  the  Annual  Meeting  of  the  New  Mexico 
Public  Health  Association,  Taos,  N.  M.,  June  2 and 
3,  1927. 

The  control  of  German  measles  and 
chicken-pox  presents  many  difficulties,  not 
the  least  of  which  is  the  attempt  to  apply 
certain  parts  of  the  requirements  as  set 
forth  in  our  present  regulations. 

These  diseases  have  no  mortality  to 
speak  of,  and  the  public,  from  long  experi- 
ence, has  realized  this  feature,  and  conse- 
quently assumes  an  attitude  of  indifference 
and  disregard  of  the  regulations  imposed 
upon  them.  Most  of  their  contentions, 
viewed  sanely,  seem  just  and  logical.  From 
the  viewpoint  of  the  Health  Officer,  I have 
no  fault  to  find  with  the  provision  requir- 
ing that  these  diseases  be  isolated  in  as  far 
as  possible,  owing  to  their  possible  resem- 
blances— German  measles  t.o  measles  and 
scarlatina;  chicken-pox  to  smallpox.  And 
it  does  give  one  a chance  to  get  into  a fam- 
ily with  general  and  special  instructions  of 
various  natures.  This  is  the  only  ad- 


vantage that  I can  see  for  making  these 
diseases  controllable ; and  is  necessary  to  a 
department  for  the  purpose  of  launching 
and  maintaining  a constructive  health  pro- 
gram. The  part  that  seems  illogical,  time 
consuming,  fruitless  and  an  economic  loss, 
is  the  quarantining  of  non-immune  con- 
tacts. Rubella  seems  as  infective  as  rubeola, 
and  therefore,  non-immune  contacts  are 
certain  to  manifest  the  disease.  In  most 
instances  the  premonitory  symptoms  are 
so  slight  that  the  first  manifestation  of 
the  disease  is  the  rash.  Previous  to  the 
appearance  of  the  rash  there  have  usually 
been  a great  number  of  contacts,  so  there 
is  not  the  opportunity  which  rubeola  pre- 
sents for  the  early  control  of  a particular 
case. 

Our  regulations  require  that  non-immune 
contacts  be  quarantined — in  German  meas- 
les twenty-one  days ; in  chicken-pox,  four- 
teen days.  Owing  to  the  fact  that,  in  eith- 
er disease,  the  course  is  very  seldom  dis- 
abling to  the  individual,  parents  are  not 
likely  to  consider  quarantine  of  any  import- 
ance ; and,  since  the  diseases  have  few 
prodromata,  new  contracts  are  constantly 
being  made.  This  renders  the  quarantnie 
useless;  and  to  insist  upon  the  conditions 
of  a quarantine  in  affections  which  are  so 
tame  in  their  course  is  not  impressive  to 
the  public,  and  weakens  the  entire  scheme 
of  communicable  disease  control  by  its  ap- 
parent unreasonableness. 

Economically,  owing  to  the  ineffectiveness 
of  parts  of  the  present  regulations  to  con- 
trol the  spread  of  the  diseases,  there  is  a 
great  loss  to  the  school  child  and  to  the 
public  school  system.  Twenty-one  days  in 
the  case  of  German  measles  and  fourteen 
days  in  the  case  of  chicken-pox,  with  one 
more  week  added  for  German  measles  and 
two  weeks  for  chicken-pox  in  case  they 
develop  infection,  with  an  average  of  three 
school  children  to  the  family,  gives  an 
enormous  loss  in  each  family  involved  and 
a costly  quarantine  to  the  school  system. 
A loss  of  one  month  of  school  instruction 
practically  necessitates  the  loss  of  one 
grade  for  the  child. 

Another  factor  enters  into  the  control  of 
these  diseases  as  well  as  for  all  of  the  com- 
municable diseases  amongst  school  chil- 
dren; this  is,  the  attiutde  of  the  teacher. 
In  schools — and  they  stand  out  prominent- 
ly in  any  community  of  the  state — where 
the  teachers  are  keen,  interested  in  the 
welfare  of  their  pupils,  collectively  and  in- 
dividually, and  where  they  cooperate  with 
the  health  department  in  early  recognition 
of  disease  and  early  reporting,  no  epidemics 
of  any  proportions  result.  But  in  schools 
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where  the  teachers  are  indifferent,  not  in- 
terested in  anything  but  the  maintenance 
of  attendance  at  any  cost,  we  find  few,  if 
any,  exclusions  for  communicable  diseases; 
little,  and  most  often  no,  reporting  and  a 
general  attitude  of  opposition  toward  the 
efforts  of  the  health  department  to  stem 
the  tide  of  communicable  diseases  and  even 
toward  health  education. 

In  these  latter  schools,  we  always  have 
our  greatest  epidemics ; and  we  find  that 
the  teachers  involved  come  usually  from 
states  where  little  or  no  constructive  health 
program,  or  organized  state  health  depart- 
ment, functions.  This  emphasizes  the 
great  necsesity,  as  an  economic  measure  to 
the  public  school  system,  of  requiring  of 
its  teachers  a certain  degree  of  training  in 
health  matters. 

To  refer  to  the  original  subject  matter: 
Owing  to  the  facts  presented,  I would  be 
in  favor  of  so  changing  our  regulations  in 
respect  to  these  two  diseases — and  would 
be  inclined  to  add  one  more,  mumps — to 
conform  to  the  requirements  for  these  dis- 
eases as  set  forth  in  the  last  report  of  the 
Committee  on  Standard  Regulations  for  the 
Control  of  Communicable  Diseases,  of  the 
American  Public  Health  Association. 


THE  NURSING  PROGRAM  IN  A FULL 
TIME  COUNTY  UNIT. 

EDITH  C.  CLEMENT.  R.  N., 

County  Public  Health  Nurse,  Eddy  County,  N.  M. 

Read  at  the  Annual  Meeting  of  the  New  Mexico 
Public  Health  Association,  Taos,  N.  M.,  June  2 and 
3,  1927. 

A full  time  county  health  unit  is  put  in 
force  to  bring  about  and,  maintain  better 
health  conditions  and  principles  for  every 
individual  in  the  county  it  serves.  To  do 
this,  a program  very  well  planned,  financed 
and  executed  is  necessary  to  accomplish  the 
work  required  by  the  many  phases  of  public 
health  work.  Communicable  disease  control 
and  prevention,  sanitary  inspections,  pure 
foods,  school  health,  including  both  inspec- 
tions and  education,  tuberculosis  work  and 
maternity  and  infancy  work  are  the  most 
important  of  these  phases.  The  county  unit 
should  be  the  center  of  all  matters  of 
hygiene  and  sanitation  in  the  county — to  the 
individuals,  as  well  as  to  the  group  and 
community  as  a whole.  In  its  ability  to 
reach  the  many  questions  directly,  though 
handicapped  as  we  usually  find  it  by  long 
distances  and  scattered  communities,  the 
county  unit  may  be  termed  the  long  arm 
of  the  state  and  national  departments  of 
health. 

We  believe  that  those  services  that  are 
directed  by  non-political  boards  are  more 


successful,  in  that  the  employees  generally 
come  up  to  higher  standards.  Training  in 
the  respective  types  of  work  is  most  neces- 
sary in  selecting  the  staff  for  a county  unit 
of  whatever  number  of  persons.  The  ar- 
rangement of  the  general  program  depends 
entirely  upon  the  staff,  but  the  above  men- 
tioned phases  must  be  dealt  with,  regard- 
less of  who  carries  which  part.  A hearty 
feeling  of  co-operation  and  desire  that  “our 
department’s  work’’  is  well  done,  must  be 
in  the  heart  of  each  member  of  the  force, 
and  it  is  only  by  the  sharing  of  some  part 
of  the  divisions  of  the  generalized  program 
by  each,  that  harmony  and  completion  of 
duty  will  be  gained.  All  must  be  ready 
to  stand  together  the  many  knocks  that 
are  sure  to  come  to  those  who  are  laboring 
in  the  newer  enterprises,  for  this  work  is 
yet  young. 

Whenever  a unit  is  created,  the  nursing 
program  is  one  of  the  two  most  important 
considerations.  This  program  varies  great- 
ly, depending  entirely  upon  the  circum- 
stances, nurse’s  individuality,  how  financed, 
territory  covered  and  types  of  communities, 
the  age  of  the  service  and  number  of  nurses 
in  the  unit.  Whatever  the  number  of  the 
various  employes  in  the  unit,  the  nursing 
program  includes  some  part  of  each  phase 
of  the  general  program — if  in  no  other  way, 
through  the  children.  In  their  little  imag- 
ining minds  we  usually  find  that  the  nurse 
occupies  the  romantic  seat  of  honor  and  her 
kind  words  and  suggestions  are  often  car- 
ried home  as  law  or  precious  duties  that 
must  be  done. 

We  have  heard  so  much  about  the  spe- 
cialized nurse.  Apparently,  specialization, 
when  a district  (county)  justifies  more 
than  one  nurse,  would  be  the  logical  way  of 
carrying  out  an  effective  nursing  program. 
But  after  studying  various  statistics  and 
investigations  made  on  this  topic,  we 
learned  that  the  odds  are  greatly  in  favor 
of  the  generalized  public  health  nurse  when 
the  quality  of  the  work  done  and  the  effect 
upon  the  mother  is  considered.  The  type 
of  people  that  the  public  health  nurse  more 
often  deals  with,  are  those  who  are  deeply 
impressed  by  the  individual,  so  that  one 
nurse  who  is  “liked”  by  a certain  group  or 
district  can  probably  reach  more  vital  points 
in  her  home  visits  than  a number  of  spe- 
cializing nurses  calling  on  various  missions. 

We  might  here  give  a rough  draft  of  a 
full  time  unit’s  nursing  program,  the  detail 
assignments  proportioned  according  to  the 
above  mentioned  factors  affecting  such  a 
service. 

In  the  county  where  the  budget  is  made 
up  of  funds  from  county  boards  of  direct- 
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ors,  the  state  board  of  health,  etc.,  and 
federal  aid  such  as  the  Sheppard-Towner 
appropriation,  the  work  may  be  divided  in- 
to these  three  respective  classes:  one-third 
of  the  program  going  to  maternity  and  in- 
fancy work  alone ; one-third  to  the  school, 
in  all  of  its  phases ; the  remaining  third 
to  tuberculosis  and  communicable  disease 
control,  home  demonstrations,  emergency 
and  general  calls.  Of  course,  it  is  gener- 
ally conceded  that  the  school  health  pro- 
gram, headed  by  the  physical  inspections, 
is  the  quickest  and  most  effective  method 
of  making  progress  in  a new  community. 
But  we  feel  that,  after  the  service  is  well 
established,  the  school  health  program 
should  not  absorb  so  much  time,  but  rath- 
er be  shifted  to  the  teachers,  supervised  by 
the  nursing  staff,  with  at  least  one  yearly 
examination  or  inspection  of  all  the  pupils, 
done  by  the  county  health  unit. 

Some  districts  may  arrange  for  the  nurs- 
ing service  to  carry  only  certain  types  of 
work,  but,  as  a part  of  the  county  unit,  the 
work  of  almost  all  divisions  is  carried  in 
part  by  each  member  of  the  staff.  By  this, 
we  mean  that  a very  efficient  health  officer 
finds  that  his  efficiency  in  control  of  com- 
municable diseases  may  be  due,  to  a large 
extent,  to  the  contact  and  follow-up  calls 
made  by  the  nurse  and  the  preventive 
measures  practised  by  the  children  of  the 
home,  learned  by  them  in  health  lessons  at 
school.  Also,  in  the  use  of  vaccination  and 
serum,  an  uninformed  or  non  co-operative 
parent  may  be  led  to  consent  to  this  pro- 
tection for  her  children  by  health  talks  at 
group  meetings  or  regular  attendance  vat 
health  conferences.  The  nurse  has  a large 
sphere,  for,  after  all  is  said  and  done,  it  is  a 
matter  of  lack  of  education  that  we  still 
have  the  communicable  diseases  that  we 
have.  When  everyone  understands  the 
methods  of  prevention  and  believes  in  them, 
we  will  have  so  much  less  of  such  cases.  In 
this  last  sentence  is  the  key  to  all  health 
work — that  those  who  are  selling  health 
must  present  its  principles  in  such  a way 
that  everyone  can  thoroughly  understand. 
The  people  must  have  faith  in  the  mes- 
senger of  health  as  well  as  in  the  doctrine 
taught  and,  in  this  light,  what  otherwise 
would  be  termed  mere  theory,  will  be  facts. 
When  a certain  case  of  a communicable  dis- 
ease in  the  family  recovers  with  no  compli- 
cations and  without  others  in  the  house- 
hold becoming  infected,  under  the  supervi- 
sion of  the  nurse  and  carrying  out  the  reg- 
ulations for  such  cases,  and  when  another 
case,  without  these,  suffers  an  extended 
serious  illness  and  infection  of  others,  the 


public  will  necessarily  wonder  as  these  facts 
are  brought  to  mind. 

In  the  question  of  sanitation,  the  seeds 
sown  by  the  nurse  in  hygiene  classes  may 
carry  influence  with  the  great  power  we 
term  “public  opinion”  in  bringing  about  the 
cleanliness  spirit,  in  every  community  and 
home,  that  is  necessary  for  the  complete 
carrying  out  of  the  principles  of  the  sani- 
tary inspections.  The  same  applies  to  the 
absorbing  question  of  pure  food.  If  the 
nurse,  by  contact  with  homes,  can  start  the 
investigation  of  the  source  of  every  food 
particle  brought  into  the  home,  someone, 
and  more  than  one,  is  going  to  be  kept 
busy  on  the  trail  of  clean  food  for  our  ta- 
bles. 

Those  of  you  who  were  fortunate  enough 
to  attend  the  New  Mexico  Medical  Associa- 
tion’s annual  meeting  held  recently  in 
Carlsbad,  have  still  fresh  in  your  minds 
how  great  is  the  need  for  education  on, 
and  early  diagnosis  of,  tuberculosis.  Per- 
haps we  who  are  carrying  on  the  public 
health  work  in  our  counties  say  we  could 
do  more  if  we  could  only  find  the  cases. 
The  approach  is  so  difficult,  so  we  say — we 
might  do  more  work  if  the  physicians  will 
only  report  better.  Perhaps  if  the  nurses 
show  more  work  done  for  the  few  reported, 
so  that  the  physician  himself  notices  it,  we 
may  get  more  reports.  And  surely,  the 
nurse  who  is  carrying  on  a strictly  ma- 
ternity and  infancy  program  can  never  af- 
ford to  overlook  a probable  tuberculous  in- 
fection in  a home  where  there  are  young 
children.  We  say  our  funds  are  limited  and 
so  often,  besides  the  educational  advantages 
we  may  give,  material  aid  is  needed.  When 
we  have  our  lay  people  knowing  what  the 
fight  against  .tuberculosis  really  consists  of, 
tuberculosis  funds,  such  as  the  annual  seal 
sale,  will  be  greatly  swelled.  Dr.  William 
Welch  gives  us  this:  “The  greatest  contri- 
bution to  the  anti-tuberculosis  movement 
has  been  in  the  evolution  of  the  public 
health  nurse  from  the  old  time  district 
nurse.” 

The  mission  of  the  maternity  and  in- 
fancy program  is  so  broad  and  important 
that  no  unit  can  pass  it  by  lightly — and  it 
is  the  nursing  staff  that  carries  its  chief 
responsibilities.  Where  a good  maternity 
and  infancy  program  is  found,  there  is  also 
found  good  birth  and  death  registration 
and  lowered  maternal  and  infant  death 
rates.  Some  may  be  prone  to  place  all  of 
these  duties  upon  the  nurse,  but  when  the 
health  officer  feels  the  aid  of  the  maternity 
and  infancy  nurse  to  his  unit,  some  value 
is  sure  to  come  to  the  nurse,  in  profes- 
sional and  co-operative  support. 
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We  feel  that  health  education  belongs 
first  on  the  program  of  every  county  unit 
and  no  opportunity  to  give  a health  lesson 
should  be  omitted,  whether  at  a party, 
church,  picnic  or  in  the  home.  Whenever 
there  is  occasion  for  a speech,  give  one. 
Every  nurse  should  be  ready  to  talk  on 
some  topic  in  whatever  gathering  she  may 
be  found.  The  same  talk  may  be  used  more 
than  once,  for  the  same  crowd  seldom  ap- 
pears under  the  same  circumstances.  We 
might  follow  the  theory  of  the  old  pastor 
who  said  he  always  preached  on  the  same 
text  until  every  one  did  what  he  told  them 
to,  then  he  took  a new  text  to  treat  in  the 
same  way. 

Most  of  us  have  found  those  communi- 
ties where  it  seems  impossible  to  organize 
mothers’  clubs  and  health  classes.  In  com- 
munities where  everything  is  full  of  organ- 
izations already,  put  health  into  these.  Keep 
as  many  lay  people  busy  as  possible — most 
women  are  thrilled  with  an  appointment  to 
the  secretaryship  of  the  welfare  work  in 
their  club,  of  whatever  type  it  may  be. 
Few  clubs  today  do  not  have  some  time  set 
aside  for  health,  on  their  year’s  program, 
and  some  will  sponsor  home  and  commun- 
ity hygiene  classes  in  their  own  clubs  or, 
perhaps,  make  places  for  them  in  high 
school  and  in  both  Boy  and  Girl  Scout  pro- 
grams. 

In  school  health  work,  an  organized  pro- 
gram suitable  to  the  school  should  be  start- 
ed at  the  first  of  the  term  and  carried 
throughout  the  year.  We  have  found  the 
five-point  pupil  campaign  successful  in  our 
county  for  the  few  months  it  was  carried 
on  this  year.  We  use  inspection  rather 
than  examination  for  the  school  children, 
for  we  feel  that,  when  this  is  done  care- 
fully and  not  too  hurriedly,  it  fills  the  need 
for  the  grade  and  junior  high  school  pupils. 
But  when  a child  reaches  the  high  school 
age,  with  all  the  problems  of  adolescent 
health,  our  county  unit  feels  that  he  needs 
more  than  this  superficial  inspection,  From 
the  results  found  in  a few  complete  life- 
extension  physical  examinations  done  this 
year,  we  are  considering  giving  the  same 
health  service  this  coming  year  to  the  high 
school  students  of  the  junior  and  senior 
years,  at  least. 

Herbert  Hoover  has  said,  “America’s 
greatest  asset  is  her  children,”  and  we  are 
all  familiar  with  the  Child’s  Bill  of  Rights. 
We  also  know  that  anything,  to  be  success- 
ful, needs  to  be  sufficiently  endowed.  To 
the  unit  that  is  carrying  the  responsibility 
of  the  maternity  and  infancy  program,  also 
belongs  the  privilege  of  bestowing*  upon 


America’s  greatest  asset  the  most  worthy 
endowment,  health.  Most  of  the  full  time 
units  in  New  Mexico  have  had  an  uninter- 
rupted nursing  service  for  only  a short 
while,  but,  in  following  up  the  results  of 
the  maternity  and  infancy  work,  we  may 
do  well  to  consider  Dr.  Haven  Emerson’s 
rule:  “The  progress  of  a community  to- 

wards adequate  standards  of  child  health 
is  to  be  measured  not  by  the  number  of 
defective  children  corrected  nor  by  the 
visits  of  the  doctor  or  nurse,  but  by  the 
smallness  of  the  number  of  abnormal  chil- 
dren entering  school.” 


TRUTH  ABOUT  MEDICINES 

NEW  AND  NON-OFFICIAL  REMEDIES 

Bismarsen.  The  Council  on  Pharmacy  and  Chem- 
istry publishes  a preliminary  report  on  Bismarsen, 
the  name  given  by  the  Abbott  Laboratories  to  a new 
derivative  of  arsphenamine  containing  bismuth  and 
proposed  for  use  intramuscularly  in  the  treatment  of 
syphilis.  Bismarsen  is  the  sodium  salt  of  a bismuth 
derivative  of  arsphenamine  methylene  sulphonic  acid 
the  exact  structural  formula  of  which  has  not  been 
established.  The  Council  reviews  a report  of  clin- 
ical trials  made  by  Drs.  Stokes  and  Chambers  and 
of  a study  made  for  the  Council.  The  Council  finds 
that  the  available  evidence  is  insufficient  to  permit 
the  acceptance  of  the  drug  for  New  and  Nonofficial 
Remedies;  however,  the  generally  favorable  char- 
acter of  the  reports  together  with  thel  fact  that  Bis- 
marsen is  a chemical  substance  of  controlled  compo- 
sition is  sufficient  to  warrant  its  further  trial  by 
physicians  with  due  recognition  of  the  fact  that  the 
drug  is  still  in  the  experimental  stage.  For  the  in- 
formation of  those  who  desire  to  use  this  compound, 
the  Council  publishes  a description  of  the  chemical 
properties,  the  actions,  uses  and  dosage  of  the  drug. 
(Jour.  A.  M.  A.,  July  16,  1927,  p.  204). 

Radithor.  This  is  one  of  the  numerous  pieces  of 
quackery  in  the  field  of  radioactivityy.  It  is  ex- 
ploited by  the  Bailey  Radium  Laboratories  of  East 
Orange,  N.  J.,  the  moving-  spirit  of  which  is  one 
William  J.  A.  Bailey.  . The  Radithor  quackery  con- 
sists of  thirty  half-ounce  bottles  of  distilled  water 
which  is  alleged  to  be  radioactive.  No  less  than  thir- 
ty bottles  can  be  purchased;  and  the  price  is  §30. 
That  is,  the  price  to  the  sucker  who  happens  to  be  a 
layman  is  $30;  to  the  easy  mark  who  can  write 
M.  D.  after  his  name,  it  is  $25.  An  order  form 

“ for  Doctor’s  Use  Only”  states  that  “when 

patient  buys  direct,  we  allow  doctor  a $5  credit  on 
all  orders.”  The  physician  who  would  order  Radi- 
thor must  be  weak  not  only  in  medicine  but  also  in 
morals.  (Jour.  A.  M.  A.,  July  16,  1927,  p.  208). 

“Viscose”  for  Varicose  Veins.  The  Viscose  com- 
pany, Los  Angeles,  California,  sells  a small  amount 
of  a glue  mixture  with  a few  rolls  of  gauze  band- 
ages for  §30.  This  combination  is  sold  as  a means 
of  reducing  varicose  veins.  Apparently,  the  Viscose 
company  also  gives  medical  treatment  to  those  who 
will  come  to  its  headquarters.  The  treatment  con- 
sists of  the  mixture  “Viscose”  which  is  melted,  ap- 
plied to  the  leg  and  covered  with  gauze;  more 
“Viscose”  and  gauze  are  applied  and  finally  all 
covered  with  a paper  bandage.  An  analysis  of  “Vis- 
cose” in  the  A.  M.  A.  Chemical  Laboratory  showed  it 
to  be  essentially  a mixture  of  zinc  oxide  and  gly- 
cerin in  a gelatine  base.  The  laboratory  pointed  out 
that  the  name  is  misleading,  as  viscose  is  a well 
recognized  chemical  substance.  (Jour.  A M A Julv 
16,  1927,  p.  225).  ’ * 
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HISTORICAL  EL  PASO 

The  Medical  and  Surgical  Association  of 
the  Southwest  each  autumn  has  attempted 
to  give  evidence  of  progress.  This  Novem- 
ber, the  innovation  of  a post  graduate  as- 
sembly with  masters  in  many  special  fields 
of  medicine,  is  assured. 

Four  days  replete  with  scientific  sum- 
maries along  four  main  and  three  side 
lines  of  special  subjects  have  been  prepared. 
That  those  who  are  the  distinguished 


city  of  our  nation’s  Mexican  border,  which 
extends  east  and  west  for  a total  of  more 
than  two  thousand  miles.  Tall,  barren 
mountain  ranges  shadow  at  eventime  El 
Paso’s  happy  homes  and  business  build- 
ings. Sunrises,  shading  from  dull  reds  to 
saffron  yellows,  harmoniously  blend  with 
cobalt  blue  of  her  fleckless  sky,  miraging 
in  the  early  morning  the  cactus  and  sage- 
brush covered  desert  plateaus  to  the  north- 
ward into  a seeming  placid  sea. 


EL  PASO  FORTY  YEARS 
AGO 

Like  many  another  beau- 
tiful city  of  the  west,  El 
Paso  was  carved  out  of  the 
desert.  The  prophetic  sign 
in  the  foreground, — “Builder" 
was  the  spirit  of  that  day 
and  has  resulted  in  the  El 
Paso  of  today. 


guests  of  the  Medical  and  Surgical  Associ- 
ation this  fall,  and  those  who  have  failed 
to  attend  in  former  years,  may  have  some 
inkling  of  the  history  of  the  host  city,  El 
Paso,  the  following  verbal  and  pictorial  pic- 
ture has  been  prepared  by  the  El  Paso 
County  Medical  Society. 

Mentor-like,  El  Paso  has  long  stood  as 
the  friendship  agent  between  two  repub- 
lics. The  story  of  her  past  is  a portion  of 
the  history  of  two  nations.  Strife,  lead- 
ing to  conquest,  made  this  place  the  leading 


Along  the  southern  limits  of  the  city 
meander  the  sand-laden  waters  of  the  Rio 
Grande.  Famed  in  song  and  story,  history 
and  legend,  this  narrow  stream  commences 
at  El  Paso’s  western  gateway  to  serve  as 
the  boundary  line  between  the  two  repub- 
lics. To  the  east,  an  irrigated  valley  like 
that  of  the  Nile,  borders  both  .banks  of  the 
river  and  the  desert  rims  of  two  countries, 
with  the  vivid  greenness  of  an  oasis. 

Previous  to  Texas  independence,  the  pres- 
ent site  of  El  Paso, — then  Spanish  do- 


EL  PASO  TODAY 

The  commercial  and  intel- 
lectual center  of  the  great 
southwest,  with  beautiful 
buildings,  an  enterprising 
people,  and  a surrounding 
empire  of  progress  and  cul- 
ture. 
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SCENE  OF  JUAREZ,  MEXICO 

Just  across  the  Rio  Grande  River  from  El  Ram.  five  minutes  ride  by  street  car  or  auto,  is  the 
historic  city  of  Juarez,  with  its  Spanish  mission,  old  buildings  and  its  clubs  for  entertainment. 


main, — was  known  as  El  Paso  Bravo  del 
Norte.  Our  sister,  Ciudad  Juarez,  Mexico’s 
most  interesting  northern  gateway,  was  but 
an  undivided  settlement  from  the  present 
El  Paso.  Northern  seeking  Spanish  expe- 
ditions rested  here.  Alvar  Nunez  Cabeza 
de  Vaca,  by  his  Indian  captors  compulsorily 
created  a physician,  led  remnants  of  his 
brave  followers  across  the  site  of  the  pres- 
ent two  cities  in  1536.  He  and  his  men 
were  survivors  of  a Spanish  expedition 
wrecked  off  the  coast  of  Texas  in  1528. 
Rodriguez  on  his  way  to  found  one  of  the 
first  Franciscan  missions  in  the  present 
United  States  boundaries,  tarried  here  in 
1581.  Later,  he  continued;  his  journey  to 
the  present  site  of  Albuquerque,  where  he 
built  the  old  mission  of  that  city.  Bena- 
vides in  1631  and  later  Fra  Antonio  de  Ar- 
tiga  visited  and  historically  hallowed  the 
present  sites  of  El  Paso  and  Ciudad  Juarez. 
Espejo  stopped  here  in  1582  before  contin- 
uing his  constant,  danger-harried  journey 
to  establish  a mission  in  what  is  now  the 
city  of  Santa  Fe.  The  first  Spanish  settle- 
ment of  El  Paso  del  Norte  occurred  in  1659. 
The  present  site  of  El  Paso,  the  ranch  home 
of  Juan  Maria  Ponce  de  Leon,  a citizen  of 
Spain,  who  erected  his  home  here  in  1827, 
became,  in  1836,  a portion  of  the  Texas 
Republic,  changing  allegiance  by  war’s  de- 
cision. 

On  the  city  site  was  located  the  first 
trading  post  and  settlement  in  the  vast  ter- 
ritory which  now  forms  the  great  common- 
wealth of  Texas.  The  hamlet  was  known 
as  Franklin,  for  a time,  but  when  the  town 


was  platted  by  General  Anson  Mills  in  1858, 
the  name  was  changed  to  El  Paso.  In 
honor  of  the  Mexican  national  patriot,  Juar- 
ez, on  September  15,  1888,  our  neighbor’s 
old  name,  Paso  del  Norte,  was  changed  to 
Ciudad  Juarez. 

Bret  Harte,  rhythmically  describing 
Crede,  Colorado,  years  ago,  said: 

“It  was  day,  all  day,  in  the  daytime, 

And  there  was  no  night  in  Crede.” 

The  name,  “El  Paso,”  might  well  have 
been  substituted,  without  altering  either 
the  meter  or  the  truthfulness  of  Bret 
Harte’s  statement,  for  El  Paso,  twenty  or 
twenty-five  years  ago,  revelled  in  the  con- 
stantly open  door  of  her  saloon  and  gam- 
bling place.  Every  hour  of  the  twenty-four 
the  click  of  the  roulette  ball  blended  with 
the  croupier’s  call.  Liquors,  hard  and  soft, 
tickled  the  palate  and  dulled  the  judgment 
of  the  novice  player.  Western  hospitality 
and  quick,  individual  decisions  as  to  law 
and  life,  ruled,  and  ran  rampant.  The 
brothel  was  a licensed  institution.  Flame- 
of-the-Yukon-like  dance  halls  were  numer- 
ous, serving  the  adventurous  resident  and 
visitor  with  a rude  form  of  entertainment. 
The  two-gun  man  personally  and  publicly 
settled  his  real  or  imaginary  wrongs  in  a 
sudden  and  decisive  manner.  Through  the 
streets  the  picturesque  cowboy  strolled, 
brown-skinned,  keen-eyed,  visage  wrinkled 
from  long  peering  into  the  desert  wastes  or 
mountain  heights  for  strayed  members  of 
his  own  or  others’  herds. 

Mexicans,  mining  men,  quiet  voiced  gam- 
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biers,  early  pioneers,  blended,  lived,  under- 
stood and  respected  one  another.  Volstead, 
though  alive  then,  was  not  an  influence 
that  extended  even  to  the  border.  One- 
story  adobes,  cool  and  hospitable;  Mexican 
jacals,  and  here  and  there  a more  preten- 
tious two-story  brick,  served  as  the  resi- 
dences of  the  then  El  Paso  citizens. 

But  through  the  woof  and  web  of  many  of 
the  inhabitants  of  our  town  ran  a high, 
silent  regard  for  right  and  morality.  Qui- 
etly, the  leaven  of  this  belief  worked  until 


bit  of  gas  used  in  an  automobile,  needed 
to  reach  the  haven  of  heavy  or  light  li- 
quors; with  a river  decreed  dry  on  one  side 
and  wet  on  the  other,  alone  separating  El 
Paso  from  her  kindly  neighbor,  Ciudad 
Juarez,  the  article  showed  the  people  of 
this  town  high  as  to  their  rating  of  obey- 
ing the  liquor  laws  our  government  has 
adopted.  With  liquor  in  abundance  near, 
our  police  annals  show  but  a scant  number 
of  arrests  for  drunkenness. 

We  of  the  medical  profession  of. El  Paso, 


PLAZA;  JUAREZ,  MEXICO 

Showing  the  famous  old  Spanish  Mission,  built  by  the  Spanish  missionaries  in  the  seventeenth 
century.  On  all  sides  of  this  plaza  are  to  be  found  places  of  interest  and  amusement  to  delight  the 
visitor. 


the  Good  Citizens’  League  was  created  for 
the  purpose  of  changing  El  Paso  from  a 
Monte  Carlo  to  a recognized  Christian  com- 
munity. Law  and  order  of  a saner  form 
gradually  gained  strength  until  it  grew  into 
a small  avalanche  of  accomplishment.  El 
Paso  soon  became  a small  city  not  unlike 
its  eastern  contemporaries.  The  last  two 
decades  have  been  times  of  progress,  and 
now  El  Paso  is  one  of  the  show  spots  of 
the  Southwest. 

Some  time  ago  the  Literary  Digest  pub- 
lished an  article,  comparing  the  various 
areas  of  the  United  States  as  regards  re- 
spect for  or  infringement  of  the  Volstead 
Act.  With  a six-cept  fare  or  only  a wee 


represented  in  a collective  sense  by  the 
County  Medical  Society,  are  proud  of  our 
professional  standing. 

The  medical  man  devoting  his  attention 
to  the  treatment  of  human  ills  has  long 
known  that  a proper  diagnosis  must  needs 
precede  a therapeutic  handling  of  a case. 
Laboratories  of  every  kind  known  to  the 
medical  world,  operated  by  skilled  and  en- 
thusiastic workers,  are  located  in  El  Paso. 
X-ray,  pathological,  bacteriological,  chemi- 
cal, electrocardiographic,  polygraphic,  meta- 
bolic and  protein  laboratories,  as  well  as 
physiotherapy  laboratories,  are  all  estab- 
lished here,  with  highly  trained  men  in 
charge  of  the  equipment.  Shoulder  to 
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HOTEL  DIEU  SISTER’S  HOSPITAL 

The  largest  hospital  of  El  Paso  is  the  Hotei  Uieu,  where  the  major  portion  of  the  general  sur- 
gery is  taken  care  of.  This  hospital  was  established  in  1894  by  the  Sisters  of  Charity,  and  is  thor- 
oughly equipped  for  clinical  and  surgical  work. 


EL  PASO  MASONIC  HOSPITAL 

A general  hospital,  establsihed  1916,  has  an  organized  staff,  and  is  thoroughly  equipped  for  gen- 
eral medical  and  surgical  work. 


shoulder  with  the  medical  men  of  El  Paso, 
our  colleagues  in  the  entire  Southwest  rep- 
resent a wonderful  degree  of  medical  pre- 
paredness. 

El  Paso  is  particularly  well  equipped  for 
handling  the  tuberculous  individual.  There 
are  five  tuberculosis  sanitariums,  two  nurs- 
ing homes,  three  convalescent  homes,  and 


numbers  of  private  homes  which  are  giving 
special  care  in  the  way  of  diet  and  housing 
of  the  tuberculous  patient.  Each  of  these 
has  been  investigated  by  the  Chamber  of 
Commerce.  Each  of  them  is  either  under 
the  direct  supervision  of  a physician,  being 
owned  or  supervised  by  some  member  of 
the  El  Paso  County  Medical  Society,  or  has 
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HOMAN  SANA- 
TORIUM 

The  fine  new  sana- 
torium of  Dr.  Homan, 
of  110  beds,  is  one  of 
the  high  class  institu- 
tions devoted  to  the 
treatment  of  tubercu- 
losis, of  which  there 
are  several  in  El  Paso. 


1 


HENDRICKS-LAWS 

SANATORIUM 

Established  1914  by 
Drs.  C.  M.  Hendricks 
and  J.  W.  Laws,  with 
8fi  beds,  another  of  the 
leading  institutions  for 
tuberculosis. 


ST.  JOSEPH  SANA- 
TORIUM 

An  institution  re- 
cently established  by 
the  Sisters  of  Mercy, 
for  the  treatment  of 
luberculosls,  with  Dr. 
Orville  Egbert  as  di- 
rector. Announcement 
to  be  found  elsewhere 
in  this  issue. 


been  investigated  by  the  society,  so  that 
each  has  a recognized  standard  position  in 
a medical  sense. 

Not  classifying  the  William  Beaumont 
General  Hospital,  the  magnificently  man- 


aged institution  beyond  Fort  Bliss  for  deal- 
ing with  the  military  cases  of  this  district, 
El  Paso  has  three  general  hospitals,  besides 
the  well-equipped  city-county  hospital. 

Within  the  general  institutions  of  El 
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Paso  practically  every  delicate  form  of  op- 
erative procedure  is  carried  out  by  skilled 
operators ; every  form  of  subtle  medical 
symptom  elucidated  by  internists.  El  Paso 
deals  in  a medical  sense  with  a wide  geo- 


HOTEL  ORNDORFF 

The  fine  new  Hotel  Orndorff  has  been  selected 
as  headquarters  for  the  convention.  This  beauti- 
ful hotel  of  300  beds,  each  with  Path,  has  been  de- 
signed especially  for  the  entertainment  of  such 
gatherings.  The  registration  headquarters,  in- 
formation bureau  and  day-time  meetings  will  be 
held  here. 


graphical  area.  This  extensive  territory 
looks  toward  this  city  for  the  handling  of 
its  difficult  medical  and  surgical  cases. 

El  Paso’s  climate  permits  an  open-win- 
dow weather  existence  on  the  part  of  in- 
valids and  others.  Extremes  of  heat  and 
cold  are  not  experienced  here,  and  the  mean 
average  temperature  for  forty  years  has 
been  64,  according  to  Government  reports. 
An  altitude  of  2,762  feet  is  within  the 
range  that  the  greatest  tuberculosis  spe- 
cialists have  classified  as  the  mean  average 
altitude  beneficial  to  the  individual  suffer- 
ing with  chest  trouble.  It  is  not  high 
enough  to  be  detrimental,  and  not  low 
enough  to  produce  humid  conditions  that 
would  be  harmful. 

El  Paso  is  well  enuipued  to  care  for  con- 
ventions in  numbers  from  one  to  three,  or 
nerhans  even  four  thousand,  for  its  hotel 
facilities  are  excellent.  Tho  Hotel  Paso  del 
Norte,  known  throughout  the  Southwest  as 
one  of  the  finest  hostelries  in  this  section, 
and  the  magnificent  new  Hotel  Orndorff. 
are  perhaps  the  most  nretentious  hotels  in 
the  citv.  However,  the  historic  old  Hotel 
Sheldon,  for  many  years  the  meeting  olace 
of  the  cattlemen  and  business  men  of  the 
Southwest,  will  never  be  renlaced  in  the  af- 
fections of  the  old-timers.  There  are  about 
twentv  smaller  hotels,  all  modern  in  every 
respect. 

The  combined  nonulation  of  the  two  sis- 
ter cities,  El  Paso  and  Juarez,  totaling 
150,000  peooK  blend  the  American  and 
the  Latin  tone-ne  and  tendencies.  To  the 
stranger  in  either’s  gate,  thev,  as  ioint 
hosts,  earnestlv  strive  to  make  the  visitor’s 
stav  delightful. 

Both  of  these  cities  afford  the  visitor 
ample  means  of  entertainment  during  the 
snare  time  of  his  sniomri.  Particularlv  is 
this  true  of  the  friendlv  ministrations  of 
Ciudad  Juarez.  The  hospitahtv  for  which 
the  Southwest  is  famed  is  here  on  every 
hand,  waiting  onlv  to  be  claimed. 

We  of  the  El  “Paso  Countv  Medical  So- 
ciety, as  colleague  to  colleague,  bid  you, 
our  confreres  occupied  in  the  larger  medi- 
cal centers  and  in  neighboring  fields,  an 
earnest  welcome. 


HOTEL  PASO  DEL  NORTE 

This  famous  and  popular  hotel,  so  well  known  to 
members  of  the  Association,  is  properly  named. 
It  is  the  “Gateway  to  the  North”  for  thousands  of 
travelers  who  have  stopped  here  enroute.  Right 
in  the  heart  of  the  city,  with  excellent  accommoda- 
tions and  dining  room,  it  is  very  popular. 


PROVIDENCE  HOSPITAL 

The  Providence  Hospital,  established  1902,  is  a 
general  medical  and  surgical  hospital,  with  ex- 
cellent equipment  for  all  types  of  clinical  work. 
Illustration  of  this  hospital  hospital  was  not  ob- 
tained. 
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CAMP  GRANDE,  EL  PASO 

One  of  the  finest  automobile  camps  in  the  coun- 
try will  be  found  in  El  Paso.  It  furnishes  regular 
hotel  accommodations,  as  well  as  every  type  of 
camping  facility  which  the  auto  traveller  may 
desire. 


HOTEL  SHELDON 

This  hotel,  so  well  known  to  the  old-timers,  the 
principal  hotel  of  the  early  days  of  El  Paso,  is 
still  very  popular.  It  is  the  tourist  headquarters, 
containing  the  offices  of  the  Automobile  Club.  It 
is  even  closer  to  the  center  of  the  city  than  the 
other  principal  hotels. 
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The  Homan  Sanatorium 

El  Paso,  Texas 


“For  the  Treatment  of  Tuberculosis” 


New,  fireproof  construction.  Electric  ele- 
vator service.  Single  rooms  or  en  suite. 
Sleeping  porches.  Private  or  connecting  bath. 
Showers.  Medical  Staff  in  constant  attend- 
ance. All  approved,  modern  methods  used  in 
treatment.  Special  provisions  for  sunbaths. 

Alpine  quartz  lamps  for  violet  rays  treatments. 


Write  for  our  New  Booklet 
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ANNUAL  CLINICAL  CONGRESS  AND  POST  GRADUATE  ASSEMBLY  OF  THE 
MEDICAL  AND  SURGICAL  ASSOCIATION  OF  THE  SOUTHWEST 

November  2,  3,  4 and  5 


IMPORTANT  FACTS 

DATES: — November  2,  3,  4and  5.  Four 
full  days.  Do  not  miss  any  of  them.  Be 
in  El  Paso,  ready  to  start  in,  at  ten  o’clock 
Wednesday  morning-  November  2nd. 

HOTEL  HEADQUARTERS  FOR  REGIS- 
TRATION : — Hotel  Orndorff.  Register  here 
on  arrival  and  secure  credentials  for  admis- 
sion to  clinical  lectures. 

MEETING  PLACE: — For  day  sessions, 
Crystal  Ball  Room  of  the  Hotel  Orndorff. 
For  the  night  sessions.  Community  Center 
Auditorium. 

RESERVATIONS: — Make  your  hotel  res- 
ervations AT  ONCE;  two  other  conventions 
are  meeting  at  El  Paso  at  this  same  time. 
Write  to  Dr.  Harry  Leigh,  Roberts-Banner 
Bldg.,  El  Paso,  giving  him  your  first  and 
second  choices  of  hotel  accommodations. 
He  will  attend  to  securing  what  you  desire. 

REGISTRATION  FEES:— Members  of 
the  Medical  & Surgical  Association  of  the 
Southwest  will  be  charged  a registration 
fee  of  $5.00  for  all  the  privileges  of  the 
meeting.  Non-members  of  the  Association 
will  be  charged  a registration  fee  of  $10.00. 
These  fees  will  help  to  defray  the  expenses 
of  the  meeting  which  will  be  considerable. 
Any  doctor  who  attends  and  feels  that  he 
has  not  received  his  money’s  worth  may 
have  his  registration  fee  refunded  to  him. 

Faith  prompts  the  ambitious  heading 
of  this  column.  The  radical  departure  from 
the  usual  type  of  meeting  sponsored  by 
The  Medical  & Surgical  Association  of  the 
Southwest,  deserves  success.  The  staff  of 


teachers  and  clinical  lecturers  have  been 
selected  with  discrimination. 

The  El  Paso  County  Medical  Society,  who 
will  be  the  hosts  for  this  assembly  have  en- 
tered into  the  arrangements  with  their 
usual  enthusiasm.  The  fine  new  Hotel  Om- 
dorff  has  been  selected  as  the  convention 
headquarters,  and  the  day  time  clinical  lec- 
tures will  be  held  in  the  Crystal  Ball  Room 
of  this  hotel.  The  evening  meetings,  which 
will  be  open  to  the  public,  will  be  held 
in  the  Community  Center  Auditorium. 

Hotel  Accommodations  and  Rates 

New  Orndorff. — 250  rooms.  All  rooms  with  bath. 
Two  persons,  $4.00  and  mp;  3 persons,  $6.00  and 
up;  4 persons,  $8.00  and  up. 

Paso  Del  Norte. — 275  rooms.  Without  bath:  1 
person,  $2.00;  2 persons,  $3.00;  3 persons,  $5.00. 
With  bath:  1 person,  $3.00:  2 persons,  $5.00-$7.00; 

3 persons,  $7-.00-$9.00 ; 4 persons,  $10.00-$12.00. 

Sheldon: — 145  rooms.  Without  bath:  1 person, 
$1.50-$2.00;  2 persons,  $2.50-$3.50;  3 persons,  $3.50- 
$4.50;  4 persons,  $4.50-$5.00.  With  bath:  1 person, 
$2.50-83.50;  2 persons,  $4.00-$5.50;  3 persons,  $5.50- 
$7.00;  4 persons,  $7.00-$8.50. 

Lockie. — 100  rooms.  Without  bath:  1 person, 

$1. 50-$2.00;  2 persons,  $2.00-$2.50;  3 persons,  $3.50; 

4 persons,  $4.00.  With  bath:  2 persons,  $3.50;  3 
persons,  $4.00;  4 persons,  $5.00. 

St.  Regis. — 100  rooms.  Without  bath:  1 person, 

81.50- S2.00;  2 persons,  $2.50-$3.50;  3 persons,  $3.50- 
$4.50;  4 persons,  $4.50-$5.50.  With  bath:  1 person, 

52.50- S3.50;  2 persons,  $4.00-$5.50;  3 persons,  $5.50- 
$7.00;  4 persons,  $7.00-88.50. 

Angelus. — 100  rooms.  Without  t'ath:  1 person, 

$1.50:  2 persons,  $2.00;  3 persons,  S2.50;  4 persons, 
$3.00.  With  bath:  1 person,  $2.50;  2 persons, 

S3. 00;  3 persons,  $4.00;  4 persons,  $4.00. 

McCoy. — 80  rooms.  Without  bath:  1 person, 

$2.00;  2 persons.  $3.00;  3 persons,  $4.00;  4 persons, 
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$5.00.  With  bath:  1 person,  $4.00;  2 persons, 

$5.00;  3 persons,  $6.00;  4 persons,  $7.00. 

Campbell. — 80  rooms.  Without  bath:  1 person, 
$1.50;  2 persons,  $2.00;  3 persons,  $3.00;  4 persons, 
$3.50.  With  bath:  1 person,  $2.50;  2 persons, 

$3.50;  3 persons,  $4.00. 

Laughlin. — 70  rooms.  Without  bath:  1 person, 

$1.50-$2.50;  2 persons,  $2.50-$3.50;  3 persons,  $3.50- 
$4.00;  4 persons,  $4.00.  With  bath:  1 person,  $2.50- 
3.50;  2 persons,  $3.50-34.00;  3 persons,  $4. 00-36.00; 
4 persons,  $4.50-$6.00. 

Linden. — 60  rooms.  With  bath:  1 person,  $1.50- 
$2.50;  2 persons,  $2.00-$4.00;  3 persons,  $2.50-$5.00 ; 
4 persons,  $3.00-38.00. 

Gardner. — 47  rooms.  Without  bath:  1 person. 

31.50;  2 persons.  $2.50.  With  bath:  1 person,  32.00; 
2 persons,  $3.00;  3 persons,  $4.00;  4 persons,  $5.00. 
Suite,  6 persons,  $8.00. 

Knox. — 75  rooms.  Without  bath:  1 person,  SI. 50; 
2 persons,  $2.50;  3 persons,  $3.50;  4 persons.  $4.50. 
With  bath:  1 person,  $2.50;  2 persons,  $3.00;  3 
persons,  S4.50;  4 persons,  $6.00. 

Committees 

The  committees  appointed  by  the  El  Paso 
County  Medical  Society  are  as  follows: 

General  Arrangements  and  Program: — Hugh 
Crouse,  chairman;  W.  W.  Waite,  W.  Warner  Wat- 
kins (Phoenix),  W.  L.  Brown.  James  Vance  and 
Orville  Gebert. 

Hotel  Committee: — Harry  Leigh,  chairman;  H. 
P.  Deady,  Paul  Gallagher,  S.  G.  Von  Almen.  Prank 
Schuster,  E.  A.  Duncan  and  Jacob  Rogde. 

Commercial  Exhibits: — Leslie  Smith,  chairman; 
Paul  Gallagher,  T.  J.  McCamant,  Ralph  Homan, 
J.  H.  Gambrell  and  J.  R,  Hunter. 

Pathology  and  X-Ray  Exhibits: — W.  W.  Waite, 
chairman;  Geo.  Turner,  P.  R.  Casellas,  J.  W.  Cath- 
cart,  C.  H.  Mason,  Major  Hall,  G.  Werley,  Ralph 
Homan  and  A.  D.  Marett. 

Public  Health  Lectures: — W.  L.  Brown,  chair- 
man; J.  A.  Rawlings,  R.  B.  Homan,  R.  A.  Wilson, 
J.  G.  Wilson,  Irving  McNeil  and  Mayor  Thomason. 

Publicity  Committee: — Orville  Egbert,  chairman; 
E.  D.  Strong,  J.  W.  Laws,  Paul  McChesney,  S.  A. 
Schuster,  A.  D.  Long  and  W.  E.  Jamieson. 

Advertising  Campaign: — E.  D.  Strong,  chairman; 
P.  R.  Casellas,  J.  G.  Wilson  and  E.  W.  Rhineheim- 
er. 

Entertainment: — F.  P.  Miller,  chairman;  J.  D. 
Lynch,  J.  A.  Pickett,  C.  P.  Brown,  J.  D.  Riley,  H. 

E.  Stevenson,  W.  P.  Rogers,  Col.  Miller,  Major 
Scott  and  Major  Wright. 

Finance  Committee: — E.  J.  Cummins,  chairman; 
J.  M.  Britton,  S.  Haffner,  E.  H.  Irvin,  W.  M.  Branch, 
Hugh  White,  A.  Villareal,  S.  L.  Terrell.  S.  F.  King. 
Branch  Craige,  F.  O.  Barrett  and  W.  H.  Anderson. 

Golf  Committee: — B.  F.  Stevens,  chairman; 

James  Vance,  J.  A.  Pickett,  E.  D.  Strong,  Geo. 
Brunner,  F.  D.  Garrett  and  Wm.  J.  Davis. 

Halls  Committee: — C.  M.  Hendricks,  chairman; 
H.  T.  Safford.  W.  W.  Britton,  P.  R.  Outlaw  and 
W.  P.  Rogers. 

Lantern  Committee: — T.  C.  Liddell,  chairman;  E. 
C.  Prentiss,  J.  B.  Gray  and  B.  W.  Randel. 

Transportation: — R.  L.  Ramey,  chairman;  H.  E. 
Stevenson  and  H.  H.  Varner. 

Reception: — J.  W.  Laws,  chairman;  J.  M.  Brit 
ton,  Hugh  Shannon,  J.  A.  Hardy,  A.  Villareal,  Wm. 
White,  Paul  Rigney,  J.  D.  Love,  J.  H.  Gambrell, 

F.  M.  Barnes,  S.  T.  Turner,  S.  H.  Newman,  I.  J. 
Bush,  W.  F.  Duckett,  D.  H.  Huffacker,  E.  B. 


Thompson.  F.  P.  Miller,  V.  S.  Rogers,  E.  B.  Clark. 
E.  K.  Armistead,  H.  S.  Kinard,  C.  L.  Smith,  F.  L. 
Arguellas,  F.  Armendariz,  E.  D.  Price,  Major  Hur- 
ley. 


STAFF  OF  LECTURERS 

It  has  been  the  object  of  the  Program  Commit- 
tee to  secure  twelve  or  fifteen  authorities  in  medi- 
cine and  surgery,  and  allow  them  sufficient  time 
to  teach  their  various  subjects  adequately  and  to 
answer  questions,  rather  than  to  crowd  into  the 
program  the  largest  possible  number  of  papers  and 
talks.  The  following  group  of  men  represent  a 
very  attractive  selection: 

DR.  FRANCIS  MARION  POTTENGER 
Monrovia,  Calif. 

Director  of  the  Pottenger  Sanatorium. 

Dr.  Pottenger  is  expected  to  give  two 
clinical  lectures,  one  on  the  diagnosis  and 
the  other  on  the  treatment  of  tuberculosis. 

Dr.  Pottenger  graduated  in  medicine  from  the 
Medical  College  of  Cincinnati  in  1893  with  first 
honors,  and  after  a year  of  postgraduate  work  in 
Europe,  located  in  Monrovia,  Calif.  He  estab- 
lished the  Pottenger  Sanatorium  for  Diseases  ot 
the  Lungs  and  Throat  at  Monrovia  in  1903,  and 
it  has  developed  into  an  institution  of  world  renown 
He  has  held  the  chair  of  lecturer  on  diseases  of 
the  chest  and  climatology  at  the  Medical  Depart- 
ment of  the  University  of  Southern  California 
(1903-04);  professor  of  clinical  medicine  at  the 
same  school,  (1905-09) ; professor  of  diseases  of 
the  chest,  College  of  Physicians  and  Surgeons,  Uni- 
versity of  Southern  California  (1914-20). 

He  has  held  many  offices  of  honor;  among  them 
president  of  the  Los  .Angeles  County  Medical  So- 
ciety (1906-07);  president  of  the  Los  Angeles  Clin- 
ical and  Pathological  Society  (1923-24) ; president 
Southern  California  Medical  Society  (1912-13); 
president  American  Therapeutic  Society  (1914-15); 
president  Mississippi  Valley  Medical  Association 
(1917-19);  president  American  Sanatorium  Associa- 
tion (1924) ; councilor  and  regent  of  the  American 
College  of  Physicians. 

He  is  the  author  of  several  standard  text  books 
on  chest  diseases;  among  them  are  Pulmonary 
Tuberculosis;  Muscle  Spasm  and  Degeneration  in 
Intrathoracic  Inflammation  and  Light  Touch  Pal- 
pation; Tuberculin  in  Diagnosis  and  Treatment; 
Clinical  Tuberculosis  (2  editions);  Symptoms 
of  Visceral  Disease  (3  editions);  Tuberculosis  and 
How  to  Combat  It. 

He  has  been  a contributor  to  medical  journals, 
usually  of  material  developed  by  original  research. 
He  was  the  first  to  describe  the  motor  and  trophic 
reflexes  in  pulmonary  tuberculosis  and  their  appli- 
cation in  the  diagnosis  of  tuberculosis;  the  first  to 
describe  and  classify  other  reflexes  from  lung  and 
motor  (and  trophic)  reflex  from  kidney;  he  dis- 
covered the  ability  to  palpate  deep  organs  in  the 
chest  and  to  outline  various  pathological  conditions 
by  touch;  he  offered  a classification  of  the  symp- 
toms of  tuberculosis  based  upon  their  etiology;  he 
made  careful  study  of  the  clinical  application  of 
visceral  neurology  to  medicine,  these  results  being 
published  in  his  book, — Symptoms  of  Visceral  Dis- 
ease. 
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DR.  CARL  A.  HEDBLOM 
Chicago,  111. 

Head  of  Department  of  Surgery,  Univer- 
sity of  Illinois. 

Dr.  Hedblom,  one  of  the  world’s  authori- 
ties on  Chest  surgery,  will  give  two  clinical 
lectures, — one  on  thoracoplasty  and  other 
surgical  proceedings  in  tuberculosis,  and  the 
second  on  lung  cancer. 

Bachelor  of  Arts  (1907)  and  Master  of  Arts 
(1908)  from  Colorado  College;  graduated  in  medi- 
cine from  Harvard  Medical  School  in  1911;  interne 
at  Massachusetts  General  Hospital  (1912-13) ; pro- 
fessor of  surgery  at  Harvard;  Medical  School  of 
China,  and  chief  of  hospital  (1913-16);  chief  of  Sec- 
tion of  Thoracic  Surgery,  Mayo  Clinic  (1916-24); 
chief  of  Section  of  General  Surgery,  Mayo  Clinic 
(1919-24);  professor  of  Surgery,  University  of  Wis- 
consin (1924);  chief  of  surgical  division,  Wiscon- 
son  General  Hospital  (1924);  appointed  head  of 
the  Department  of  Surgery,  University  of  Illinois 
in  1926. 

Author  of  forty  to  fifty  papers  on  various  sub- 
jects, especially  on  thoracic  surgery. 

Dr.  Hedblom  is  one  of  the  few  masters  in  the 
difficult  field  of  thoracic  surgery. 

Among  the  many  surgical  papers  written  by  Dr. 
Hedblom,  the  following  recent  ones  refer  especial- 
ly to  the  subject  of  chest  surgery: — 

“Uncomplicated  Unilateral  Bronchiectasis,  Date 
Results  of  Extrapleural  Thoracoplasty”  (Arch. 
Surg.,  Jan.,  1927). 

“Non-Tuberculous  Pulmonary  Suppuration”  (New 
Albany  Med.  Herald,  Feb.,  1927). 

“Graded  Extrapleural  Thoracoplasty  (Ann.  Ciln., 
Med.,  May,  1926). 

“Evolution  of  Thoracic  Surgery  as  a Specialty” 
(Arch.  Surg.,  Jan.,  1925). 

“Diaphragmatic  Hernia,  Study  of  378  Cases  Op- 
erated Upon.”  (Jour.  A.  M.  A.,  Sept.  26,  1925). 


DR.  WILLIAM  H.  PARK 
New  York  City 

Chief  of  the  Bureau  of  Laboratories,  New 
York  City. 

Professor  of  Bacteriology,  University  and 
Bellevue  Hospital  Medical  College. 

Dr.  Park  is  expected  to  give  a clinical  lec- 
ture on  the  tuberculous  child,  and  also  to 
give  a public  lecture  on  the  prevention  of 
diphtheria. 

Graduated  from  the  College  of  Physicians  and 
Surgeons,  New  York,  in  1886.  Spent  three  years 
at  Roosevelt  Hospital  and  then  studied  abroad  for 
eighteen  months.  Was  in  practice  of  treatment  of 
diseases  of  the  nose  and  throat  for  a year,  and 
then  accepted  a scholarship  under  Dr.  Prudden  at 
Columbia  University. 

In  1893  he  started  the  laboratory  of  the  Health 
Department  under  Dr.  Herman  Biggs,  with  the  ti- 
tle of  medical  inspector  and  diagnostician  of  diph- 
theria. He  has  remained  in  charge  of  the  Health 
Department  laboratories  since  that  time,  the  num- 
ber of  workers  having  risen  from  three  to  250. 
He  was  made  Assistant  Professor  of  Bacteriology 
and  Hygiene  at  the  University  and  Bellevue  Hos- 
pital Medical  College  and  a few  years  later  became 
professor,  which  position  he  holds  today. 

From  the  time  of  his  association  with  Dr.  Prud- 
den, he  has  been  one  of  the  foremost  workers  in 
diphtheria.  He  introduced  the  making  of  cultures 
for  diagnosis,  and  for  determining  the  duration  of 
quarantine.  He  had  charge  of  the  production  of 
the  first  antitoxin  for  diphtheria,  and  afterwards 
supervised  the  methods  of  refining  it.  He  has 
been  the  leading  worker  in  the  development  of 
prophylaxis  by  the  use  of  toxin-antitoxin. 

He  has  done  extensive  work  on  the  relation  of 
bdcteria  in  milk  to  diseases  of  children,  and  espe- 
cially on  the  relation  of  bovine  tubercle  bacilli  to 
infantile  tuberculosis.  He  has  written  one  of  the 
standard  text-books  on  bacteriology. 

At  the  present  time  he  is  working  on  an  im- 
proved antibacterial  serum  for  pneumonia,  in  the 
study  of  the  etiology  of  measles,  and  in  perfecting 
the  antitoxin  in  the  treatment  of  scarlet  fever. 


DR.  FRANK  HINMAN 
San  Francisco,  Calif. 

Clinical  Professor  of  Urology,  University 
of  California. 

Dr.  Hinman,  one  of  the  leading  urologists 
of  the  country,  will  give  two  lectures,  one 
on  renal  tuberculosis  and  the  other  on  indi- 
cations of  pus  in  the  urine. 

Dr.  Hinman  was  born  in  1880.  He  graduated  in 
medicine  from  Johns  Hopkins  Medical  School  in 
1906.  He  located  in  California  in  1914,  and  has 
become  a leader  in  the  field  of  urology. 

He  is  clinical  professor  of  urology  at  the  Uni- 
versity of  California  Medical  School;  urologist-in- 
charge  at  the  University  of  California. 

He  is  a member  of  the  American  Urological  As- 
sociation; Association  of  Genito-Urinary  Surgeons; 
Clinical  Society  of  Urologists;  International  Asso- 
ciation of  Urologsits;  Fellow  of  the  American  Col- 
lege of  Surgeons. 

Among  his  important  contributions  to  our  knowl- 
edge of  urology  during  the  past  two  years  may 
be  mentioned  the  following:  — 

“Pyelovenous  Backflow  at  time  of  Pyelography” 
(Surg.  Gyn.  & Obst.,  May,  1927). 

“Movable  Kidney  with  Kink  or  Angulation  ver- 
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sus  Ureteral  Stricture”  (with  Vecki  and  Johnson, 
Cal.  & West.  Med.,  Jan.,  1927). 

“Treatment  of  Enlargement  of  Prostate  and  Re- 
sults Obtained  by  Modification  of  Young’s  Peri- 
neal Prostatectomy.”  (Cal.  & W.  Med.,  Aug.,  1926). 

“Trigone  of  Bladder;  as  Factor  in  Urinary  Ob- 
struction and  Operative  Treatment,”  (with  Wesson, 
Surg.  Gyn.  & Obst.,  July,  1926). 

“Renal  Counterbalance”  (Cal.  & W.  Med.,  March, 
1926,  and  Arch.  Surg.,  Jiune,  1926). 

“Indication  of  Nephrostomy  Preliminary  to 
Uretero-rectoneostomy”  (Jour.  A.  M.  A.,  March  27, 
1926). 

“Experimental  Study  of  Pathogenesis  of  Hydro- 
nephrosis” (Surg.  Clin.,  N.  A.,  April,  1926). 

“Malignant  Tumors  of  Kidney  with  Special  Ref- 
erence to  Diagnosis”  (Cal.  & West.  Med..  Apr., 
1925). 

“Experimental  Hydronephrosis”  * (Arch.  Surg., 
Oct.,  Nov.  and  Dec.,  1925). 


DR.  LE  ROY  SANTE 
St.  Louis,  Mo. 

Associate  Professor  of  Radiology,  St. 
Louis  University. 

Radiologist  to  the  City  Hospital,  St. 
Mary’s  Hospital  and  St.  Louis  University 
Group  Hospital. 

Dr.  Sante  will  give  the  clinical  lecture 
and  demonstration  on  the  x-ray  findings  in 
lung  tuberculosis  and  its  differential  diag- 
nosis from  other  chest  diseases. 

Dr.  Sante  received  his  medical  education  at 
Washington  University,  from  which  he  graduated 
in  1913.  He  has  been  Associate  Professor  of  Radi- 
ology at  St.  Louis  University  since  1919.  He  has 
been  chief  radiologist  to  the  St.  Louis  City  Hos- 
pitals since  1919;  he  is  the  radiologist  to  St.  Mary’s 
Hospital  and  the  St.  Louis  University  Hospital 
group;1  he  is  consultant  radiologist  to  the  Koch 
Hospital  for  Tuberculosis  and  St.  Louis  Training 
School. 

He  is  a member  of  the  American  College  of 
Radiology,  the  American  College  of  Physicians, 
the  American  Roentgen  Ray  Society,  American 
Radium  Society,  Radiological  Society  of  North 
America,  and  many  other  general  medical  organ- 
izations. 

He  is  the  author  of  forty-five  articles  on  radi- 
ological subjects,  twenty-five  of  these  being  on 
chest  diseases.  Among  the  latter  may  be  men- 
tioned: 

“Study  of  Influenza-Pneumonia  by  Serial  Roent- 
gen Ray  Examinations,”  (Jour.  Missouri  State  Med. 
Assn.,  Feb.,  1921). 

“Study  of  Hilus  Pneumonia  by  Serial  Radio- 
graphic  Examination,”  (Jour,  of  Radiology,  June. 

1922) . 

“Study  of  Lung  Abscess  by  Serial  Radiographic 
Examination,”  (Jour,  of  Radiology,  June.  1923). 

“Study  of  Lobar  Pneumonia  and  Its  Pulmonary 
Complications  by  Serial  Radiographic  Examina- 
tions,” (Amer.  Jour,  of  Roentgenology,  May,  1923). 

“Clinical  History  and  Serial  Examinations  in  the 
Differential  X-ray  Diagnosis  of  Inflammatory  Le- 
sions of  the  Chest,”  (Jour.  Mo.  State  Assn.,  June, 

1923) . 

“Tuberculous  Lobar  Pneumonia.”  (Amer.  Jour. 
Roentgenology,  Jan.,  1924). 

“Cirrhosis  of  the  Lung.”  (Radiology,  Aug.,  1924.) 

“Study  of  Miliary  Tuberculosis  by  Serial  Radio- 
graphic  Examination,”  (Radiology,  Dec,,  1924). 

“First  Infection  in  Pulmonary  Tuberculosis,” 
(Radiology,  June,  1926),  and  many  others. 


DR.  JAMES  T.  CASE 
Battle  Creek,  Mich. 

Associate,  Surgical  Section,  Battle  Creek 
Sanitarium. 

Professor  of  Roentgenology,  Northwest- 
ern University,  Chicago. 

Dr.  Case  is  one  of  the  few  surgeons  in 
the  country  who  has  bad,  in  addition,  a 
long  and  honorable  career  in  roentgenology. 
He  is  eminently  qualified  to  speak  from 
both  the  x-ray  and  the  surgical  viewpoint 
of  medicine. 

He  will  give  two  lectures,  one  on  the  radiologi- 
cal aspects  of  gastro-intestinal  diseases,  and  the 
other  on  the  surgical  treatment  of  the  same  condi- 


tions. 

Dr.  Case  was  born  in  Texas,  graduating  in  1905 
from  the  American  Medical  Missionary  College, 
later  merged  with  the  University  of  Illinois  Medi- 
cal Department.  He  has  been  connected  with  the 
Battle  Creek  Sanitarium  since  his  graduation  in 
1905,  and  for  many  years  as  head  of  the  Depart- 
ment of  Roentgenology,  where  his  work  became 
internationally  known.  He  has  received  a diploma 
in  Medical  Radiology  and  Electrology  from  the 
University  of  Cambridge.  His  work  on  the  gastro- 
intestinal tract,  along  with  that  of  Carman  and 
Cole,  placed  American  roentgenology  in  the  fore- 
front in  this  specialty.  He  has  been  professor  ot 
roentgenology  at  Northwestern  University  since 
1912;  consultant  roentgenologist  of  'Cook  County 
Hospital  (1912-16) ; visiting  roentgenologist  to  St. 
Luke’s  Hospital,  Chicago  (1912-17). 

He  was  senior  consultant  in  roentgenology  for 
the  American  Expeditionary  Forces,  and  his  work 
during  this  period  was  recognized  by  election  to 
the  presidency  of  the  American  Roentgen  Ray  So- 
ciety in  1920.  He  is  an  honorary  member  of  the 
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Roentgen  Society  of  London,  the  Nordisk  Forening 
for  Medicinsk  Radiologi  (Sweden),  the  Societe 
medical  de  Hopitaux  de  Paris. 

Since  the  practical  retirement  of  Dr.  Kellogg, 
from  active  work.  Dr.  Case  has  been  the  acting 
chief  surgeon  of  Battle  Creek  Sanitarium.  He  is 
a Fellow  of  the  American  College  of  Surgeons.  He 
is  the  author  of  many  articles  and  monographs  on 
roentgenology  and  surgery. 

He  is  an  accomplished  linguist,  speaking  Spanish 
fluently. 


DR.  DREW  LUTEN 
St.  Louis,  Mo. 

Associate  Professor  in  Clinical  Medicine, 
Washington  University. 

Director  of  Heart  Station,  Washington 
University. 

Dr.  Luten  will  lecture  on  instruments  of 
precision  in  heart  diagnosis  and  the  use  of 
digitalis  in  heart  disease. 

Dr.  Luten  is  a native  of  Kentucky.  He  gradu- 
ated from  the  University  of  Kentucky  (1901),  tak- 
ing his  degree  in  medicine  from  Johns  Hopkins  in 
1911.  He  was  an  interne  at  St.  Francis  Hospital, 
Pittsburgh  in  1911-12;  in  private  practice  1912-14; 
resident  physician  at  Barnes  Hospital,  St.  Louis 
1914-17;  served  in  the  U.  S.  Naval  Reserve  Forces 
1917-18;  has  served  as  instructor,  associate  and 
assistant  professor  of  clinical  medicine  at  Wash- 
ington University  since  1919.  Is  assistant  physi- 
cian to  Barnes  Hospital;  director  of  heart  station, 
Washington  University  School  of  Medicine;  con- 
sulting physician  to  Frisco  Hospital. 

He  has  written  extensively  on  heart  disease,  its 
diagnosis  and  treatment;  among  the  most  im- 
portant of  these  papers  are  the  following: 

“Errors  in  the  Diagnosis  and  Treatment  of  Heart 
Disease”  (Medical  Clinics  of  North  America,  Nov., 
1920). 

“The  Present  Status  of  Digitalis  Therapv”  (Jour. 
A.  M.  A.,  Jan.  1,  1921). 

“Diagnosis  of  Abnormalities  of  the  Heart  Beat" 
(Rose’s  Physical  Diagnosis,  Mosby,  1922). 

“Clinical  Studies  of  Digitalis”  (Arch.  Int.  Med., 
Feb.,  1924,  Jan.,  1925). 

“Use  of  Digitalis  in  Patients  with  Different 
Types  of  Heart  Disease”  (Med.  Clin,  of  North 
Amer.,  Mch.,  1924). 

“Cardiovascular  Disturbances  from  Internal 
Glandular  Disease”  (Jour.  Mo.  State  Med.  Assn., 
June,  1926). 


DR.  HARRY  S.  CROSSEN, 

St.  Louis,  Mo. 

Professor  of  Clinical  Gynecology,  Wash- 
ington University. 

Gynecologist  to  Barnes  Hospital  and  St. 
Luke’s  Hospital. 

Dr.  Crossen,  the  noted  teacher  and  auth- 
or, will  give  a clinical  lecture  on  uterine 
orolapse. 

Dr.  Crossen  was  born  in  Iowa,  and  was  edu- 
cated at  Washington  University,  St.  Louis,  from 
which  he  took  has  medical  degree  in  1892.  He 
served  as  junior  interne,  senior  interne  and  assist- 
ant superintendent  of  St.  Louis  City  Hospital  from 
1892  to  1895;  then  as  superintendent  and  surgeon 
in  charge  of  the  St.  Louis  Female  Hospital  from 
1895  to  1899;  he  has  been  in  private  practice  in  St. 
Louis  since  1899. 

He  has  taught  in  Washington  University  since 


1901,  now  holding  the  important  chair  of  Professor 
of  Clinical  Gynecology.  He  is  gynecologist-an-chiet 
to  Barnes  Hospital  and  Washington  University 
Dispensary;  gynecologist  to  St.  Luke’s  Hospital; 
consulting  gynecologist  to  Jewish  Hospital,  St. 
John’s  Hospital,  St.  Louis  Maternity  Hospital. 

He  is  author  of  “Diseases  of  Women”  (C.  V. 
Mosby,  1907,  5th  edit.),  Operative  Gynecology  (Mos- 
by, 1915,  3rd  edit.),  and  of  many  articles  on  pelvic 
and  abdominal  surgery  for  various  societies  and 
journals. 

Among  the  many  important  papers  read  betore 
societies  and  published,  may  be  mentioned  the  fol- 
lowing:— 

“Bleeding  Myoma  of  Uterus,  Management  of 
Different  Types,”  (Jour.  Mo.  M.  A.,  Sept.,  1926). 

“Improvements  in  Operative  Treatment  of  Uter- 
ine Retrodisplacement”  (Am.  Jour.  Obst.  & Gyn., 
Sept.,  1925). 

“Gynecological  Diseases  of  Special  Interest  to 
the  Internist”  (Ann.  Clin.  Med.,  Sept.,  1924). 

“Radium,  X-ray  and  Knife  in  Uterine  Cancer” 
(Jour.  Mo.  M.  A.,  Feb.,  922). 


DR.  GRANT  EBEN  WARD, 
Baltimore,  Md. 

One  of  the  younger  men  in  American 
medicine,  who  has  taken  a leading  place  in 
the  developments  in  the  field  of  high  fre- 
quency electric  currents  and  radium  ther- 
apy in  surgery. 

He  will  lecture  on  the  use  of  radium  in 
malignancy. 

Dr.  Ward  was  born  in  Ohio,  where  he  received 
his  preliminary  education.  He  graduated  in  medi- 
cine from  Johns  Hopkins  University  Medical  School 
in  1921,  serving  as  an  interne  at  Johns  Hopkins 
Hospital  in  1921-22,  and  was  thereafter  associated 
with  Dr.  Howard  A.  Kelly  from  1922  until  recently. 
He  is  now  engaged  in  private  practice  in  Balti- 
more in  the  special  surgical  field  of  diathermy 
and  radium. 

He  has  developed  new  methods  for  the  use  of 
radium  in  med'cine;  has  improved  the  technic 
for  using  high  frequency  electric  currents  in  sur- 
gery; has  developed  methods  of  hemostasis  with- 
out suture. 

Among  his  important  contributions  to  the  med- 
ical and  surgical  literature  in  his  special  field  may 
be  mentioned, — 

“Recent  Developments  in  Protective  Methods 
and  Appliances  as  Used  in  Radium’  Therapy,’ 
(Ward  & Burnham,  Am.  J.  Roent.,  Aug.  1923). 

“Radium  Therapy  in  Carcinoma  of  the  Rectum” 
(Kelly  and  Ward,  Surg. 'Gyn.  & Obst..  Nov.,  1923). 

“Value  of  Electrothermic  Methods  in  Treatment 
of  Malignancy”  (Jour.  A.  M.  A.,  Feb.  28,  1925). 

“Efficient  Method  of  Hemostasis  without  Suture” 
(Med.  Jour.  & Rec.,  Apr.  15,  1925). 

“Radical  Breast  Operation  with  Endotherm  Knife 
and  Without  Ligatures”  (Kelly  & Ward,  Ann. 
Surg.,  Jan.,  1926). 

“Treatment  of  Carcinoma  of  Penis  with  Endo- 
thermy,  with  Method  of  Treatment  of  Metastatic 
Malignant  Lymph  Glands”  (Kelly  & Ward,  Surg., 
Gyn.  & Obst.,  May,  1926). 

“Electrothermic  Methods!  in  Treatment  of  Mal- 
ignancy” (New  Orleans  M.  & S.  Jour.,  Sept.,  1926). 

“Application  of  Radiology  and  Physiotherapy  to 
Gynecology,  etc.,  (Arch.  Phys.  Ther.,  July,  1926). 

“Interesting  Surgical  Procedures  with  the  High 
Frequency  Electric  Currents”  (Med.  Jour.  & Rec., 
Nov.  17,  1926). 

“Radium  in  Treatment  of  Cancer  of  the  Cervix 
Uteri,”  (Jour.  A.  M.  A.,  Nov.  20,  1926). 
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DR.  WILLIAM  W.  DUKE  /? 
Kansas  City,  Mo. 

Formerly  Professor  of  Experimental  Med- 
icine, University  of  Kansas  School  of  Medi- 
cine. 

Dr.  Duke  will  give  two  clinical  lectures ; 
one  on  the  diagnosis  and  treatment  of  the 
Anemias,  the  other  on  the  medical  and  sur- 
gical aspect  of  allergy. 

Dr.  Duke  was  born  in  1883;  he  took  his  pre- 
liminary education  at  Vale  University  from  which 
he  graduated  in  1904;  he  graduated  in  medicine 
from  Johns  Hopkins  University  in  1908;  spent  two 
years  in  the  Massachusetts  General  Hospital;  then 
two  years  at  the  University  of  Vienna,  graduating 
from  this  institution  in  1912. 

He  was  formerly  professor  of  experimental  medi- 
cine at  the  University  of  Kansas  Medical  School; 
was  a lieutenant-colonel  in  the  Officers  Reserve 
Corps. 

He  is  the  author  of  two  books:  “Oral  Sepsis  in 
Relation  to  Systemic  Disease,”  and  “Asthma,  Hay 
Fever,  Uriticaria,  and  Allied  Manifestations  of  Al- 
lergy.” 

Dr.  Duke  has  written  extensively  on  allergy  and 
other  subjects  in  internal  medicine.  Among  the 
most  important  articles  of  the  past  few  years  may 
be  mentioned:  — 

“Food  Allergy  as  a Cause  of  Abdominal  Pain' 
(Arch.  Int.  Med.,  Aug.,  1921). 

“Specific  Hypersensitiveness  as  a Cause  of  ill- 
ness” (Ann.  Clin.  Med.,  Jan.,  1922;  J.  A.  M A., 
Sept.  15,  1923). 

“Common  Causes  and  Effects  of  Allergy”  (Colo. 
Med.,  Feb.,  1925). 

“Allergy  in  Its  Relationship  to  Otolaryngology'' 
(Arch.,  Otolaryng.,  Nov.  and  Dec.,  1925). 

“Physical  Allergy  as  a Cause  of  Dermatoses” 
(Arch.  Derm.  & Syph.,  Feb.,  1926), 


“Estimation  of  Circulating  Hemoglobin  Volume  ’ 
(Tr.  Sect.  Path.  & Phys.  A.  M.  A.,  1926). 


DR.  FREDERICK  M.  ALLEN, 

New  York  City 

Director  of  Physiatric  Institute,  Morris- 
town, N.  J. 

Dr.  Allen’s  name  has  become  inseparably 
associated  with  the  treatment  of  diabetes 
and  nephritis.  Dr.  Allen  will  deliver  two 
lectures, — one  on  hypertension  and  nephri- 
tis and  the  second  on  diabetes. 

He  was  born  in  Iowa,  and  received  his  education 
in  California,  graduating  from  the  University  of 
California  in  1902,  and  from  the  medical  depart- 
ment of  the  same  school  in  1907.  He  served  as 
an  interne  at  the  University  Hospital,  San  Fran- 
cisco (1907-08);  then  in  general  practice  for  a 
year;  was  research  fellow  at  Harvard  Medical 
School  from  1909  to  1912;  associate  in  medicine  at 
the  Rockefeller  Institute  Hospital  from  1913  to 
1918;  established  the  Physiatric  Institute  at  Mor- 
ristown, N.  J.,  and  has  been  its  director  since  1919. 
He  was  in  charge  of  the  diabetic  service  of  Gen- 
eral Hospital  No.  19  during  the  World  War. 

He  has  become  noted  for  his  research  work  as 
well  as  his  clinical  work  in  connection  with  di- 
abetes, hypertension  and  nephritis;  for  his  advo- 
cation of  treatment  of  diabetes  by  limitation  of  to- 
tal calories  and  body  weight  (the  “Allen  Treat- 
ment”) ; of  restriction  of  sodium  chlorides  in  treat- 
ment of  hypertension;  studies  of  hydropic  degen- 
eration of  islands  of  Langerhans;  influence  of  fat 
in  diabetes;  of  partial  nephrectomy  and  other  renal 
deficiencies  in  animals. 

He  is  a member  of  the  Association  of  American 
Physicians,  American  Society  of  Experimental 
Pathology:  American  Physiological  Society,  Harvey 
Society,  etc. 

Among  his  many  writings  are  “Studies  Concern- 
ing Glycosuria  and  Diabetes”  (Harvard  Univ. 
Press,  1913);  “Total  Dietary  Restriction  in  Di- 
abetes” with  Stillman  and  Fritz  (Rockefeller  Inst. 
Monograph  No.  11);  the  chapter  on  diabetes  in 
Nelson’s  Loose  Leaf  Medicine;  “Treatment  of  Kid- 
ney Disease  and  High  Blood  Pressure”,  1925. 

Among  his  papers  of  the  past  two  years  are  the 
following: 

“Nephritis”  (111.  Med.  Jour.,  May,  1926). 

“Renal  Vascular  Disease;  Nature  and  Treat- 
ment” (Ibid,  Nov.,  1926). 

“Experimental  Studies  in  Diab'etes”  (Jour.  Meta- 
bolic Research,  Nov.-Dee.,  1923). 

“Hypertension  and  Treatment  of  Nephritis”  (N. 
Y.  State  Jour.  Med.,  May,  1925). 

“Practical  Treatment  of  Diabetes”  (Calif  & 
West.  Med..  Oct.,  1925). 

“Nephritis,  Hypertension  and’  Arteriosclerosis’ 
(J.  Ind.  M.  A.,  Dec.,  1925). 


DR.  GEORGE  A.  WYETH 
New  York  City 

Endothermist,  Skin  Department,  Vander- 
bilt Clinic,  Columbia  University. 

Endothermist  to  Skin  Department,  Cor- 
nell Medical  School. 

Dr.  Wyeth,  a noted  surgeon,  working  ex- 
clusively in  the  field  of  neoplastic  diseases, 
will  lecture  on  t^e  radio  knife  and  electro- 
thermic  methods  in  the  treatment  of  cancer. 
He  has  been  a leader  in  this  comparatively 
new  field  of  surgery. 
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Dr.  Wyeth,  a native  of  Missouri,  took  his  pre- 
paratory education  at  Vanderbilt  University,  Nash- 
ville;  he  received  his  medical  degree  from  the  Uni- 
versity of  Pennsylvania  in  1903,  after  which  he 
did  postgraduate  work  in  Berlin,  Vienna  and  Don- 
don. 

He  is  endothermist  to  the  Vanderbilt  Clinic,  to 
the  College  of  Physicians  and  Surgeons,  to  Colum- 
bia University,  and  to  the  skin  department  of  Cor- 
nell Medical  School. 

He  is  the  author  of  a standard  work  on  this 
subject,  namely,  “Endothermy,  the  New  Surgery 
in  Accessible  Cancer  and  Precancerous  Diseases.” 

Among  the  most  important  contributions  of  Dr. 
Wyeth  to  the  literature  of  this  special  field  in  the 
past  five  years  may  be  mentioned  the  following:  — 

“Surgical  Endothermy  in  Malignancy  and  Pre- 
cancerous Conditions”  (New  York  Med.  Jour.,  Oct. 
5.  19211. 

“Surgical  Endothermy  in  Accessible  Malignancy” 
(New  York  Med.  Jour.,  Dec.  21,  1921). 

“Endothermy”  (N.  Y.  Med.  Jour.,  Apr.  19,  1922). 

“Endothermy  in  Accessible  Malignancy  and  Pre- 
cancerous Conditions”  (Surg.,  Ovn.  & Obst.,  May, 
1923). 

“Endothermy  in  Treatment  of  Accessible  Neo- 
plastic Diseases”  (Annals  of  Surgery.  Jan.,  1924). 

“Endothermy,  the  New  Surgery,  as  Applied  to 
Accessible  Epidermoid  Carcinoma"  (Boston  M.  * 
S.  J„  Oct.  9.  1924). 

“Newer  Developments  of  Electrothermic  Methods 
in  Treatment  of  Neoplastic  Diseases”.  (Surg.  Gyn. 
& Obst.,  Jan.,  1927). 


dr.  john  McMullen 

New  Orleans-  La. 

Dr.  McMullen  will  deliver  a lecture  on  pub- 


lic health  at  an  evening  session,  being  de- 
tailed direct  from  the  Surgeon  General’s  of- 
fice in  Washington  for  this  purpose.  The  ti- 
tle of  the  lecture  will  be  “Civic  Righteous- 
ness and  Sanitation.”  This  will  be  one  of  a 
series  of  three  lectures  arranged  especially 
for  the  public  health  officials  of  the  south- 
west. 

Information  of  this  appointment  by  the 
Surgeon  General  was  received  too  late  to 
secure  biographical  data  about  Dr.  McMul- 
len. 


DR.  WALTER  BERNARD  COFFEY, 

San  Francisco,  Calif. 

Chief  Surgeon,  Southern  Pacific  Railway. 

Chief  of  Staff,  Southern  Pacific  Hospital. 

Acceptance  by  Dr.  Coffey  of  the  invita- 
tion to  bring  to  this  Congress,  his  lecture 
on  the  sympathetic  cervical  ganglia  and 
their  relation  to  angina,  was  received  too 
late  to  secure  biographical  data  for  this  is- 
sue. 

Dr.  Coffey  has  spoken  to  the  El  Pas<5 
County  Medical  Society  and  to  the  Arizona 
State  Medical  Association  on  this  subject, 
as  well  as  to  many  other  medical  bodies  in 
this  country  and  abroad.  The  material  has 
not  yet  been  published,  and  we  are  for- 
tunate in  being  able  to  secure  this  presenta- 
tion for  a larger  group  in  the  southwest. 


Come  to  the 
Convention,  November  2. 
The  Hotel  Hussmann, 
on  the  Plaza,  your  head- 
quarters, welcomes  you. 

HUssmaNN 

ON  THE  PLAZA 

FL  PASO  TFXAS 

formerly  the  Hotel  Orndorff 


Write  or  Wire 
for  reservations 

to  A.  B.  Riley 
Managing  Director 
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It  has  been  found  impossible  to  announce 
at  this  time,  six  weeks  in  advance  of  the 
meeting,  the  final  details  of  the  program, 
or  the  completed  personnel  of  the  group  of 
lecturers.  The  following  tentative  program 
is  given,  subject  to  such  changes  as  circum- 
stances may  demand.  A final  program 
will  be  mailed  out  about  October  15th. 

WEDNESDAY,  NOVEMBER  2.  19  2(7 
Forenoon 

Dr.  Francis  Marion  Pottenger,  Monrovia,  Calif. 
“The  Diagnosis  of  Clinical  Tuberculosis.” 

Dr.  William  H.  Park,  New  York!  City. 

“The  Problem  of  the  Tuberculus  Child.” 

Afternoon 

Dr.  Francis  Marion  Pottenger,  Monrovia,  Calif. 
“The  Problem  of  the  Tuberculous  Child." 

Dr.  Carl  A.  Hedblom,  Chicago,  111. 

“ Surgical  Methods  in  Tuberculosis  and  Allied 
Conditions ; Thoracoplasty,  Pneumolysis,  Phren- 
icotomy.” 

Dr.  Frank  Hinman,  San  Francisco,  Calif. 
“Genito-Urinary  Tuberculosis." 

Wednesday  Evening 
Public  Health  Lecture 
Dr.  Wm.  H.  Park,  New  York  City. 

THURSDAY.  NOVEMBER  3.  19  217 
Forenoon 

Dr.  Carl  A.  Hedblom,  Chicago,  111. 

“ Cancer  of  the  Lung.” 

Dr.  William  W.  Duke,  Kansas  City,  Mo. 

“Diagnosis  and  Treatment  of  the  Anemias." 

Afternoon 

Dr.  Grant  Eben  Ward,  Baltimore,  Md. 

“Type,  Period  and  Location  of  Cancer  Indicating 
Radium." 

Dr.  James  T.  Case,  Battle  Creek,  Mich. 

“Cancer  of  the  Intestinal  Tract." 


Thursday  Evening 

Public  Health  Lecture 
Dr.  Wm.  H.  Park,  New  York  City. 

FRIDAY,  NOVEMBER  4.  19  2(7 
Forenoon 

Dr.  George  A.  Wyeth,  New  York  City. 

“Extension  of  the  Surgery  of  Neoplastic 
Diseases  by  Electrothermic  Methods." 

Dr.  Frederick  M.  Allen,  New  York  City. 

“High  Blood  Pressure.” 

Afternoon 

Dr.  Drew  Luten,  St.  Louis.  Mo. 

“Mistakes  in  Cardiac  Diagnosis  and 
Treatment." 

Dr.  Wm.  B.  Coffey,  with  Dr.  John  Humber  and 
Dr.  Philip  King  Brown,  San  Francisco,  Calif. 
“Sympathectomy  for  Angina." 

Dr.  Harry  A.  Crossen,  St.  Louis,  Mo. 

“ Systematized  Treatment  of  Uterine  Prolapse.” 

FRIDAY-  EVENING 

Public  Health  Lecture 

Col.  John  McMullen,  Senior  Surgeon, 

United  States  Public  Health  Service, 

New  Orleans,  La. 

“Civic  Righteousness  and  Sanitation." 
SATURDAY.  NOVEMBER  5.  19  2(7 
Forenoon 

Dr.  James  T.  Case,  Battle  Creek,  Mich. 

“X-ray  and  Surgical  Methods  in  Gastro- 
intestinal Lesions.” 

Dr.  Frederick  M.  Allen,  New  York  City. 
“Diabetes.” 

Afternoon 

Dr.  William  W.  Duke,  Kansas  City,  Mo. 

“Medical  and  Surgical  Aspects  of  Allergy." 

Dr.  LeRoy  Sante,  St.  Louis,  Mo. 

“ Radiological  Findings  in  Lung  Tuberculosis 
and  Allied  Conditions.” 

Saturday  Evening 

Jaurez  After  Dark 
with 

El  Paso  County  Medical  Society 


Dr.  Frank  Hinman,  San  Francisco,  Calif. 
“Indications  of  Pus  in  the  Urine." 
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DR.  J.  M.  RICHMOND 

Dr.  J.  M.  Richmond  of  El  Paso  died  at 
Masonic  Hospital  the  afternoon  of  August 
eighth,  an  hour  after  an  auto  accident  in 
which  his  car  was  overturned,  pinning  him 
beneath  it.  Dr.  Richmond  walked  into  the 
hospital,  the  only  apparent  injury  being  a 
dislocated  elbow.  The  dislocation  was  im- 
mediately reduced  under  a light  general  an- 
esthesia and  Dr.  Richmond  was  returned 
to  his  bed.  He  had  regained  consciousness 
and  was  talking  but  a few  moments  before 
death  came.  Autopsy  examination  revealed 
an  occluded  coronary  artery  from  extensive 
sclerotic  changes. 

The  funeral,  one  of  the  largest  in  El 
Paso’s  history,  was  held  from  St.  Clement’s 
Episcopal  Church  at  4 p.  m.  on  August  the 
tenth,  Rev.  Williams  reading  the  service  at 
the  church.  The  services  at  the  grave  were 
in  charge  of  the  Masonic  Order. 

For  twenty-four  years  Dr.  Richmond  has 
been  in  the  tore  rank  of  the  El  Paso  pro- 
fession. He  did  an  enormous  practice  and 
was  beloved  by  his  patients  and  his  col- 
leagues. At  the  time  of  his  death  he  was 
Chief-of-Staff  of  the  Masonic  Hospital,  As- 
sistant Division  Surgeon  of  the  Southern 
Pacific  Lines,  Pacific  System,  Local  Sur- 
geon Southern  Pacific  Lines,  Atlantic  Sys- 
tem, a Fellow  of  the  American  Medical  As- 
sociation- a Fellow  of  the  American  College 
of  Surgeons,  Member  of  the  Texas  State 
Medical  Association,  The  Southern  Medical 
Association,  The  Medical  and  Surgical  As- 
sociation of  the  Southwest,  the  El  Paso 
County  Medical  Society  and  the  Association 
of  Railway  Surgeons  of  Texas. 

He  was  born  in  Independence,  Missis- 
sippi, about  sixty  years  ago  and  spent  his 
early  childhood  there.  When  he  was  twelve 
years  old,  his  parents  moved  to  Manor, 
Texas.  Receiving  his  degi^ee  in  medicine 
from  the  University  of  St.  Lou's  in  1892, 
he  began  the  practice  of  his  profession  in 
Edna,  Texas,  the  same  year.  He  practised 
there  until  coming  to  El  Paso  in  1903. 

He  did  post-graduate  study  in  Tulane, 
New  York  Post-Graduate,  Harvard  and 
Johns  Hopkins,  and  was  a member  of  the 
American  Tour  that  visited  European  clin- 
ics in  1925. 

He  was  married  to  Miss  Marie  Bronaugh 
in  1894.  She,  with  their  son,  W.  B.  Rich- 
mond, survives  him.  Besides  his  immedi- 
ate family,  Dr.  Richmond  is  survived  by 
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his  grand-daughter,  Laura  Louise  Rich- 
mond; two  brothers-  W.  L.  of  Marfa,  Texas, 
and  Robert  B.  of  Marathon,  Texas;  and  four 
sisters,  Mrs.  Atlas  Jones  of  Uvalde,  Texas, 
Mrs.  H.  C.  Friscoe  of  Donna,  Texas,  Mrs. 
Winnie  Wolf  of  Corpus  Christi,  Texas,  and 
Mrs.  Genis  Callahan  of  Galveston. 

Early  in  his  career  Dr.  Richmond  affili- 
ated himself  with  Masonic  Lodge  No.  767 
of  Edna,  Texas,  of  which  he  was  past  mas- 
ter. At  his  death  he  was  a 32nd  degree 
Mason,  a Sbriner  and  a member  of  all  the 
Masonic  bodies  of  El  Paso. 


ST.  JOSEPH’S  SANATORIUM  OPENED 
AT  EL  PASO 

St.  Joseph’s  Sanatorium  was  opened  in 
El  Paso  by  the  Sisters  of  St.  Joseph,  Sep- 
tember first.  They  recently  purchased  the 
Baldwin  Sanatorium  and  nine  acres  of 
ground  belonging  to  the  same  estate.  Fifty 
thousand  dollars  has  been  spent  in  renova- 
tions, repairs  and  additions,  to  the  end  that 
it  is  now  thoroughly  modern  and  complete- 
ly appointed. 

The  main  building  is  a stone  structure 
with  eighty-six  suites  for  patients-  six 
rooms  for  business  and  medical  adminis- 
tration, chapel,  reception  room,  kitchen 
plant,  etc.  The  annex  of  twenty-eight 
suites  will  not  be  opened  at  this  time. 

The  open  porches  and  roof  garden  are 
ideal  for  heliotherapy,  which  is  to  be  a 
feature  of  the  treatment  offered  by  the 
sanatorium.  The  remaining  porches  are 
glassed  in. 

The  Sisters  of  St.  Joseph  have  hospitals 
and  schools  through  the  central  states  of 
Kansas,  Missouri,  Michigan  and  others. 
They  will  draw  a clientele  not  heretofore 
attracted  to  El  Paso  or  the  Southwest,  and 
the  outlook  for  their  new  venture  is  most 
encouraging.  Sister  Mary  Ursule  is  the 
Superior  and  will  have  a community  of  five 
Sisters  as  a beginning. 

Dr.  Orville  Egbert  is  the  medical  director. 


SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections 
enable  us  to  give  superior  service.  Aznoe’s  Na- 
tional Physicians’  Exchange,  30  North  Michigan, 
Chicago.  Established  1896.  Member  The  Chicago 
Association  of  Commerce. 
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Welcome  to  El  Paso 

and 

to  Your  Official  Headquarters 

The  Hotel  Paso  del  Norte 

PAUL  HARVEY 

Manager 


Spacious  Lobby 
Mezzanine 

— o — 


Cafe 

Coffee  Shop 


A reservation  will  enable 
us  to  prepare  for  your 
comfort. 


The  dates — 
Nov.  2-3-5 


For  Loose  Greenish  Stools 
in  Breast-Fed  Infants 

<J  OOSE  greenish  stools  in  the 
breast-fed  infant  will  usu- 
ally soon  be  reduced  in  frequen- 
cy and  acidity  by  the  use  of 
Mead’s  Casec.  Casec,  calcium 
caseinate,  the  principal  protein 
of  cow’s  milk,  inhibits  the  growth 
of  the  acid  forming  bacteria  that 
cause  fermentation  in  the  infant’s 
intestines. 

Samples  and  Literature  on  Request 

MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana 


The  Tulane  University  of 
Louisiana 

V 

Graduate  School  of  Medicine 

Reorganized  to  meet  all  require- 
ments of  the  Council  on  Medical  Edu- 
cation of  the  A.  M.  A. 

Post  graduate  instruction  offered  in 
all  branches  of  medicine.  Courses 
leading  to  a higher  degree  have  also 
been  instituted. 

A bulletin  furnishing  detailed  in- 
formation may  be  obtained  upon  ap- 
plication to  the 

Dean 

1551  Canal  Street, 

New  Orleans,  La. 
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IMPROVED  HYPODERMOCLYSISI  OUTFIT 


In  the  Long  Island  Medical  Journal  for  June, 
11)27,  Dr.  Augustus  Harris  of  Brooklyn  describes  an 
improved  hypodermoclysis  outfit  which  overcomes 
the  faults  of  the  ordinary  apparatus,  such  as  kink- 
ing of  the  tubing,  leaking  of  fluid,  inadequate 
means  of  connecting  needles,  etc.  The  apparatus 
(here  illustrated)  can  be  used  for  intravenous  in- 
jections, and  is  adapted  for  Fordyce  needles  as 
well  as  Luer  needles. 

The  outfit  is  manufactured  by  Becton,  Dickinson 
& Co.,  Rutherford,  N.  Y. 


ARIZONA  PERSONALS 

DR.  and  MRS.  ROBERT  W.  CRAIG,  of  Phoenix, 
have  returned  from  Honolulu,  where  they  spent 
the  summer.  Dr.  Craig  has  resumed  his  practice 
in  Phoenix  and  the  oversight  of  the  building  of 
his  new  palatial  residence  on  the  Country  Club 
tract. 

DR.  E.  PAYNE  PALMER  and  family,  of  Phoenix, 
left  September  15th  for  Dayton,  O.  After  a few  days 
there,  where  they  will  attend  the  marriage  of  Mrs. 
Palmer"s  niece,  Dr.  Palmer  will  visit  Chicago  as 
the  guest  of  Dr.  Franklin  Martin,  and  the  first  of 
October  will  attend  the  convocation  of  the  College 
of  Surgeons  in  Detroit.  He  expects  to  bn  gone 
from  Phoenix  about  a month. 

DR.  CHARLES  S.  VIVIAN,  of  Phoenix,  has  re- 
turned from  a month’s  visit  to  points  on  the  coast. 


While  on  vacation,  he  took  occasion  to  visit  vari- 
ous clinics  and  personal  friends  among  the  urolo- 
gists of  the  coast  cities. 

DR.  MARY  LAWSON  NEFF,  of  Los  Angeles,  will 
resume  her  periodical  visits  to  Phoenix,  for  consul- 
tation work,  October  1st.  She  will  be  at  the  Hatei 
Adams  from  October  1st  to  4th,  for  consultation  in 
functional  and  organic  nervous  diseases  and  develop- 
mental problems  of  childhood. 

DR.  R.  J.  STROUD,  of  Tempe,  who  has  been  con- 
valescing from  a serious  illness,  will  return  to  his 
practice  in  Tempe  about  October  1st.  He  has  been 
spending  several  weeks  at  Ocean  Park  and  other 
coast  cities,  recovering  his  usual  vigor  after  his  ill- 
ness of  a month  or  more  ago. 


“THE  COUNTRY  DOCTOR” 

Cecil  B.  De  Mille  and  the  Pathe  Exchange,  Inc., 
have  produced  a motion  picture  film,  dedicated 
to  the  doctors  of  America,  and  which  is  a tribute 
to  the  medical  profession.  The  famous  character 
actor,  Rudolph  Schildkraut,  plays  the  part  of  the 
doctor.  The  accompanying  view  is  one  of  the 
scenes  in  the  film  picture.  It  will  be  seen  that 
it  is  an  almost  exact  reproduction  of  Luke  Fildes' 
noted  painting  “The  Doctor.” 

As  this  film  appears  in  the  leading  cities  through 
the  country  and,  later,  in  the  smaller  towns,  it 
should  do  much  to  increase  the  respect  in  which 
the  profession  is  held,  and  offset  many  of  the 
false  ideas  which  the  enemies  of  medicine  delight 
to  spread. 


A DESIRABLE  HOME 

FOR  TREATMENT  OF  NERVOUS  AND 
MENTAL  DISEASES 

Located  on  a beautiful  tract  of  25  acres.  Build- 
ings are  commodious  and  attractive.  Rooms  with 
private  bath  are  available. 

Treatment  embraces  all  accepted  therapeutic 
agent*. 

Recreation  and  entertainment  amply  provided. 
Golf,  tennis,  croquet,  etc.,  are  for  the  use  of  the 
patients. 

Sanitarium  easily  reached  by  rail,  cab,  or  bus. 
Address : 

G.  WILSE  ROBINSON  SANITARIUM 
Kansas  City,  Mo. 

G.  Wilse  Robinson,  M.  D , Medical  Director. 
Kim  D.  Curtis,  M.  D.,  Supt.  and  Internist. 
Office:  Suite  814-817  Medical  Arts  Bldg., 

34th  & Broadway,  Kansas  City 
Sanitarium : 8100  Independence  Road,  Kansas  City. 
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Iry  it  on  the  most 
unresponsive  baby 


•« 


• • • 


in  your  practice 
then  try  it  on  the 


healthiest  baby. . . . 


REGARDLESS  of  the  irrefutable  results  in 
laboratory  work — regardless  of  the  thou- 
sands of  experiences  of  physicians  every- 
where— we  realize  that  you  cannot  accept  a 
new  treatment  until  you  yourself  have  proved 
its  value. 

May  we,  therefore,  ask  permission  to  send  you 
the  full  reports  of  what  has  been  accomplished 
by  adding  Knox  Sparkling  Gelatine-to-milk  in 
tha  baby’s  formula?  Not  only  does  its  protec- 
tive colloidal  action  modify  the  curds  which 
often  cause  digestion  disturbances',  but  it  also 
increases  the  available  nourishment  of  the 
milk  and  helps  the  child  quickly  to  attain  and 
maintain  normal  weight. 

The  method  is  as  follows : 

Soak,  for  about  ten  minutes,  one  level  table- 
spoonful of  Knox  Sparkling  Gelatine  in  one- 
half  cup  of  milk  taken  from  the  baby’s  form- 
ula; covering  while  soaking;  then  place  the 
cun  in  boiling  water,  stirring  until  gelatine  is 
fully  dissolved;  add  this  dissolved  gelatine  to 
the  quart  of  cold  milk  or  regular  formula. 
May  we  send  you  reports  and  scientific  data? 

KNOX  GELATINE  LABORATORIES 
438  Knox  Ave.,  Johnstown,  N.  Y. 


KNOX 


SPARKLING 

GELATINE 

“The  Highest  Quality  for  Health” 


From  raw  material  to 
finished  product  Knox 
Sparkling  Gelatine  is 
constant  ly  under 
chemical  and  bacteri- 
ological control,  and 
is  never  touched  by 
hand  while  in  pro- 
cess of  manufacture. 
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THE  AMERICAN  COLLEGE  OF  SUR- 
GEONS 


The  American  College  of  Surgeons  will  hold  the 
seventeenth  Clinical  Congress  in  Detroit.  October 
3-7.  Headquarters  will  be  at  the  Book-Cadillae 
and  Statler  hotels,  and  the  meetings  will  be  held 
at  the  Statler  Hotel,  and  Orchestra  Hall.  The 
Hospital  Standardization  Conf  rsnce  will  extend 
from  Monday  morning  to  Thursday  afternoon  and 
will  include  a discussion  of  hospital  and  nursing 
problems  and  hospital  • demonstrations.  Monday 
evening’s  program  will  include  an  address  of  wel- 
come by  the  local  Chairman,  the  address  of  the 
retiring  President,  the  inaugural  address  of  the 
New  President,  and  the  John  B.  Murphy  oration. 
Clinics  in  general  surgery  will  he  held  in  Detroit 
hospitals  each  morning  from  Tuesday  to  Friday, 
and  in  Eye,  Ear,  Nose  and  Throat  work  the  same 
afternoons.  Clinics  will  also  be  held  at  University 
Hospital.  Ann  Arbor,  Tuesday  to  Thursday.  On 
Tuesday  and  Wednesday  mornings  and  afternoons 
and  on  Thursday  morning  clinical  demonstrations 
will  be  held  at  the  Statler  Hotel  (mornings)  and 
Orchestra  Hall  (afternoons).  On  Thursday  after- 
noon the  annual  meeting  of  the  Governors  and 
Fellows  will  be  followed  by  a cancer  symposium. 
On  Friday  afternoon  there  will  be  a symposium  on 
traumatic  surgery,  to  be  participated  in  by  leaders 
in  industry,  labor,  indemnity  organizations,  and 
the  medical  profession.  On  Tuesday  evening  the 
program  will  take  the  form  of  a celebration  of 
the  Lister  Centennial.  On  Thursday  evening  there 
will  be  a large  Community  Health  Meeting  in  the 
Masonic  Temple,  and  on  Friday  evening  the  An- 
nual Convocation  of  the  College.  Other  outstand- 
ing features  will  be  the  exhibits.  In  addition  to 
the  commercial  exhibits  there  will  be  a replica  of 
the  Lister  exhibit  at  the  Wellcome  Museum  of 
Natural  History.  London,  including  Lister’s  operat- 
ing rooms  and  hospital  wards.  The  Departments 
of  Hospital  Activities,  of  Literary  Research,  and  o* 
Clin  cal  Research  of  the  College  will  also  present 

exhibits.  Among  the  foreign  guests  will  be  Sir 

John  Bland  Sutton.  England;  J.  M.  Munro  Kerr. 
Scotland:  Gordon  Craig,  Australia;  Gustaf  E.  Es- 

sen-Moller  Sweden;  S A.  Gammeltoft,  Denmark. 
The  retiring  President  is  W.  W.  Chipman.  Mon- 
treal. and  the  President  to  be  inaugurated  George 
David  Stewart  New  York.  The  Lister  oration  wilt 
be  delivered  by  W.  W.  Keen.  Philadelphia.  The 
Chairman  of  the  Detroit  Committee  on  Arrange- 

ments is  Alexander  W.  Blain. 


Horlick’s  Milk  Modifier,  a new  product  made  by 
the  Horb.ck  s Malted  Milk  Corporation,  Racine, 
Wisconsin,  is  now  being  introduced  to  the  medical 
profession.  This  maltese  and  dextrin  product, 
which  is  derived  exclusively  from  malted  grains, 
was  first  announced  at  the  annual  meeting  of  the 
American  Medical  Association  in  Washington,  D. 
C.,  in  June,  and  created  much  interest.  Since  that 
time  it  has  been  presented  to  convention  gather- 
ings in  other  parts  of  the  country,  and  the  Horlick 
representatives  are  now  calling  on  individual  mem- 
bers of  the  profession. 


Horlick  s Milk  Modifier  is  presented  and  sup- 
plied to  the  profession  along  ethical  lines.  Nc 

feeding  directions  accompany  the  package  A 
statement  on  the  wrapper  is  to  the  effect  that  the 
product  is  for  prescription  by  physicians  onlv. 

° 9onf.ormity  with  the  Horlick  policy,  the  Milk 
lfle!p,ls  put  up  in  hermetically  sealed  glass  jars 
only.  The  one-pound  size  retails  at  §.75  and  the 
five-pound  jar  at  §3.00.  The  fact  that  it  carries 
ffne”ame,  Horlick’s”  is  a guarantee  that  only  the 
finest  materials  are  used. 

In  the  June  18th  issue  of  the  Journal  of  th< 


Ofle 

HANDAR 


Price  Complete  f273S 


Only  S27.50  for  this  portable  carbon-arc  ultra- 
violet lamp ! Spectograms  indicate  an  ultra- 
violet radiation  down  to  2200  angstrom  units. 
Carbons  are  6 in.  long  and  6 mm.  in  diameter 
a id  consume  8 amperes  of  current  at  45  volts. 
For  use  on  any  110  volt  a.c.  or  d.c.  For  local, 
o.-t  range  treatments  lamp  will  meet  your 
niirements  in  every  way.  Try  it  for  30  days! 


f — JUST  SEND  IN  THIS  COUPON 

FRANK  S.  BETZ  CO.  NEW  YPRK 

Hammond,  Indiana 

l»H  I CAuU 

Send  me  on  30  days  free  trial  the  ®34  so.  Wabash  Ave. 
new  9SJ2297  Handark.  If  lamp  proves  satisfac- 
tory 1 agree  to  pay  for  it  in  5 monthly  payments. 


( An  Antiseptic  Liquid  ) ”» ‘ ‘ ) 

SxceMioe  o4wn|ui  i&fuMtiim 


Physician’s  samples 
sent  without  cost 
or  obligation. 


THE  NONSP1  COMPANY 
2652  WALNUT  STREET 
KANSAS  CITY,  MISSOURI 


Name 


Send  free  NONSPI 
samples  to: 


Street. 
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Victor  Service  in  Hour  State 


THE  Victor  X-Ray  Corporation  has  assumed  a respon- 
sibility  to  the  medical  profession  which  does  not  end 
with  developing  and  manufacturing  X-Ray  and  Physical 
Therapy  apparatus  of  the  most  approved  type.  It  is  a 
tenet  of  the  Victor  code  that  the  operator  of  a Victor 
machine  has  the  right  to  receive  technical  aid  when 
he  needs  it. 

So,  a nation-wide  Victor  Service  Department  was  or- 
ganized years  ago  and  direct  branches  established  in  the 
principal  cities  of  the  United  States  and  Canada,  where 
Victor  trained  men  are  always  available.  These  men,  by 
drawing  on  the  facilities  of  the  Engineering  Service  and 
Educational  Departments  at  the  home  office,  are  equipped 
to  render  technical  assistance  that  is  appreciated  by  every 
user  of  Victor  equipment. 

Victor  alone  maintains  so  comprehensive  a Service 
Organization. 

VICTOR  X-RAY  CORPORATION 

2012  Jackson  Boulevard  . Chicago,  Illinois 

Regional  Service  Depots: 

San  Antonio — Medical  Arts  Bldg. 

Houston — 322  Medical  Arts  Bldg. 


Many  physicians  feel  that  Victor 
quality,  with  Victor  service,  implies 
a price  higher  than  they  can  afford. 
But  they  are  happily  surprised  when 
shown  this  Victor  5"  X-Ray  Unit, 
complete  with  Coolidge  Tube  for 
radiographic  diagnosis,  for  $725.00. 
The  same  high  quality  applies  here 
as  in  any  other  Victor  equipment. 


^ RAY  ^ 

Diagnostic  and  Deep  Therapy 
Apparatus.  Also  manufacturers 

oftheCooUdgeTub^^^^^i 


/physical  therapy  h 

High  Frequency,  Ultra-Violet, 
Sinusoid^!,  Galvanic  and 
[i^^^^hototherapy^pparatus^^^^i, 
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American  Medical  Association,  under  the  heading 
of  New  and  Non-official  Remedies  the  acceptance 
of  the  Horlick  Milk  Modifier  was  announced  by 
the  American  Medical  Association.  The  product 
differs  from  the  malt  sugars  in  that  it  incorpor- 
ates soluble  and  readily  assimilable  protein  and 
valuable  mineral  salts  from  the  grains.  The  Hor- 
lick firm  points  out  this  fact  as  a decided  advan- 
tage for  its  product. 

Another  point  which  is  mentioned  as  an  ad- 
vantage in  favor  of  the  new  product  is  the  pro- 
portion of  its  two  chief  carbohydrates,  rhaltese 
and  dextrin,  which  are  63%  maltese  and  19.5% 
dextrin. 

The  new  Horlick  formula  apparently  has  met 
with  pronounced  success  during  a period  of  trial 
among  physicians  in  Canada. 

Samples  of  the  new  product,  literature  concern- 
ng  its  use.  prescription  blanks  and  file  cards  giv- 
ing methods  of  preparation  are  available  for  mem- 
bers of  the  Medical  Profession  and  will  be  sent 
upon  request. 


TRUTH  ABOUT  MEDICINES 

NEW  AND  NON-OFFICIAL  REMEDIES 

The  Joy  Beans  Laboratories  Fraud.  Oije  Frank 
Beland  of  Cairo,  Illinois,  exploited  an  independent 
piece  of  quackery  under  such  trade  names  as  “Joy 
Perns  Laboratories”  and  “Beland  Laboratories,”  sell- 
ing a preparation  called  “Joy  Beans”as  a sexual  tonic. 
Beland  had  no  medical  or  professional  training;  his 
nostrum  was  put  up  for  him  by  Eli  Lilly  and  com- 
pany, Indianapolis.  Beland’s  exploitation  of  this 
aphrodisiac  was  found  fraudulent  by  the  post  of- 
fice authorities  and  was  barred  from  the  use  of  the 
mails.  (Jour.  A.M.A.,  July  16,  1927,  p.  225). 

Pancreols.  In  the  advertising  of  the  Drug  Prod- 
utc  Co.,  Inc.  Pancreols  (formerly  called  Insulols) 
are  claimed  to  be  rectal  suppositories  “Containing 
Specially  Prepared  Desiccated  Pancreatic  Hormone- 
bearing Substance  Containing  the  Active  Principle 
of  the  Islands  of  Langerhans.”  In  effect  this  pre- 
paration offers  insulin  for  rectal  administration. 
Scientific  evidence  has'  not  been  offered  for  the  val- 
ue of  this  product.  The  rectal  administration  of  in- 
sulin has  been  found  of  little  or  no  value,  as  com- 
pared to  the  subcutaneous  route,  against  glycemia. 
glycosuria  or  acidosis.  The  rectal  administration  of 
insulin  belongs  to  the  class  of  methods  which  arc 
“either  mechanically  difficult,  inconclusive,  incon- 
stant, or  wasteful  of  the  drug.”  No  preparation  of 
the  Drug  Products'  Co.,  Inc.,  has  been  accepted  by 
the  Council  on  Pharmacy  and  Chemistry  for  in- 
clusion in  New  and  Nonofficial  Remedies.  A number 
of  this  firm’s  products  have  been  reported  on  un- 
favorably, namely;  Pulvoids  Calcylates,  Pulvoids 
Calcylates  Compound,  and  Pulvoids  Natrium  Com- 
pound. (Jour.  A.M.A.,  July  16,  1927,  p.  229). 

More  Misbranded  Nostrums.  The  following  prod- 
ucts have  been  the  subject  of  prosecution  by  the 
federal  authorities  charged  with  the  enforcement  of 
the  Food  and  Drugs  Act:  Vitona  (Vitona  Mineral 
Ore  Co.),  consisting  of  a crude  silicate  ore  contain- 
ing iron  sulphate,  free  sulphur  and  charcoal,  with 
traces  of  calcium,  magnesium  and  aluminum  sul- 
phate. McMichael’s  Allgland  with  Radium  (Car- 
notite  Gland  Extract  company),  tablets  containing 
91  per  cent  of  milk  sugar,  together  with  talc,  a 
trace  of  nitrogenous  organic  matter  and  a faint 
trace  of  radium.  Allfood  with  Radium  (Allfood 
Laboratories),  consisting  of  about  86  per  cent  milk 
sugar  and  14  per  cent  of  material  insoluble  in  water, 
comprising  mainly  talc,  mineral  matter,  and  a small 
amount  of  animal  glandular  tissue.  Each  tablet  con- 
tained about  0.09  millimicrograms  of  radium.  Broot- 
en’s  Kelp  Ore  and  Brooten’s  Kelp  Ore  Liquid  (Kelp 
Ore  Remedies  Corporation).  The  first  was'  found 
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has  been  approved  by  the 
Council  on  Pharmacy  and 
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TINCTURE  OF  IODINE 
Tr; 
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LENGTH 


HYPODERMIC  NEEDLES 


FIRTH  BREARLY  STAINLESS  STEEl 


Becton  Dickinson  & Co. 

RUTHERFORD,  N.J. 


ANOTHER  STANDARD 

Fox-  a quarter  century  Yale  Quality,  steel 
needles,  unexcelled  in  design  and  work- 
manship, have  been  accepted  as  stand- 
ard in  hypodermic  medication. 

ERUSTO  now  sets  another  standard  of 
excellence  and  offers  you  “The  needle 
that  never  rusts.”  It  is  particularly  suit- 
able for  damp  climates',  yet  has  the  free- 
dom from  leakage,  the  keen  cutting  point 
and  the  perfection  of  fit  to  syringe  of  the 
well  known  Yale. 


Sold  Through  Dealers. 


Genuine  When  Marked  B-D 


Free  Sample  on  Request 


Send  Price  List  and  Free  Sample  Erusto  Needle  to — 
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Dealer’s  Name ». 26S9 


BECTON,  DICKINSON  & CO. 

RUTHERFORD,  N.  J. 

Makers  of  Genuine  Luer  Syringes,  Yale  Quality  Needles,  B-D  Thermometers,  Ace  s 
Bandages,  Asepto  Syringes,  Sphygmomanometers  and  Spinal  Manometers 


For  Bronchitis  and  Tuberculosis 

Calcreose  confers  all  the  benefits  of  creosote  medication  with  gas- 
tric disturbance  largely  eliminated. 

Calcreose  can  be  given  in  large  doses  for  long  periods  without  ap- 
parent difficulty.  Try  it. 

Powder  : Tablets  : Solution 

Sample  of  tablets  on  request 

THE  MALTBIE  CHEMICAL  CO.  Newark,  New  Jersey 


Founded  1896  by  Dr.  Hubert  Work 


New  Buildings 
New  Equipment 

Neuro-Psychiatric 

Clinic 

Nervous  and  Mental 
Diseases 
Drug  Additions 


Charles  W.  Thompson, 

M.  D„  F.  A.  C.  P„ 
Medical  Director 
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to  be  a shale-like  clay  containing  iron  and  aluminum 
sulphates,  and  a trace  of  sulphur,  while  the  “Liquid” 
was  a water  solution  of  iron  and  aluminum  sulphates, 
with  traces  of  calcium,  magnesium  and  potassium 
salts.  (Jour.  A.M.A.,  July  23,  1927,  p 310). 

Cultures  of  Lactic  Acid  Producing  Organisms. 
Pseudoscientific  promotion  of  lactic  acid  producing 
it  approaches  outspoken  quackery.  The  Council  on 
it  approaches  outspoken  quakery.  The  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association  has  attempted  from  time  to  time  to  is- 
sue conservative,  tolerant  statements  regarding  the 
status  of  the  uncertain  lactic  acid  bacillus  therapy. 
Furthermore,  it  has  endeavored  to  establish  the  con- 
ditions under  which  alone,  if  at  all,  actual  implan- 
tation effects  can  be  expected.  Thus,  acidophilus  milk 
and  broth  cultures  and  concentrates  of  B.  acidophilus 
are  not  considered  acceptable  unless  the  number  of 
viable  organisms  contained  in  a stated  quantity  is 
clearly  stated,  and  the  broth  cultures  and  concen- 
trates are  made  to  indicate  the  need  of  the  coinci- 
dent administration  of  carbohydrates'.  The  wisdom 
the  Council  s cautions  is  indicated  by  the  recent  in- 
vestigations of  James  in  the  microbiologic  labora- 
tory of  the  Bureau  of  Chemistry,  U.  S.  Department 
of  Agriculture.  This  survey  of  a number  of  market- 
ed preparations  indicated  that  samples  representing 
cultures  of  both  B.  acidophilus  and  B.  bulgarious 
are  not  infrequently  worthless.  As  was  anticipated, 
the  milks  showed  the  highest  average  counts,  the 
whey  cultures  next  to  the  highest,  and  the  solid  cul- 
tures the  lowest.  (Jour.  A.  M.A.,  July  30,  1927,  p. 
374). 

Foods  in  Diabetes.  A generation  ago  the  chief 
concern  in  the  management  of  diabetes  was  center- 
ed in  the  reduction  of  the  carbohydrate  intake;  con- 
sequently, in  the  choice  of  articles  of  diet  prefer- 
ence was  given  to  those  relatively  poor  in  sugars'  and 
starches.  The  expression  “diabetic  food”  came  into 
vogue  to  designate  a variety  of  products,  having  in 
common  a content  of  carbohydrate  notably  below  that 
of  ordinary  products  of  the  same  class.  An  official 
definition  was  formulated  by  governmental  authori- 
ty, permitting  the  application  of  the  term  diabetic 
to  indicate  that  a food  contains  “not  more  than  half 
as  much  glyocgenic  carbohydrates  as  the  normal  food 
of  the  same  class.”  The  outlook  on  the  dietotherapy  of 
diabetes  has  been  considerably  altered  in  more  recent 
years.  It  is  no  longer  merely  the  carbohydrate  in  the 
food  that  merits  attention.  Sugar  can  be  formed 
from  protein.  Regulatory  officials  have  become  in- 
clined to  discourage  the  use  of  the  term  diabetic 
as  a part  of  the  name  of  these  special  foods.  Accord- 
ingly there  is  no  longer  any  federal  definition  of  a 
diabetic  food.  Since  such  products  are  offered  as 
dietetic  aids  in  the  control  or  mitigation  of  disease, 
they  are  regarded  by  food  control  officials  as  thera- 
peutic* agents  rather  than  as  foods  and  more  prop- 
erly regulated  under  the  provisions  of  the  Food  and 
Drugs  Act  which  refer  to  drugs.  E.  M.  Bailey,  the 
chemist  of  the  Connecticut  Agricultural  Experiment 
Station,  has  also  abandoned  the  term  “diabetic  food.” 
In  his  latest  report  he  remarks  that  successful  diets 
for  patients  with  diabetes  may  be  formulated  by 
proper  selection  of  common  foods  quite  as  well  as  by 
the  use  of  special  foods.  He  states'  that  many  of 
the  latter  serve  useful  purposes  but  are  expensive. 
The  utilization  of  common  foods  is  of  increasing  in- 
terest to  the  physician  and  to  the  patient.  (Jour  A. 
M.A.,  July  30,  1927,  p.  376). 

More  Misbranded  Nostrums.  The  following  prod- 
ucts have  been  the  subject  of  prosecution  by  the 
federal  authorities'  charged  with  the  enforcement  of 
the  Food  and  Drugs  Act:  Sexvitor  (Joseph  A.  Pi- 
uma),  tablets  consisting  essentially  of  strychnine,  a 
phosphorus  compound,  a laxative  plant  drug  extract, 
and  some  animal  matter.  Rider’s  Eucalyptus  Oil 
Compound  (Dr.  G.  H.  Rider  company),  essentially 
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petroleum  oil  flavored  with  sassafras.  Moore’s  Liv- 
er-Ax (The  Mount  Grove  Grocery  Company),  an  ex- 
tract of  laxative  plant  drugs  in  a mixture  of  water 
and  alcohol.  Genitol  (Brewer  and  Company,  Inc.), 
containing  18  per  cent  alcohol,  about  2 per  cent  min- 
eral matter,  sugar  and  glycerin.  Nervo-Vital  (Brew- 
er and  Company,  Inc.),  consisting  of  alcohol,  glycer- 
in, sugar,  mineral  matter,  and  a small  amount  of 
strychnine  and  nitrogenous  matter,  together  with 
some  water.  (Jour.  A.  M.  A.,  July  3.0,  1927,  p.  390) 
Colloidal  Kaolin  in  Intestinal  Toxemia.  Suspensions 
of  colloidal  kaolin  are  of  little  or  no  use  in  the 
treatment  of  intestinal  toxemias.  Colloidal  kaolin 
chiefly  absorbs  basic  substances  from  acid  mediums. 
Alkaline  fluid  liberates  the  basic  substance  from 
its  absorption  compound.  Hence  much  absorption  in 
the  alkaline  intestines  could  hardly  be  expected.  In 
practice,  colloidal  kaolin  has  been  disappointing. 
(Jour.  A.  M.  A.,  July  30,  1927,  p.  393). 


Rickets. — “As  the  result  of  laboratory  and  clinical 
investigations  our  interest  now  centers  around  the 
phosphorus  ion  in  the  study  of  the  metabolism  of 
rickets.  A low  phosphorus  diet  produces  rickets  in 
the  rat;  a low  blood  inorganic  phosphate  accom- 
panies active  rickets  in  the  infant.  Therapeutic 
measures  raise  the  blood  phosphate.  Sunlight  and 
ultra-violet  light  from  artificial  sources  applied  to 
the  rat  or  the  infant  will  cure  or  prevent  rickets. 
Cod  liver  oil  has  a similar  curative  and  preventive 


SAVE  MONEY  ON 
YOUR  X-RAY  SUPPLIES 


Get  Our  Price  List  and  Discounts 
Before  You  Purchase 

WE  MAY  SAVE  YOU  FROM  10%  TO  25% 
ON  X-RAY  LABORATORY  COST 

Among  the  Many  Articles  Sold  Are 
X-RAY  FILM,  Duplitized  or  Dental,  Eastman,  Superspeed 
or  Agfa  Film.  Heavy  discounts  on  standard  package 
lots.  X-Ograph,  Eastman,  Justrite  and  Rubber  Rim 
Dental  Film,  fast  or  slow  emulsion. 


BRADY’S  POTTER  BUCKY 
DIAPHRAGM  insures  finest 

radiographs  on  heavy  parts,  such  as  kidney,  spine,  gall- 
bladder or  heads. 

Curved  Top  Style — up  to  17x17  size  cassettes  . $250.00 
Flat  Top  Style — holds  up  to  11x14  cassettes  175.00 
BARIUM  SULPHATE.  For  stomach  work  Fine  t grade. 

Low  price.  Special  price  on  100-pound  lots 
DEVELOPING  TANKS,  4,  5 or  6 compartment  stone, 
will  end  your  dark  room  troubles.  Ship  from  Chicago. 
Brooklyn,  Boston  or  Virginia.  Many  sizes  of  enameled 
steel  tanks. 

DENTAL  FILM  MOUNTS.  Black  or  gray  cardboard  with 
celluloid  window  or  all  celluloid  type,  one  to  fourteen 
film  openings.  Special  list  and  samples  on  request. 
Either  stock  styles  or  imprinted  with  name,  address. 


etc. 

INTENSIFYING  SCREENS— Patterson,  T.  E.,  or  Buck  X- 
Ograph  Screens  for  fast  exposure  alone  or  mounted  in 
Cassettes.  Liberal  discounts.  All-metal  cassettes. 
Several  makes 
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GEO.  W.  BRADY  & CO. 
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action.  Inert  substances,  such  as  linseed  and  cotton- 
seed oils,  have  been  rendered  active  antirachitic 
agents  after  irradiation  with  ultraviolet  light.  The 
factor  in  cod  liver  oil  and  irradiated  oils  that  is 
responsible  for  the  cure  of  rickets  is  separate  and 
distinct  from  the  fat-soluble  A vitamin.”  (Author’s 
summary.) 

Recent  Phases  of  the  Rickets  Problem.  L.  Vou 
Meysenbug,  A.  B„  M.  D.,  Instructor  in  Pediatrics, 
Tulane  University,  New  Orleans:  Sou.  Med.  Jour., 
July,  1926,  p.  522. 


THE  SURGICAL  CLINICS  OF  NORTH 
AMERICA  (Issued  serially,  one  number  every  other 
month).  Volume  7,  number  3 (Chicago  Number — 
June,  1927.)  330  pageswith  81  illustrations.  Per 
clinic  year  (February,  1927,  to  December,  1927.)  Pa- 
per, S12.00;  Cloth.  S16.00  net.  Philadelphia  and 
London:  W.  B.  Saunders  Company. 

This  number  of  the  Surgical  Clinics  includes  oper- 
ative work  done  at  the  Presbyterian,  Evanston,  Wes- 
ley Memorial.  Cook  County,  Research,  Chicago  Ly- 
ing-In, St.  Luke’s,  Michael  Reese,  Washington  Boule- 
vard, South  Shore,  Rush  Medical,  Northwestern  and 
University  of  111.  Coll,  of  Med. 

A great  variety  of  unusual  conditions  are  included 
in  this  number  of  the  Clinics. 


GEOMETRICAL 

“Did  you  say  your  girl’s  legs  were  without 
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“No;  I said  they  knew  no  parallel.” — Judge. 
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“Logan  Clendening  in  his  recent  clasic,  ‘Modern  Methods 
of  Treatment,’  says,  ‘The  benefits  to  be  derived  from  a Cure 
at  a Mineral  Springs  depend,  almost  entirely,  lip  on  the  effi- 
ciency of  the  medical  organization  thereat.’  This  principle 
has  always  been  and  still  is  the  one  ■which  has  so  largely 
contributed  to  the  deserved  fame  of  the  French  Lick  Springs 
Hotel  at  French  Lick,  Indiana.” 

When  your  patients  are  tired  of  home  or  hospital  sand 
them  to  French  Lick  for  final  recuperation. 

Write  for  Booklet 
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How  TO 
Order 

WE  KEEP  Rabies 
Vaccine  (Cam- 
ming) in  biological  re- 
frigerators, the  tempera- 
ture of  which  is  main- 
tained near  the  freezing 
point  continuously;  and 
on  orders  we  send  it  out 
in  installments  of  seven 
doses  each,  to  insure  the 
continuance  of  ideal  con- 
ditions for  its  preserva- 
tion up  to  within  a few 
days  of  the  time  when  it 
is  to  be  used. 

Orders  should  be  wired 
to  our  headquarters  at  De- 
troit (home  office)  or  the 
nearest  branch  or  depot: 

Boston 
New  York 
Philadelphia 
Baltimore 
Atlanta 
Buepalo 
Pittsburgh 
Cincinnati 
Chicago 
Indianapolis 
Memphis,  Tenn. 

(Van  Vlect-Mansficld  Drug  Co.) 

New  Orleans 
St.  Louis 
Kansas  City 
Minneapolis 
Seattle 
San  Francisco 

(Coffin-Reding too  Co.) 

Los  Angeles 

(Western  Wholesale  Drug  Co.) 
Walkerville,  Ontario 


T3 o ‘Prevent 

Rabies 


it  is  no  longer  necessary  to  send 
patients  to  Pasteur  institutes 
for  antirabic  inoculations 

£VERY  physician  can  now  immunize  his 
cases  at  home.  All  that  it  is  necessary  to 
do  is  to  give  a series  of  14  or  21  daily  injec- 
tions of  Rabies  Vaccine  (Cumming).  There 
are  no  complicated  gradations  in  dosage;  all 
doses  are  alike. 

Rabies  Vaccine  (Cumming)  made  in  the 
Parke,  Davis  & Co.  laboratories  is  absolutely 
innocuous.  But  while  it  is  non-toxic,  it  is 
definitely  antirabic.  This  is  overwhelmingly 
proved  by  a series  of  over  15,000  cases  now 
in  our  records. 

Ask  us  for  our  booklet 
on  Rabies  Vaccine 

Parke,  Davis  & Company 

[United  States  License  No.  lfor  the  Manufacture  of  Biological  Products’] 
DETROIT,  MICHIGAN 


Rabies  Vaccine  (Cumming),  P.  D.  & Co.,  has  been  accepted  for 

INCLUSION  IN  N.  N.  R.  BY  THE  COUNCIL  ON  PHARMACY  AND  CHEMISTRY 
OF  THE  A.  M.  A. 


T IS  NOT  NECESSARY  to  modify  S.  JS/L.  A.  for  normal, 

full  term  infants,  for  tlie  same  reason  tliat  it  is  not  necessary  to 

modify  breast  mi  Ik for  S.  M.  A . contains  tlie  essential  food 

constituents  in  proper  balance.  It  resembles  breast  milk  not  only  in 
its  protein,  carbohydrate  and  salt  content,  but  also  m tlie  character  of 
the  fat.  Since  the  very  young  infant  can  tolerate  the  fat,  as  well  as 
the  other  essential  constituents  in  S.  M.  A.,  it  is  possible  to  give  it, 
in  the  same  strength,  to  normal  infants  Irom  birth  to  twelve  months  of 
age  and  older.  As  the  infant  grows  older,  therefore,  it  is  only  neces- 
sary to  increase  the  amount  of  S.  M.  A. 


ji/9  The  quantity  of  S.  JVf.  A.  in  24  hours  should  he  the  ^Ni 
same  as  that  taken  hy  the  normal  hreast-fed  infant. 

Th  e actual  caloric  requirements  of  individual  infants 
vary,  and  consequently , tlie  amount  of  S.  M.  A. 
taken  within  24  hours  will  not  he  exactly  the  same 
for  every  infant. 

May  we  send  you  a trial  package  ? 

M anufactured  by  permission  of  tl  le 
Babies  an  d Cl  lildrens  Hospital  of  Cleveland 

by.  , . ■ 

The  Iabomatory  Products  Company 

CLEVELAND, OHIO 
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GASTRON 

A complete  gastric  gland  extract 

A clinical  resource  against  disorders  of  gas- 
tric function,  acute  and  under  strain  and 
stress  of  exhausting  disease.  Gastron  con- 
tains the  enzymes,  co-ferments,  associated 
organic  and  inorganic  constituents  of  the  en- 
tire gastric  mucosa;  is  of  standardized  pro- 
teolytic energy;  grateful,  agreeable  to  the 
stomach.  Prescribed  simply  by  the  name 
GASTRON. 

Fairchild  Bros.  S Foster 

New  York 


Erysipelas  Streptococcus  Antitoxin 


Several  strains  of  the  erysipelas  streptococcus,  isolat- 
ed from  typical  cases  of  the  disease  are  used  in  the  prep- 
aration of  Erysipelas  Streptococcus  Antitoxin  (Lederle). 
The  various  strains  of  erysipelas  streptococci  vary  in  cer- 
tain immunological  characteristics,  so  that  it  is  desirable 
to  use  a polyvalent  antitoxin  for  treating  the  disease. 

Clinical  trials  with  Erysipelas  Streptococcus  Antitoxin 
(Lederle)  have  demonstrated  that,  when  used  early  in  the 
course  of  the  disease,  the  antitoxin  administered  intra- 
muscularly has  brought  about  prompt  improvement  so 
that  the  patient  has  usually  been  discharged  as  cured  at 
the  end  of  four  to  seven  days.  There  was  improvement 
in  the  toxemia;  critical  fall  in  temperature;  fading  and 
disappearance  of  the  erysipelatous  lesions ; and  absorption 
of  the  blebs. 

Erysipelas  Streptococcus  Antitoxin  (Lederle)  is  sup- 
plied in  syringes  containing  one  therapeutic  dose. 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  provides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 


Radium  Therapy — An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 

Deep  X-ray  Therapy — Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalization. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


We  desire  to  confer  and  cooperate  with  the  medical  pro- 
fession, and  welcome  inquiries  pertaining  to  this  work 


Rex  Duncan,  M.  D. 


E.  D.Ward,  M.  D. 
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Specialists  in  the  Southwest 


EL  PASO,  TEXAS 


E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 


W.  E.  VANDEVERE,  M.  D. 

Eye.  Ear.  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 

218  Mills  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 


lf01-2  Roberts- Banner  Bldg. 


El  Paso 


PAUL  ELY  M’CHESNEY,  M.  D. 

Neurology  and  Psychiatry 

52U  Mills  Bldg.  El  Paso 


JOHN  W.  CATHCART,  M.  D. 

and 

C.  H.  MASON,  M.  D. 

Practice  Limited  to 

X-Ray  and  Radium 

Sll  Roberts-Banner  Bldg.  El  Paso 


J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH.  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

IfOlt  Roberts- Banner  Bldg.  El  Paso 


K.  D.  LYNCH,  M.  D. 

G EN  ITO- U R IN  ARY  SURGERY 


U1U  Mills  Bldg. 


El  Paso 


W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 


W.  L.  BROWN.  M D.  C.  P.  BROWN.  M.  D. 

BROWN  AND  BROWN 

Suite  UOU  Roberts- Banner  Bldg.  El  Paso 


H.  P.  DEADY,  M.  D. 

Special  Attention  to 

Surgery  and  Gynecology 


First  National  Bank  Bldg. 


El  Paso 


L.  G.  WITHERSPOON,  M.  D. 

Plastic  Surgery 


31A  Roberts  Banner  Bldg. 


El  Paso 


JAMES  VANCE,  M.  D. 

Practice  Limited  to 

Surgery 


SIS-h  Mills  Bldg. 


El  Paso 


HOURS:  II  To  12:30 


LESLIE  M.  SMITH,  M.  D. 

Practice  Limited  to 

Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 


1029  First  National  Bank  Bldg. 


El  Paso 


PHOENIX,  ARIZONA 

1.  L.  GARRISON,  M.  D. 

Diseases  of  Women 

CHAS.  S.  VIVIAN,  M.  D. 

Intravenous  Chemotherapy 

205-6-7  Goodrich  Bldg.  Phoenix 

UROLOGY 

306  Goodrich  Bldg.  Phoenix 

H.  M.  PURCELL,  M.  D. 

Urology 

FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 

207  Goodrich  Bldg.  Phoenix 

TUCSON,  ARIZONA 

Practice  Limited  to 

Diseases  of  the  Chest 

M.  C.  COMER,  M.  D.,  F.  A.  C.  S. 

407  Goodrich  Bldg.  Phoenix 

Eye.  Ear,  Nose  and  Throat 

Peroral  Endoscopy  and  Uranoplasty 

H.  T.  BAILEY,  M.  D. 

Thomas  Davis  Clinic  Tucson,  Arizona 

Practice  Limited  to 

ALBUQUERQUE,  N.  M. 

Eye.  Ear,  Nose  and  Throat 

M.  K.  WYLDER,  M.  D. 

S2S  Ellis  Bldg.  Phoenix 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 

Albuquerque,  New  Mexico 

T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Skin 

224-5  Luhrs  Bldg.  Phoenix 

Waite’s  Laboratory 

HARRY  R.  CARSON,  M.  D. 

Serology 

Diseases  of  Children 

Pathology 

Bacteriology 

Heard  Building  Phoenix 

Blood  Chemistry. 
Clinical  Microscopy 

Autogenous  Vaccines 

EDGAR  H.  BROWN.  M.  .D 

Practice  Limited  to 

Therapeutic  Dyes 
Neosalvarsans 

Orthopedic  Surgery 

Sulpharsphenamine 

Orthopedic  Shop  in  Connection 

Tryparsamide 

Bismosol 

Taylor  Spinal  Braces  and  other  Orthopedic 

Appliances  made  to  specifications. 

Information. 

61J,  Goodrich  Bldg.  Phoenix 

PIONEER  LABORATORY  OF 

THE  SOUTHWEST 

ORVILLE  H.  BROWN,  M.  D. 

INTERNAL  MEDICINE 

Mailing  Address,  Box  63 

Special  Attention  to  Asthma 

50S  Goodrich  Bldg.  Phoenix 

EL  PASO  TEXAS 
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Trademark  yr,  y-  -v  T)  Tl  r Trademark 

Registered  to  A v_/  Ay  ItA  Registered 

Binder  and  Abdominal 
Supporter 

(Patented) 


For  Men,  Women  and 
Children 


For  Ptosis,  Hernia,  Obesity,  Pregnancy,  Re- 
laxed Sacroiliac  Articulations,  High  and  Low 
Operations,  Floating  Kidneys,  Etc. 

Ask  for  36-page  Illustrated  Folder 

Mail  orders  filled  at  Philadelphia  only — within  24  hours 


Katherine  L.  Storm,  M.  D. 

Originator,  Patentee,  Owner  and  Maker 
1701  Diamond  Street  PHILADELPHIA 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


ALBUQUERQUE  SANATORIUM 


Located  in  the  heart  of  the  great  Southwest — the  Land  of  Sunshine.  Average 
annual  rainfall  less  than  7 inches.  Altitude  moderate.  On  the  main  line  of  the 
Santa  Fe. 

The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern,  fire-proof  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available. 

W.  A.  GEKLER,  M.  D.,  Medical  Director 
A.  L.  Hart,  M.  D.  H.  P.  Rankin,  M.  D.  B.  J.  Weigel,  M.  D. 
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Quoting  from  the  new  hook 
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SIMPLIFIED  INFANT  FEEDING’ 


(THIRD  EDITION) 

By  ROGER  H.  DENNETT,  B.S.,  M.D. 

Professor  of  Diseases  of  Children  and  Director  of  the  Department  in  the  New  York 
Post-Graduate  Medical  School;  Attending  Physician  in  the  Babies'  Wards  of  the 
New  York  Post-Graduate  Hospital;  Consulting  Pediatrician  to  the  Victory  Memorial 
Hospital,  Brooklyn,  The  Passaic  General  Hospital,  The  New  York  Episcopal 
Orphans'  Home  and  Asylum,  etc..  Fellow  of  The  New  York  Academy  of  Medicine. 


“The  Dietary  Value  of  Gelatine 

has  long  been  recognized  although  until  now, 
the  basic  reasons  have  been  somewhat  clouded 
by  varying  theories.  Among  the  recognized 
protective  colloids,  none  has  a higher  degree  of 
colloidal  potency  than  edible  gelatine.  It  has 
now  been  conclusively  established  that  the  value 
of  edible  gelatine  in  infant  feeding  is  due  to  its 
colloidal  action  in  emulsifying  the  milk  curds, 
and  to  the  presence  (to  the  extent  of  5.9)  of 
lysine,  an  amino  acid  which  promotes  growth. 
Similarly  protective  colloids  in  the  form  of  albu- 
mins and  gelatine  are  of  the  highest  importance 
in  maintaining  an  emulsion  of  the  fats  which 
are  ingested,  and  in  that  way  preventing  diges- 
tive disorders  that  would  result  from  non-emul- 
sification  of  the  fat  masses.  Edible  gelatine 
is  the  most  important  member  of  the  group  of 
colloids,  the  dietary  importance  of  which  is  be- 
coming more  and  more  appreciated  by  all  pedia- 
tricians and  food  authorities.  Aside  from  this  it 
is  of  itself  the  most  easily  digested  of  all  proteins. 
Working  on  this  basis  it  has  been  demonstrated 
that  one  of  the  most  valuable  uses  to  which  gel- 
atine can  be  put  is  in  combination  with  the  milk 


formulas  in  the  feeding  of  infants.  It  is  ofvalue 
to  the  infant  in  at  least  two  ways.  In  the  first 
place,  because  of  its  powerful  colloidal  action, 
gelatine  causes  the  casein  to  curd  in  small  soft, 
and  easily  digestible  curds  and  thus  prevents  the 
formation  of  the  hard,  tough  curds  which  so  often 
cause  digestive  disturbances  and  are  of  more  or 
less  common  occurrence  in  infants’  stools.  Al- 
though gelatine  may  not  in  exceptional  cases 
absolutely  prevent  the  formation  of  curds,  these 
indigestible  masses  will  surely  be  reduced  in  size 
and  softened  in  substance  for  easy  digestion  by 
the  addition  of  a small  amount  of  dissolved  gela- 
tine in  tlie  milk  formula.  Gelatine  is  of  partic- 
ular value  in  the  diet  of  the  growing  child, 
because  of  its  relatively  high  content  of  lysine, 
one  of  the  amino  acids  necessary  tor  growth. 

‘ Tor  infants  three  weeks  to  six  months  old  add 
one-half  teaspoonful  of  gelatine  to  the  day’s 
milk  formula.  F'or  babies  six  months  old  and 
up  add  one  teaspoonful  of  gelatine  to  the  day’s 
milk  formula.  F'irst  soak  the  gelatine  for  about 
ten  minutes  in  one  ounceof  cold  milk  take:,  from 
the  day’s  formula.Thenaddone  ounceof  hot  milk 
from  the  day’s  formula.  Stir  until  dissolved  and 
add  this  solution  to  the  full  quantity  of  the  day’s 
formula,  stirring  until  thoroughly  mixed.” 


1 rom  raw  material  to  finished prod- 
i..t  Knox  Sparkling  Gelatine  is  con- 
stantly t:nder  chemical  and  hacterio- 
logical  control , and  is  never  touched  by 
hand  while  in  process  of  manufacture. 


KNOX 

SPARKLING 

GELATINE 

"The  Highest  Quality  for  Health’’ 


WRITE  for  our  medical  reports  and 
booklets,  discussing  malnutrition, 
infant  feeding,  liquid  and  soft 
diets  and  other  phases  of  gelatine's 
value  to  medicine. 


In  prescribing  gelatine,  care  should  be  exercised  to  specify  Knox.  It  is  a plain,  pure 
gelatine,  not  flavored,  colored  or  sweetened.  It  is  made  at  a neutrality  or  pH  compar- 
able to  milk  and  blends  perfectly  with  it.  Specify  Knox  Sparkling  Gelatine — It  is  the 
purest  form  of  gelatine. 


INOX  GELATINE  LABORATORIES,  \ S*  KNOX  AVENUE,  JOHNSTOWN,  N.  Y. 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  I).;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 
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SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  phvsio-ther- 
apy  equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical.  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 

Write  vs  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 


Southwestern  Surgical  Supply  Company 


No.  11  North  Third  Ave. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc. 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 


ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


SPECIAL  ATTENTION  UROLOGISTS 

We  are  now  carrying  a very  complete  stock  of  the 
products  of  the  Eynard  Factory  in  Paris,  consisting  of 
catheters  and  bougies,  both  urethral  and  ureteral  in  a 
variety  of  sizes  and  styles. 

Telephone  orders  given  prompt  attention.  We  will 
be  glad  to  take  care  of  your  patient’s  needs  for  this 
class  of  goods. 

KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Everything  for  the  hospital  and  doctor. 

A good  stock  of  Kny-Scheerer,  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  of  Stille-Scanlon  Company. 
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Malnutrition,  Marasmus,  Infantile  Atrophy,  Athrepsia 

In  an  endeavor  to  improve  conditions  that  may  he  properly  grouped  under  the  above- 
mentioned  terms,  the  first  thought  of  the  attending  physician  is  an  immediate  gain  in  weight, 
and  the  second  thought  is  to  so  arrange  the  diet  that  this  initial  gain  will  be  sustained  and 
progressive  gain  be  established.  Every  lew  ounces  gained  means  progress  not  only  in  the 
upward  swing  of  the  weight  curve,  but  in  digestive  capacity  in  thus  clearing  the  way  for  an 
increasing  intake  of  food  material.  As  a starting  point  to  carry  out  this  entirely  rational 
idea,  the  following  formula  is  suggested: 

Mellin’s  Food  8 level  tablespoonfuls 

Skimmed  Milk  9 fluidounces 

Water  15  ounces 

This  mixture  furnishes  over  56  grams  of  carbohydrates  in  a form  readily  assimilated  and 
thus  quickly  available  for  creating  and  sustaining  heat  and  energy.  The  mixture  supplies 
over  15  grams  of  proteins  for  depleted  tissues  and  new  growth,  together  with  over  4 grams 
of  inorganic  elements  which  are  necessary  in  all  metabolic  processes.  These  food  elements 
are  to  be  increased  in  quantity  and  in  amount  of  intake  as  rapidly  as  continued  improvement 
is  shown  and  ability  to  take  additional  nourishment  is  indicated.  Suggestions  for  this 
readjustment  are  set  forth  in  a clear  manner  in  a pamphlet  devoted  exclusively  to  the  subject, 
which  will  be  sent  to  physicians  upon  their  request. 

Continued  repetition  of  highly  successful  and  oftentimes  remarkable  results  from  the 
application  of  this  procedure  justifies  its  universal  recognition. 

Mellin’s  Food  Company,  177  State  Street,  Boston,  Mass. 
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STOVARSOL 

(REG.  U.  S.  PATENT  OFFICE) 

Acetylamino-oxyphenylarsonic  Acid 

Indicated  in  Amebic  Dysentery 

Accepted  by  Council  of  Pharmacy  and  Chemistry  A.  M.  A. 

Distributed  in  bottles  of  25  tablets,  each  tablet  0.25  grams 
May  be  obtained  through  your  druggist 


Literature  furnished  on  request 


MANUFACTURED  BY 

POWERS-WEIGHTMAN-ROSENGARTEN  CO. 

New  York  Philadelphia  St.  Louis 

MERCK  & CO.,  INC.,  Successors 
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SQUIBB  Professional  S ervice  Representa- 
tives are  serving  thousands  of  physicians 
yearly,  bringing,  as  they  do,  valuable  infor- 
mation concerning  improvements  on  old- 
established  products,  and  vital  facts  con- 
cerning recent  discoveries. 


These  Representatives  are  proud  of  their 
work,  proud  of  their  House,  and  the  Prod- 
ucts which  bear  its  name.  Physicians 
everywhere  recognize  their  helpfulness  and 
are  ever  pleased  to  welcome  them. 


Sulpharsphenamine  Squibb  overcomes  the 
difficulties  of  intravenous  technique 

“Yes,  Doctor,  Sulpharsphenamine 
Squibb  is  now  marketed  in  a package 
which  includes  a 5 cc.  ampul  of  Sterile 
Double  Distilled  Water  and  a small  steel 
file  with  each  ampul  of  Sulpharsphena- 
mine. Physicians  whom  I visit  are  quick 
to  realize  the  convenience  of  this  new 
package  and  those  who  have  used  it 
find  it  indispensable  in  their  practice.” 

“ May  I purchase  the  items  sep- 
arately?” 

“Certainly.  In  the  event  that  you 
only  have  need  of  the  Sulpharsphena- 
mine Squibb  we  can  supply  the  ampuls 
in  individual  packages.  The  Sterile 
Double  Distilled  Water  can  also  be 
purchased  separately  in  ampuls  con- 
taining 5 cc.  and  10  cc.” 

~$P§_For further  information  write  to  our  Professional  Service  Department^*?*- 

E R Squibb  & Sons,  New Tork 

WNUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


“I  am  particularly  interested  in  a 
product  which  will  overcome  the  diffi- 
culties of  intravenous  technique.” 

“That,  Doctor,  is  just  how  Sulphars- 
phenamine Squibb  excels.  It  may  be 
administered  intramuscularly,  thus  obvi- 
ating the  problems  encountered  when 
intravenous  injection  is  contraindicated. 
Then  too,  it  is  the  most  stable  and  least 
toxic  of  the  arsphenamines.  Many 
physicians  prefer  it  in  cases  of  neuro- 
syphilis because  of  its  high  solubility 
and  penetration.” 


be 


Sulpharsphenamine  Squibb  may 
obtained  in  the  following  ampuls.  0.1, 
0.2,  0.3,  0.4,  0.5,  0.6,  0.9  and  3.0  Gm. 


Are  you  using  these  im- 
portant Squibb  Products  in 
your  daily  practice? 


IPRAL  SQUIBB-A 
Superior  Hypnotic.  Non- 
habit-forming; rapid  in  ac- 
tion ; produces  sleep  which 
closely  approximates  the 
normal. 


INSULIN  SQUIBB-Ao 
curately  standardized  anc 
uniformly  potent.  Highly 
stable  and  particularly  fre< 
from  pigment  impurities 
Has  a noteworthy  freedorr 
from  reaction-producing 
proteins. 


NEOCINCHOPHEN 
SQU I BB— A superior  uric- 
acid  eliminant,  antipo- 
dagric,  antirheumatic  and 
analgesic.  Tasteless  and 
less  irritating  than  Cincho- 
phen  to  the  stomach  and 
kidneys. 
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The  New 

Horlick’s 

l Maltose  and  ‘‘Dextrin 

Milk  Modifier 

has  been  approved  by  the 
Council  on  Pharmacy  and 
Chemistry  of  the  American 
Medical  Association. 

Contains  proteins,  carbohydrates 
and  mineral  salts  of  value  in  the 
infant’s  diet,  and  modifies  the 
casein  of  the  milk,  rendering  it 
readily  assimilable. 

For  use  as  a milk  modifer, 
only  on  prescription  by 
physicians. 

Samples  prepaid  on  request  to 

Horlick  - - Racine 


As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Try 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


For  Bronchitis  and  Tuberculosis 

Caicreose  confers  all  the  benefits  of  creosote  medication  with  gas- 
tric disturbance  largely  eliminated. 

Caicreose  can  be  given  in  large  doses  for  long  periods  without  ap- 
parent difficulty.  Try  it. 

Powder  : Tablets  : Solution 

Sample  of  tablets  on  request 

THE  MALTBIE  CHEMICAL  CO.  Newark,  New  Jersey 


Founded  1896  by  Dr.  Hubert  Work 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


New  Buildings 
New  Equipment 

Neuro-Psychiatric 

Clinic 

Nervous  and  Mental 
Diseases 
Drug  Additions 


Charles  W.  Thompson, 

M.  D„  F.  A.  C.  P„ 
Medical  Director 


CUSTODY  vs.  TREATMENT- 


FEATURES 

Modern 

Psychiatric  Methods 

Home-Like 

Environment 

Exceptional  Food 
Largely  Home 
Grown 

Hydrotherapy 

Electrotherapy 

Psychotherapy 

All  Expenses 
Included  in 
Flat  Rate 


SEND  FOR 
BOOKLET 


Mental  disease  is  a treatment 
problem.  Such  patients  deserve 
more  than  custody.  Modern 
scientific  methods  give  the  pa- 
tient the  best  opportunity  to 
recover.  This  can’t  be  done  at 
home. 

He  should  have  not  only  kind- 
ness, good  food  and  personal 
supervision  but  also  scientific 
treatment.  Give  him  that  op- 
portunity before  it  is  too  late. 


The  Menninger  Psychiatric  Hospital 
and  Sanitarium 

Asociated  with  THE  MENNINGER  CLINIC,  Topeka,  Kan.  .. 

For  Nervous  and  Mental  Diseases 
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POST  GRADUATE  STUDY  IN  THE  COUN- 
TY MEDICAL  SOCIETY 

(Foreword) 

The  most  unique  development  in  the  work 
of  the  county  medical  society,  in  Arizona, 
has  been  the  plan  evolved  by  the  Yavapai 
County  Medical  Society  and  the  Medical 
Staff  of  the  Veterans’  Bureau  Hospital  at 
Whipple.  This  plan  is  explained  in  detail 
below  and  an  illustrative  discussion  given 
in  full,  first  the  discussion  by  the  selected 
group  from  the  society  and  staff,  and  then, 
for  comparison,  the  discussion  of  Dr.  Cabot, 
followed  by  the  autopsy  report. 


THE  YAVAPAI  COUNTY  MEDICAL  SOCI- 
ETY PLAN  OF  POST-GRADUATE 
STUDY— HISTORICALLY  CON- 
SIDERED 

C.  E.  YOUNT,  M.  D. 

Prescott,  Arizona. 

GALE  D.  ALLEE,  M.  D. 

Medical  Officer  in  Charge,  United  States  Veterans 
Hospital,  Whipple,  Arizona. 

It  is  over  2400  years  since  Hippocrates 
stated,  “The  physician  must  know  what 
others  have  known  or  he  is  constantly  liable 
to  deceive  both  himself  and  others.”  This 
axiom  is  as  true  today  as  when  propounded. 
In  conformity  with  the  spirit  of  medical 
progress  our  society  holds  that  the  physi- 
cian must  not  only  know  what  others  have 
known,  but  must  know  what  others  know. 
It  was  with  this  idea  of  keeping  our  mem- 
bers in  touch  with  the  progress  in  medicine 
that  our  society  evolved  the  plan  to  be  de- 
scribed later. 

In  presenting  a brief  history  of  the  events 
which  led  to  our  present  plan  we  are  with- 
out ostentation.  Rather,  let  it  be  said,  we 
ask  your  indulgence  while  we  recount  our 
struggles  to  attain  a plan  of  post-graduate 
study  which  has  been  exceedingly  helpful 
and,  through  the  co-operation  of  the  medical 


officers  at  Whipple,  most  successful.  In 
chronicling  these  events  we  are,  in  our  hum- 
ble way,  paying  a debt  to  medical  history, 
and  perchance  we  may  thereby  encourage 
others  to  take  up  this  plan  of  study. 

The  federation  of  state  associations, 
known  as  the  American  Medical  Associa- 
tion, occurred  in  1847.  Its  activities  during 
the  first  fifty  years  of  its  existence  were 
largely  confined  to  “discussion  rather  than 
accomplishment.”  Since  its  reorganization 
at  St.  Paul,  in  1901,  membership  in  the  As- 
sociation has  been  based  upon  membership 
in  the  state  medical  societies,  which  are, 
again,  based  upon  membership  in  the  coun- 
ty societies.  Among  its  many  worthy  ob- 
jectives since  reorganization,  we  stress  the 
promotion  and  standardization  of  medical 
education. 

The  Arizona  Territorial  Medical  Associa- 
tion was  organized  in  Phoenix,  May  25. 
1892,  with  Dr.  J.  A.  Miller,  president,  and 
Dr.  J.  T.  Green,  secretary.  During  the  first 
ten  years  membership  in  the  Association 
was  direct,  the  Judicial  Council  reporting 
“favorably”  upon  the  application.  At  the 
annual  meeting  held  in  Tucson,  May  28, 
1902,  it  was  voted  “that  the  Association  re- 
affirm its  allegiance  to  the  American  Medi- 
cal Association  as  to  reorganization.”  While 
the  published  minutes  do  not  specifically  so 
state,  it  is  our  opinion  that  the  Arizona 
Medical  Association  underwent  such  re-or- 
ganization  as  was  required  to  conform  to 
the  plan  of  the  re-organized  American  Med- 
ical Association.  Further,  we  note  that  at 
the  Twelfth  Annual  Meeting  of  the  Arizona 
Medical  Association,  held  in  Tucson,  April 
22,  1904,  the  first  definite  step  wras  taken 
to  organize  and  affiliate  county  societies, 
when  its  committee  on  By-Laws,  Drs.  A.  W. 
Olcott,  Ancil  Martin  and  C.  E.  Yount, 
“recommended  that  county  societies  be  at 
once  formed,  that  we  may  comply  with  the 
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requirements  of  the  American  Medical  As- 
sociation.” 

Prior  to  1904,  there  were  several  county 
medical  societies  in  the  Territory  of  Ari- 
zona, one  of  which  was  in  Yavapai  County, 
but  none  of  these  were  affiliated  with  the 
Arizona  Medical  Association— hence,  to  se- 
cure uniformity  of  organization,  it  was  nec- 
essary to  re-organize  the  few  county  soci- 
eties then  existing. 

Dr.  B.  T.  Davis,  the  last  president  of  the 
old  Yavapai  County  Medical  Society,  author- 
ized the  writer  to  issue  the  following  call: 
“In  accordance  with  the  wish  of  the  Ameii- 
can  Medical  Association  and  the  sentiments 
of  the  last  Territorial  Medical  Association 
meeting,  we  have  deemed  it  advisable  to  or- 
ganize the  Yavapai  County  Medical  Society 
fn  conformity  with  the  standard  laid  down 
by  the  American  Medical  Association,  and 
to  this  end  we  extend  to  you  a most  cordial 
invitation  to  meet  with  us  in  Prescott  on 
Saturday,  June  18,  1904.”  We  received  our 
charter,'  dated  Oct.  25,  1904,  and  were  com- 
plimented by  the  Secretary  of  the  Arizona 
Medical  Association  “as  being  the  first 
county  to  organize,  having  the  largest  en- 
rollment and  the  greatest  enthusiasm.”  We 
adopted  the  constitution  for  countv  societies 
prepared  bv  the  American  Medical  Associa- 
tion, and.  in  compliance  with  the  provisions 
of  its  progressive  measures,  we  began  to 
prepare  “attractive  programs  for  each  meet- 
ing  and  urged  each  member  to  take  part 

in  the  scientific  work.”  In  furthering  this 
idea  we  used  the  outline  in  the  Councilor  s 
Bulletin  of  the  American  Medical  Associa- 
tion, first,  in  1906,  in  what  we  called  our 
Chautauqua  idea.  However,  it  was  found 
necessary  to  modify  it  greatly  to  make  it 
at  all  workable  for  a society  which  could  not 
hope  to  muster  more  than  seven  or  eight 
regular  attendants  at  any  meeting.  For  the 
next  five  years  our  society’s  scientific  com- 
mittee prepared  the  programs,  which  we 
followed  as  faithfully  as  such  a small  num- 
ber of  busy  doctors  could,  each  year  show- 
ing progress  in  scholarship  and  improve- 
ment in  method.  The  year  1912  was  a pro- 
pitious one  for  Arizona — we  were  received 
into  the  sisterhood  of  States,  and  doubtless 
feeling  the  urge  for  bigger  things,  the  sci- 
entific committee  of  the  Arizona  State  Med- 
ical Association,  consisting  of  Drs.  W.  W. 
Watkins,  John  W.  Flinn  and  I.  E.  Huffman, 
outlined  a brilliant  course  of  study  for  coun- 
ty societies,  based  on  a modification  of  the 
course  prepared  by  the  American  Medical 
Association.  They  circularized  the  doctors 
of  the  state  as  follows:  “During  the  month 
of  November  (1912),  the  county  societies 


will  study  Infections,  including  infectious 
diseases,  localized  and  general  infections, 
chronic  bacterial  infections,  etc.  The  pro- 
gram for  these  studies  will  be  based  on  clin- 
ical cases  reported  to  the  undersigned  com- 
mittee of  the  Association.  In  order  that  this 
program  may  be  as  comprehensive  as  pos- 
sible, and  of  universal  interest,  we  wish  doc- 
tors from  all  parts  of  the  state  to  report  to 
us  their  interesting  cases  of  infections  and 
infectious  diseases.  Upon  these  reports  re- 
ceived by  us  BEFORE  OCT.  15th,  the  pro- 
gram will  be  based.  This  program  will  be 
distributed  to  every  doctor  in  the  state  for 
study  in  his  society  or  at  home. 

“The  program  wil  consist  of: 

1.  The  outline  of  topics  to  be  studied,  as 
suggested  by  the  case  histories ; 

2.  The  case  histories  received  before  Oct. 
15th ; 

3.  References  to  articles  in  current  lit- 
erature on  the  topics  of  the  program; 

4.  Abstracts  of  the  most  pertinent  arti- 
cle recently  published  in  the  bulletin  for 
December,  a resume  of  the  studies  and  of 
the  discussion  in  the  various  societies  will 
be  given. 

“What  is  wanted,  NOW,  is  for  you,  Doctor, 
to  sit  down  and  write  us  on  the  attached 
sheet  the  history  of  a case  of  infection, 
which  will  suggest  an  interesting  topic  for 
society  meetings.” 

Our  files  show  that  ten  histories  were  ed- 
ited, printed  and  sent  out  to  the  doctors  for 
the  November  meetings,  together  with  a 
Bulletin  giving  a most  elaborate  outline  cov- 
ering the  four  weekly  meetings  for  the 
month.  The  Bulletin  stated  that  for  Dec- 
ember “the  program  will  be  Injuries  to 
bones  and  joints — also  if  the  societies  like 
this  plan,  they  will  endorse  it  by  sending 
in  histories  for  December.  Remember  that 
if  case  histories  are  not  received,  the  Com- 
mittee will  abandon  the  plan,  as  it  will  be 
sufficient  evidence  that  the  County  Soci- 
eties prefer  to  formulate  their  own  pro- 
grams.” The  answer!  Only  two  case  his- 
tories were  received ; the  program  for  Dec- 
ember was  not  published.  As  I look  back  15 
years  I wonder  how  such  an  erudite  plan 
could  have  failed — the  correspondence  and 
editorial  work  which  it  entailed  was  enough 
to  have  kept  a corps  of  workers  busy.,  yet 
Dr.  Watkins  alone  carried  on,  slaving  for 
us,  in  the  hope  that  each  member  of  the 
State  Association  might  receive  some  good 
from  this  united  scientific  study.  Will  you 
pardon  me  if  I again  quote,  from  the  rec- 
ords, Yavapai’s  stand:  “Dear  Dr.  Watkins: 
I am  authorized  to  convey  to  you  the  sin- 
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cere  appreciation  of  our  soceity  for  the  thor- 
ough and  painstaking  work  you  have  done 
in  arranging  for  the  post  graduate  course 
for  the  county  societies  and  the  presenta- 
tion and  study  of  case  histories.  Not  only 
do  we  feel  the  spirit  of  kindred  studentship, 
as  each  Tuesday  night  we  pursue  together 
the  same  subjects  which  we  know  our 
brother  physicians  throughout  the  state  are 
discussing,  but  we  also  feel  that  we  are  ex- 
periencing more  intense  interest  and  a 
greater  good  by  the  co-operative  method 
than  we  have  hitherto  experienced.  We  de- 
sire to  convey  to  you  our  thanks  for  the 
very  great  personal  effort  which  such  ex- 
tensive work  has  placed  upon  you  and  we 
pledge  you  our  hearty  support.” 

The  plan  failed  to  go  over  because  of  in- 
et’t’a  in  the  county  societies — they  lacked 
the  will  to  do — a case  of  Love’s  Labour 
Tost!  No.  let  u<*  consider  Dr.  Watkins’s  ef- 
fort as  comparable  to  Haller’s,  although  the 
latter’s  “supreme  contribution  was  his  vol- 
uminous work  on  the  historv  and  literature 
of  surgerw  vet  his  important  accomplish- 
ment. in  Mumford’s  view,  was  ‘his  teaching 
surgeons  how  to  study’  and  bv  his  example 
he  did  more  even  than  by  his  preaching.” 
(Royster.) 

Dr.  Watkins  sought  criticism  of  the  plan 
several  months  before  it  was  published.  We 
ouote  a rorfion  of  one  critique  because, 
though  sadlv  true,  it  brings  before  us  a con- 
crete objection  of  a type  we  had  not  known 
existed,  displaying  a selfish  trait  of  charac- 
ter which  our  plan  would  seek  to  destroy  in 
its  incipiency  should  it  ever  appear.  In  pre- 
senting his  case  history  before  the  County 
Medical  Societv.  the  doctor  had  taken  great 
pains  to  make  it  clear  that  the  patient  was 
a brother  physician.  “I  made  as  careful  reci- 
tation of  the  case  as  I could  and  begged  for 
help.”  No  help  was  forthcoming,  so  after 
the  meeting  he  sought  out  one  of  “our  old- 
est and  staunchest  members.  I asked  him 
why  it  was  that  so  interesting  a case  and 
one  that  should  have  our  augmented  thought 
on  account  of  the  patient  being  a doctor, 
had  fallen  so  flat.  Then  I heard  some  words 
of  practical  wisdom ; I’ll  try  to  repeat  his 
message:  ‘Young  man,  you  have  much  to 
learn.  Not  the  least  of  the  things  years 
have  taught  me  is  that  brains  and  efforts 
should  he  rewarded.  I have  spent  many 
years  in  laying  bv  a store  of  knowledge  and 
experience.  This  has  cost  me  work  and  mon- 
ey. It  is  worth  money.  I can  solve  your 
problem,  hut  I cannot  solve  it  gratis.  My  fee 
for  consultations  is  $10.00,  and  these  medi- 
cal society  dodges  to  sponge  my  opinion  and 
advice  gratis  is  one  bait  I do  not  nibble  at.” 
This  in  the  year  of  our  Lord  1912! 


The  Yavapai  County  Medical  Societv  con- 
tinued with  its  post  graduate  work,  devel- 
oping and  trying  out  several  methods.  In 
1914  we  devoted  ten  meetings  to  post  grad- 
uate study,  with  an  average  attendance  of 
the  Prescott  members  of  71.4  per  cent,  using 
a system  of  marking  much  more  strict  than 
we  do  today. 

In  1915  we  discovered  the  value  of  the 
Cabot  Case  Records  and  Postmortem  re- 
ports, when  adapted  to  countv  society  post 
graduate  studv,  using  them  first  on  Septem- 
ber of  that  year. 

The  world  war  now  began  to  levy  on  our 
time  and  personnel  and  until  1920,  when  we 
were  again  permitted  to  eniov  the  blessings 
of  peace  and  the  pursuit  of  happiness,  little 
was  done  bv  the  Societv  in  post  graduate 
work.  In  his  report  for  the  year  1919,  the 
secretary  noted  that  “we  have  done  noth- 
ing in  the  wav  of  self-improvement  or  post 
graduate  work  this  year.”  Whereupon,  hav- 
ing made  the  observation.  h°  was  author- 
ized to  make  such  arrangements  for  post 
graduate  study  as  might  seem  best  for  our 
society  in  the  pursuit  of  Post  graduate  work. 
The  course  was  to  begin  with  special  lec- 
tures on  the  armv  standardization  of  chest 
examinations,  but  after  one  lecture  the  ill- 
ness of  our  instructor  terminated  the  course. 

In  his  renort  for  the  ■'mar  1920,  the  sec- 
retary called  the  society’s  attention  to  the 
fact  that  there  were  nineteen  wide-awake, 
we'l  informed  medical  officers  of  the  Public 
Health  Service  stationed  at  Whipple,  and  it 
might  be  that  some  Post  graduate  work 
could  be  done  iointlv  with  them,  to  our  mu- 
tual advantage.  Again  the  secretary  was 
“instructed”  to  make  whatever  arrange- 
ments he  could  with  the  officers  at  Whipple 
for  post  graduate  work.  The  record  further 
shows  that  Dr.  Southworth,  acting  presi- 
dent, appointed  Drs.  Flinn  and  Yount  to 
represent  this  societv  in  conference  with  a 
like  committee  from  Whipple,  consisting  of 
Drs.  Allee  and  Fahy.  This  committee  met 
and  recommended  that  we  take  uo  the  Cabot 
Case  Records,  presenting  three  new  cases  at 
each  meeting,  with  two  doctors  from  Whip- 
ple and  one  from  our  Societv  as  “essayists,” 
and  two  selected  to  open  the  discussion  on 
each  of  these  “cases.”  On  Tuesday  evening, 
Feb.  15,  1921.  we  held  our  first  joint  meet- 
ing at  Whipple,  using  the  Cabot  Case  Rec- 
ords described  above. 

In  November  (1921)  the  writer  took  occa- 
sion to  express  to  the  Publishing  Depart- 
ment of  the  Massachusetts  General  Hos- 
pital, our  appreciation  of  their  case  records, 
in  these  words:  “Our  societv,  affiliating 
with  the  medical  officers  at  Whipple,  have 
gotten  more  real  good  and  definite  benefit 
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and  stimulus  to  better  work  through  the 
systematic  study  of  the  Cabot  Clinics  than 
by  any  other  method  which  we  have  ever 
pursued.”  In  reply  Miss  F.  M.  Painter,  as- 
sistant editor,  said,  “Thank  you  for  letting 
us  know  the  practical  value  of  the  Records 
to  your  Society.  It  is  always  a pleasure  to 
know  that  their  possibilities  for  usefulness 
are  being  developed  with  appreciation.” 

In  1922  Dr.  Loewy  replaced  Dr.  Fahy  on 
the  program  commtitee,  and  in  November 
we  started  out  with  the  three  group  com- 
petitive idea — “meetings  will  be  held  every 
second  Tuesday  as  heretofore,  alternating 
between  Whipple  and  the  Yavapai  Club. 
Two  groups  will  present  cases  from  the 
1921  Cabot  Clinics.  The  odd  group  will  give 
a half  hour  review  of  current  medical  liter- 
ature as  per  assignment.  They  will  also  be 
the  judges  and  vote  by  ballot  to  determine 
which  was  the  better  of  the  two  groups  pre- 
senting cases.  They  will  take  into  consider- 
ation attendance,  presentation  of  subject 
and  general  excellence  of  discussion,  in  cast- 
ing their  ballots.  Also  remember  that  no 
group  may  be  marked  less  than  75  per  cent 
as  it  is  self-evident  that  the  work  always 
done  in  preparation  merits  at  least  that  rat- 
ing.” 


In  1921  the  members  of  the  Yavapai 
County  Medical  Society  residing  in  Prescott, 
in  conjunction  with  the  Medical  Officers  on 
duty  in  the  U.  S.  V.  B.  Hospital,  determined 
to  institute  a course  of  post  graduate  study. 

After  discussing  various  plans,  it  was  de- 
cided to  use  the  case  records  of  the  Massa- 
chusetts General  Hospital,  edited  by  Rich- 
ard C.  Cabot.  M.  D„  and  F.  M.  Painter.  A. 
B.,  Assistant  Editor,  which  are  published 
weekly  in  the  Boston  Medical  and  Surgical 
Journal.  The  data  generally  noted  in  these 
records  consists  of  the  sex  of  the  patient, 
age,  occupation,  family  history,  past  his- 
tory, history  of  present  illness,  report  of 
physical  examination,  record  of  laboratory 
and  x-ray  findings,  treatment,  and,  in  case 
of  death,  the  autopsy  findings.  Time  has 
proven  that  our  selection  of  the  Cabot  case 
histories  was  a wise  choice.  There  is  no 
other  system  of  case  records  published 
which  can  be  so  readily  adjusted  to  the  plan 
of  study  which  we  have  developed. 

All  the  members  of  the  Yavapai  County 
Medical  Society  nominally  participate  in  the 
course  of  study,  but,  when  it  is  considered 
that  our  membership  of  twenty  is  scattered 
over  an  area  of  7800  square  miles  of  moun- 
tainous country,  it  can  be  easily  understood 
that,  as  a matter  of  fact,  the  actual  mem- 
bership of  the  post  graduate  club  consists 


of  the  Prescott  physicians  and  the  Medical 
Officers  of  the  Veterans’  Bureau  Hospital 
at  Whipple,  a suburb  of  Prescott — a group 
of  approximately  twenty-four  doctors. 

During  the  past  six  years  many  schemes 
for  presenting  the  Cabot  cases  have  been 
tried  out  in  an  effort  to  improve  our  meth- 
od and  make  our  study  more  interesting. 
The  changes  which  have  resulted  in  an  im- 
proved plan  have  been  retained,  the  others 
dropped,  and,  while  we  may  not  have  at- 
tained standardization,  we  trust  that  we  are 
rapidly  approaching  it.  Certainly,  each  year 
has  shown  increased  interest  and  more  in- 
tensive study  on  the  part  of  the  partici- 
pants. The  method  used  during  the  past 
year  is  the  fruit  of  mature  experience  and 
the  end  result  of  six  years  of  evolution. 

At  the  beginning  of  the  year  all  the  doc- 
tors in  the  Yavapai  County  Medical  Society 
and  at  Whpiple  are  divided  into  three 
“groups,”  balanced  as  equally  as  possible  as 
to  the  professional  attainments,  specialties 
and  ability  to  “talk  on  their  feet.”  Each 
group  elects  a leader  or  team  captain.  Ses- 
sions are  held  every  two  weeks,  alternating 
between  Prescott  and  Whipple.  The  course, 
which  is  planned  for  twelve  meetings,  begins 
early  in  October  and  is  concluded  in  April. 
The  first,  fifth  and  ninth  meetings  are 
“open”  meetings.  The  programs  for  these 
are  arranged  by  the  group  captains  and  con- 
form to  the  usual  type  of  medical  society 
meeting,  i.  e.,  presentation  of  papers,  case 
reports,  clinical  cases,  stereonticon,  x-ray, 
autopsy  and  other  pathological  exhibits.  At 
the  remaining  nine  meetings,  two  of  the 
three  groups,  in  rotation,  meet  each  other 
in  competition  in  the  presentation  of  Cabot 
case  histories,  until  each  group  has  discussed 
six  cases.  The  two  competing  groups  are 
each  given  a case  history  as  nearly  equal 
in  difficulty  of  solution  as  is  possible  to 
select,  and  they  are  graded  on  the  skill  with 
which  the  case  is  presented,  the  accuracy 
of  their  diagnosis,  as  compared  with  Dr. 
Cabot’s  and  the  autopsy  findings.  The  judg- 
es, three  in  number,  are  chosen  at  the  be- 
ginning of  the  course  and  serve  for  one  year. 

The  grades  given  by  the  judges  at  each 
meeting  are  placed  in  a sealed  envelooe, 
which  is  then  given  into  the  custody  of  the 
secretary,  who  retains  them  until  the  end 
of  the  year,  when  they  are  all  delivered  to 
the  judges,  who  determine  the  winning 
group.  In  addition  to  the  grading  of  the 
judges,  an  allowance  of  twenty  points  out 
of  a possible  one  hundred  is  given  a group 
for  a perfect  attendance  record  each  night. 
This  rating  is  also  taken  into  consideration 
in  determining  the  winner.  The  judges  are 
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also  custodians  of  the  Boston  Medical  Jour- 
nal, as  it  is  received  through  the  mail,  and 
are  charged  with  the  duty  of  selecting  the 
cases  for  discussion,  having  them  mimeo- 
graphed and  distributed  to  members  two 
weeks  in  advance  of  the  meeting. 

At  competitive  meetings  each  group  is  al- 
lowed thirty  minutes,  neither  more  nor  less, 
for  the  discussion  of  the  case  assigned  them 
by  the  judges.  The  captain  of  each  group 
decides  as  to  how  the  case  will  be  presented 
by  his  group  and  how  many  and  who  shall 
sneak  for  his  group.  The  only  restriction 
placed  upon  him  is  that  his  group  mav  not 
exceed  thirtv  minutes  and  he  must  call  up- 
on his  various  group  members  an  equal 
number  of  times  in  the  year.  After  a group 
has  concluded  its  discussion,  one  of  the 
judges  reads  the  discussion  of  Dr.  Cabot 
and  the  report  of  the  autoosy  findings,  af- 
ter which  the  judges  retire  and  prepare 
their  rating  of  the  group. 

Immediately  after  the  close  of  the  course 
of  study  an  annual  banquet  is  held  at  which, 
it  is  needless  to  add,  the  attendance  is  100 
per  cent.  After  dinner,  each  group  captain 
is  requested  to  tell  how  and  why  his  group 
won.  Then  the  Chairman  of  the  board  of 
judges  announces  the  winning  group.  The 
two  losing  grouns  pay  for  the  dinner.  The 
winning  group  is,  therefore,  the  guest  of 
the  two  good  losers.  This  year  the  winning 
group  won  by  11/100  of  one  per  cent  and 
the  lowest  group  was  within  one  and  one- 
half  per  cent  of  the  winner. 

RESULTS 

(1)  This  year  we  had  an  average  of 
twenty-one  doctors  at  each  meeting,  or  a 
general  average  of  99.5  per  cent  attend- 
ance for  the  three  groups  for  the  series  of 
winter  meetings.  We  mention,  with  consid- 
erable pride,  this  remarkable  percentage  for 
attendance  and  present  it  as  evidence  that 
we  have  developed  an  interesting  plan  for 
post  graduate  work. 

(2)  Men  who,  at  the  beginning  of  the 
course,  could  not  get  up  on  their  feet  and 
talk  because  of  “stage  fright,”  are  now  con- 
suming the  full  time  allotted  to  them,  dis- 
cussing their  cases  with  zeal  and  enthusi- 
asm. 

(3)  The  division  of  the  doctors  into  well 
balanced  groups  and  placing  these  groups 
in  competition  with  each  other  is  believed 
to  be  an  important  feature  of  the  scheme 
for  study  which  we  have  developed,  4)ecause 
it  promotes  fellowship  and  good  feeling,  a 
wonderful  degree  of  cooperation,  and  stim- 
ulates each  individual  in  the  group  to  en- 
gage in  intensive  study,  in  order  that  he 
may  carry  his  share  of  the  group  burden. 


(4)  Last,  but  most  important  of  all.  it 
has  taught  us  to  carefully  evaluate  and 
draw  logical  deductions  from  the  data  avail- 
able, and  we  are  confident  that  this  train- 
ing has  made  better  doctors  of  all  of  us. 

CONCLUSION 

“It  means  much  to  have  been  with  the 
masters.  Not  all  of  us,  unfortunately,  can 
trail  with  the  great,  or  find  opportunities 
for  training  under  the  celebrated  of  the 
earth.”  (Royster).  However,  for  nine  eve- 
nings each  winter  since  1921,  we  have,  fig- 
uratively speaking,  transported  Dr.  Richard 
C.  Cabot  and  his  colleagues  from  the  Massa- 
chusetts General  Hospital,  Boston,  to  Pres- 
cott, Arizona,  at  no  greater  COST  than  a 
subscription  to  the  Published  Cabot  Clinics, 
or  the  Boston  Medical  and  Surgical  Journal, 
plus  the  EFFORT  necessarv  to  operate  the 
plan  just  described.  The  effort  would  have 
been  abortive  vears  ago.  were  it  not  for  the 
fact  that  we  have  at  Whipple  and  in  our 
County  Society,  doctors  with  a genuine 
thirst  for  medical  knowledge,  a determina- 
t'on  “to  know  what  others  have  known.” 
and  what  others  know,  coupled  with  a will 
to  do  and  an  inherent  compatibility,  which 
enables  us  to  work  together  as  a guild. 

Gentlemen,  we  recommend  this  plan  for 
your  earnest  consideration,  and  we  predict 
that,  if  you  adopt  it  in  your  respective  coun- 
tv societies,  you  w'H  not  be  disappointed  in 
the  results  you  will  obtain,  and  that,  after 
experience  with  it,  you  will  be  as  enthusi- 
astic about  it  as  we  are. 

My  colleagues  will  now  discuss  a ca.se 
that  was  selected  for  them  by  the  Chairman 
of  the  judges,  who  served  our  Society  dur- 
ing the  past  winter.  This  will  be  presented 
exactly  as  it  is  done  in  our  Society.  The 
members  presenting  this  case  have  blasted 
out  their  diagnosis  from  the  data  <nven  in 
the  case  history,  and  have  not  read  or  been 
informed  as  to  what  Dr.  Cabot’s  diagnosis 
was,  or  the  autopsy  findings. 

INTRODUCTION 

Dr.  R.  N.  Loonev,  Prescott,  Arizona 

The  members  selected  for  the  discussion 
cf  this  case  are  Drs.  W E.  McWhirt,  E.  W. 
Loewy,  and  John  W.  Flinn. 

Dr.  McWhirt  will  make  the  presentation 
of  the  case,  as  it  has  been  handed  to  us. 
Dr.  Loewy  will  discuss  the  history  and  the 
general  symptoms,  while  Dr.  Flinn  will  dis- 
cuss the  diagnosis  and  symptoms  bearing 
on  the  final  diagnosis.  After  this  the  sealed 
discussion  of  Dr.  Cabot  and  autopsy  report 
will  be  broken  open  and  read. 

PRESENTATION  OF  CASE  HISTORY 

Dr.  W.  E.  McWhirt,  Whipple,  Ariz. 

A Russian  Jewish  furniture  finisher  forty-one 
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years  old  entered  August  5 complaining  of  breath- 
lessness on  exertion  for  the  past  month. 

Seven  weeks  before  admission  he  found  he  tired 
easily.  At  the  end  of  his  day’s  work  he  felt  like 
sleeping,  whereas  formerly  he  had  been  quite 
active.  His  appetite  had  been  very  poor.  He  had 
frequent  belching  of  gas.  occasional  nausea,  and 
once  vomited.  He  occasionally  had  dull  epigastric 
pain.  The  symptoms  increased  until  four  weeks 
before  admission  he  had  to  give  up  his  work  and 
for  several  weeks  had  been  resting  on  a farm.  He 
became  very  weak  and  had  dyspnea  and  palpita- 
tion on  exertion.  The  dyspnea  increased  progres- 
sively. For  four  weeks  his  skin  had  been  very  yel- 
low. During  the  past  week  he  had  felt  dizzy  even 
while  lying  in  bed,  and  had  had  not  headache  but  a 
feeling  that  his  head  was  heavy  and  large.  For  a 
week  he  had  urinated  once  at  night.  His  best 
weight  was  150  pounds;  his  weight  in  the  Out- 
Patient  Department  August  3,  148  pounds. 

Records  of  the  Out-Patient  Department  show  a 
visit  ten  years  before  he  entered  the  wards.  His 
chief  complaint  then  was  “pains  all  over.”  Exam- 
ination was  negative.  The  blood  was  not  examined. 
Two  days  before  admission  he  again  went  to  the 
Out-Patient  Department  complaining  of  “dizzy  and 
fainting  spells.” 

The  family  history  is  unimportant. 

For  the  past  ten  years  he  had  had  marked  shoot- 
ing pains  over  his  body.  Eight  years  before  admis- 
sion he  had  a touch  of  influenza.  For  six  years  he 
had  had  attacks  of  rheumatism  in  the  feet,  knees, 
back  and  hands.  For  six  years  he  had  had  pyor- 
rhea. His  teeth  were  carious.  Occasionally  while 
working  inside  he  had  nose-bleed.  He  used  shellac, 
varnsih,  paints  and  benzol  in  his  work.  He  former- 
ly had  periods  of  dizziness.  He  had  occasional 
chest  pain,  not  severe. 

Examination  showed  a well  nourished  man  with 
a lemon  yellow  pallor.  Mucous  membranes  extreme- 
ly pale.  Teeth  decayed,  many  missing.  Marked 
pyorrhea.  Lungs  clear.  The  apex  impulse  of  the 
heart  was  in  the  fifth  space,  coinciding  with  the 
left  border  of  dullness,  10  centimeters  from  mid- 
sternum.  1 centimeter  outside  the  midclavicular 
line.  No  other  enlargement  to  percussion.  Action 
regular.  Sounds  of  poor  quality.  Pulmonic  second 
sound  accentuated.  A harsh  systolic  murmur  along 
the  left  sternal  border.  Pulses  and  arteries  nor- 
mal. Blood  pressure  110/60  to  140/55.  Abdomen 
rather  full.  Shifting  dullness  in  flanks.  No  fluid 
wave.  Slight  tenderness  in  the  right  upper  quadrant 
below  the  costal  margin.  Rectal  examination  nega- 
tive. Reflexes  active.  Extremities  hypersensitive  to 
vibration.  Fundi  showed  several  small  patches  of 
hemorrhage.  Discs  somewhat  indistinct.  Some 
small  white  patches  near  the  hemorrhages. — scars. 

Amount  of  urine  33  to  80  ounces,  alkaline  at  one 
of  twelve  examinations,  neutral  at  one.  specific 
gravitv  1.005  to  1.022.  the  slightest  possible  trace 
of  albumin  twice,  sediment  showed  occasional 
white  blood  corpuscles  in  five  specimens,  occasion- 
al reds  in  four.  Renal  function  50  per  cent.  (Two 
tests.)  Blood  examination  at  entrance  showed  2,900 
leucocytes,  21  per  cent,  polynuclears.  26  per  cent, 
lymphocytes,  1 per  cent,  eosinophiles,  6 per  cent, 
large  mononuclears.  2 per  cent,  basophiles,  8 per 
cent,  unclassified;  36  per  cent,  myelocyte  series; 
hemoglobin  50  per  cent.,  reds  1.376.000.  a.nisocyto- 
sis,  poikilocytosis.  macrocytosis.  stippling,  polv- 
chromatophilia  platelets  diminished,  reticulated 
cells  2 per  cent.  Later  counts  are  indicated  in  the 
Hiart.  Wassermann  negative.  Non-protein  nitrogen 
33  milligrams.  Icterus  index  5-8.  (Slight  hemol- 
ysis.) Bleeding  time  12  to  14  minutes.  Clotting 
time  10-14  minutes.  Clot  retraction  definite  but 
poor  after  twenty-four  hours  with  three-quarters 


volume  of  white  clot  uppermost.  Consistency  firm 
and  rubbery.  Gastric  analysis:  fasting  contents,  31 
cubic  centimeters,  turbid,  colorless,  acrid,  mucoid: 
free  hydrochloric  acid  13,  total  acid  28,  guaiac  neg- 
ative. Test  meal  33  cubic  centimeters,  white,  sweet, 
thick  bread  suspension,  free  hydrochloric  acid  05, 
total  acid  50,  guaiac  negative.  Blood  culture  Aug- 
ust 13  showed  streptococcus  and  staphylococcus. 

X-ray  August  9.  The  outline  of  the  left  kidney 
was  indistinctly  seen.  It  seemed  rather  large.  The 
right  kidney  was  not  made  out.  No  abnormal  shad- 
ows were  present.  Barium  enema:  colon  appeared 
normal  in  contour.  No  filling  defects  seen  to  sug- 
gest organic  disease.  The  palpable  tumor  mass  ap- 
peared extrinsic  to  the  transverse  colon.  (The  clini- 
cians found  no  mass.)  There  was  nothing  unusual 
in  the  appearance  of  the  lungs  or  the  long  bones. 
The  heart  shadow  was  rather  wide  across  the  base 
in  the  region  of  the  auricles.  In  the  left  lower 
molar  region  were  two  rounded  areas  of  diminished 
density  suggesting  bone  destruction,  perhaps  sec- 
ondary to  recent  extraction,  but  the  most  anterior 
area  was  rather  large  and  suggested  partial  bone 
destruction.  September  3 there  had  been  no  marked 
change  in  the  appearance  of  the  left  portion  of 
the  mandible  since  the  previous  observation.  The 
area  of  diminished  density  was  still  present.  Sep- 
tember 8 the  finidngs  were  the  same.  There  was 
no  positive  evidence  of  osteomyelitis. 

The  temperature  was  normal  at  entrance,  then 
99°  to  105°  until  operation.  Before  operation  the 
pulse  was  80  to  120,  the  respiration  18  to  36. 

Consultations:  Oculist:  Hemorrhagic  retinitis, 

both  eyes.  Numerous  retinal  hemorrhages  confined 
to  arteries  at  the  terminals.  Hemorrhages  are  ac- 
companied by  small  grayish-white  spots^  Optic  discs 
are  slightly  paler  than  normal  and  appear  sligntly 
blurred.  Several  red  patches  with  white  centers 
are  present.  Dentist:  Lower  left  molar  extracted. 
X-ray  shows  no  pathology  in  bone.  Will  check  up 
in  a week  with  repeats  to  determine  any  advance- 
ment in  possible  beginning  of  necrosis.  Eye  and 
Ear  X-ray:  Sinuses  negative.  First  surgeon:  Infec- 
tion of  tooth  socket,  probably  osteomyelitic,  pres- 
ent. No  treatment  indicated  other  than  oral  lavage. 
Second  surgeon:  Advise  operation. 

There  was  much  difference  of  medical  opinion  ai 
to  the  diganosis.  August  14  the  temperature  rose 
to  105°,  the  respiration  to  35.  There  was  expira- 
tory grunt  and  at  the  right  base  dullness,  loud 
voice  and  breathing  and  moist  rales.  It  was  thought 
this  might  be  a terminal  event;  but  the  following 
day  the  temperature  fell  to  101°  and  the  rales  dis- 
appeared. The  abdomen  was  distended.  August  16 
there  was  definite  gangrene  of  the  cheek.  That 
day  700  cubic  centimeters  of  blood  was  transfused. 
Two  days  later  the  jaw  looked  better  and  the  pa- 
tient felt  better. 

It  was  believed  that  operation  offered  the  only 
hope.  August  20  it  was  done,  followed  by  transfu- 
sion of  600  cubic  centimeters  of  blood.  Two  days 
later  there  was  apparently  some  pneumonia  involv- 
ing the  left  lower  lobe.  The  leucocyte  count  was 
20,000.  The  temperature  was  102°,  the  pulse  130. 
the  respiration  53.  He  improved  considerably  and 
by  the  26th  the  temperature  was  nearly  normal,  he 
looked  much  less  anemic  and  felt  stronger  and  the 
lung  condition  was  almost  cleared  up.  He  continued 
in  about  the  same  condition,  with  some  tempera- 
ture. September  1 there  was  some  infection  and 
hemorrhage  in  the  region  of  the  left  lower  pos- 
terior molar.  Two  days  later  he  felt  and  looked  bet- 
ter. Blood  examination,  however,  showed  little  im- 
provement. A smear  showed  the  red  cells  in  gen- 
eral well  filled,  though  some  showed  achromia; 
moderate  poikilocytosis,  few  macrocytes  or  true 
tiny  microcytes,  occasional  polychromasia,  an  in- 
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frequent  normoblast,  no  megaloblasts  or  megaka- 
ryocytes. Platelets  seemed  essentially  normal,  but 
were  found  only  one  to  75  red  cells.  There  were 
many  white  cells  of  which  the  majority  were  leuko- 
blasts, — i.e.,  very  immature,  abortive  and  sport 
cells.  A “crude  classification"  was  made, — IS  per 
cent,  polymorphonuclears,  36  per  cent  myelocytes, 
22  per  cent,  premyelocytes,  5 per  cent,  myeloblasts. 

From  this  point  the  patient  went  downhill  with 
increasing  rapidity.  On  the  19th  he  was  delirious. 
The  leucocyte  count  was  1600.  September  20  he 
became  comatose.  That  afternoon  he  died. 

GENERAL  DISCUSSION 

Dr.  E.  W.  Loewy,  Whipple,  Ariz. 

The  history  and  findings  in  the  case  we 
have  for  discussion,  have  just  been  given 
you  by  my  predecessor.  The  signs  and  symp- 
toms involve  every  region  of  the  body  and 
hint  at  many  possible  diagnoses,  but  the 
one  outstanding  feature  in  the  report  is  the 
blood  examinations,  which  show  a very  def- 
inite anemia  of  high  degree. 

The  problem  which  should  first  engage 
our  attention  is,  whether  or  not  sufficient 
signs  and  symptoms  are  present  to  justify 
us  in  diagnosing  some  condition  or  disease 
to  which  the  anemia  is  secondary. 

The  mention  of  the  large  left  kidney  in 
the  x-ray  report  makes  us  think  of  those 
organs  as  the  possible  offenders,  but  the 
normal  non-protein  nitrogen  test  and  the 
absence  of  high  blood  pressure,  enlarged 
heart,  loss  of  weight,  influence  us  to  rule 
out  kidney  disease  of  sufficient  advance- 
ment to  cause  such  a grave  anemia,  even 
with  a trace  of  albumin  and  a 50  per  cent 
renal  functional  test.  It  seems  probable  that 
such  changes  as  are  present  in  the  kidneys 
can  be  considered  secondary,  and  not  pri- 
mary to  the  anemia. 

The  absence  of  blood  in  the  urine,  lack  of 
cachexia  and  of  metastases  would  rule  out 
malignant  disease,  especially  hypernephro- 
ma. 

The  pronounced  yellow  color  of  the  skin, 
together  with  prolonged  but  indefinite  symp- 
toms of  indigestion,  leads  us  to  inquire  into 
the  liver  as  a possible  primary  offender. 
The  absence  of  any  marked  tenderness  or 
any  enlargement,  and  the  low  icterus  index, 
force  us  to  conclude  that  the  discolored  skin 
is  merely  part  of  the  picture  of  anemia. 

A history  of  increasing  weakness  and 
dyspnea  always  suggests  a heart  lesion. 
Could  there  be  an  endocarditis  or  any  other 
cardiac  condition  present  that  is  the  basis 
for  this  man’s  condition?  There  is  a slight 
enlargement  and  a systolic  murmur  present 
that  is  not  transmitted.  It  is  much  more 
probable,  judging  from  the  meager  informa- 
tion given,  that  the  heart  signs  are  caused 
by  the  anemia,  as  no  proof  exists  of  an  or- 
ganic lesion. 
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The  palpable  tumor  was  found  in  the  ab- 
domen by  the  roentgenologist,  but  not  found 
by  clinician,  and  the  shifting  dullness  in  the 
flanks,  which,  of  course,  means  fluid,  would 
lead  us  to  investigate  the  gastro-intestinal 
tract  for  malignancy.  The  absence  of  loss  of 
weight  would  be  almost  sufficient  to  rule  out 
malignancy,  even  if  we  did  not  have  a nega- 
tive x-ray  and  chemical  analysis  of  the 
stomach  contents  to  assist  us.  With  both 
taken  into  consideration,  the  diagnosis  of 
malignancy  in  the  gastro-intestinal  tract  is 
untenable,  in  fact  there  is  no  definite  evi- 
dence of  the  existence  of  malignancy  any- 
where. The  x-ray  shows  the  lungs,  medias- 
tinum, long  bones,  negative.  This  causes  us 
to  rule  out  at  this  point  a form  of  secondary 
aplastic  anemia,  known  as  myelophthisic 
anemia,  caused  by  metastases  of  malignant 
growths  into  the  red  bone  marrow,  which 
metastases  so  interfere  with  blood  produc- 
tion of  the  red  bone  marrow  as  to  present 
a blood  picture  somewhat  similar  to  that 
shown  in  this  case. 

One  of  the  most  frequent  causes  of  an- 
emia is  sepsis,  of  which  we  have  a suspi- 
cious history  in  this  case.  For  six  years  he 
has  had  pyorrhea  and  attacks  of  rheuma- 
tism, which  shows  a condition  of  chronic  in- 
fection. He  evidently  had  an  abscessed 
tooth,  which  the  dentist  extracted,  which 
extraction  was  followed  by  gangrene  of  the 
cheek.  They  also  discovered  a probable  oste- 
omyelitis of  the  lower  jaw,  the  diagnosis  of 
which  rested  largely  on  x-ray  reports  of 
rarefication.  An  operation  was  done,  prob- 
ably to  drain  the  osteomyelitis.  About  this 
time,  or  shortly  before,  a blood  culture 
showed  positive  for  streptococci  and  sta- 
phylococci, which  certainly  established  a 
diagnosis  of  septicemia.  A final  diagnosis 
of  septicemia  with  osteomyelitis  of  the  low- 
er jaw  as  the  focus,  and  a profound  sec- 
ondary anemia,  would  most  beautifully  ex- 
plain the  evolution  of  this  case,  were  it  not 
for  the  fact  that  we  must  take  into  consid- 
eration the  history,  which  shows  that  the 
profound  anemia  existed  at  least  seven 
weeks  before  we  have  any  hint  of  septi- 
cemia being  present.  Furthermore,  he  lived 
exactly  one  month  after  his  operation  and 
his  progress  notes  seem  to  show  that  septi- 
cemia was  not  a factor  in  his  death. 

We  seem  to  have  exhausted  the  most 
common  causes  of  anemia,  especially  those 
covered  by  the  history  of  the  case,  and  are 
no  nearer  a diagnosis  than  when  we  start- 
ed, but,  tucked  away  in  an  inconspicuous 
statement  in  the  history,  is  the  following: 
“He  was  a furniture  polisher  and  used  ben- 
zol in  his  work.” 

He  was  in  daily  contact  with  this  chemi- 


cal,  which  we  believe  to  be  significant  and 
presenting  a key  that  unlocks  the  mystery. 
Chronic  benzol  poisoning  takes  the  form  of 
an  aplastic  anemia.  Benzol  is  a powerful 
leukotoxin,  destroying  the  white  blood  cells 
in  the  circulating  blood  and  the  parenchvme 
of  the  blood-forming  organs.  Marrow  tissue 
is  damaged  more  than  the  lymph  glands, 
with  a consequent  greater  destruction  of 
the  granular  leukocytes  than  the  lymph- 
ocytes. The  erythroblastic  tissue  of  the 
bone  marrow  is  destroyed,  although  the  red 
Cells  circulating  in  the  blood  are  damaged 
relatively  less.  Exposure  may  be  for  as 
short  a time  as  one  week.  Twenty  parts  of 
benzol  to  10,000  of  air  may  be  poisonous. 
Eighty  per  cent  of  the  benzol  is  absorbed 
when  exposed.  There  is  no  specific  treat- 
ment ; even  after  withdrawal  from  the  toxic 
influence,  the  pernicious  effect  may  con- 
tinue. 

We  believe  that  this  man  suffered  from 
chronic  benzol  poisoning  that  produced  an 
aplastic  anemia,  and  that  all  his  complica- 
tions wei’e  due  to  this  anemia. 

With  this  for  a tentative  diagnosis,  let  us 
see  how  nearly  it  explains  the  facts  given 
us. 

He  gives  a history  of  dizziness  and  dysp- 
nea, feels  tired  and  weak,  palpitation  on  ex- 
ertion and,  on  account  of  the  weakness  and 
dizziness,  is  compelled  to  give  up  work  and 
rest  on  a farm.  This  can  be  accounted  for 
by  his  severe  anemia,  as  also  the  lemon  yel- 
low pallor  of  the  skin,  hemorrhagic  retinitis, 
nose  bleed,  retardation  of  blood  clotting  and 
the  blood  pictures  presented. 

As  we  have  previously  ruled  out  all  sec- 
ondary anemias  except  that  of  benzol  poi- 
soning, it  remains  for  us  to  rule  out  pro- 
gressive pernicious  anemia.  A primary  an- 
emia in  which  no  cause  can  be  found,  with 
a more  or  less  characteristic  blood  picture. 
In  pernicious  anemia  we  have  a disease  with 
a profound  blood  destruction  as  a back- 
ground. It  vents  itself  particularly  upon  a 
destruction  of  the  red  blood  cells,  an  hem- 
olysis very  severe  in  character,  with  the 
blood  producing  tissues  untouched.  The  liv- 
er and  spleen  are  enlarged,  the  color  index 
of  the  cells  is  high.  There  is  an  heroic  at- 
tempt upon  the  part  of  the  blood-producing 
elements  in  the  bone  marrow  to  turn  out 
red  cells  to  replace  those  destroyed,  hence 
we  have  set  free  in  the  circulating  blood, 
great  numbers  of  abnormal  red  cells  that 
are  immature  in  character,  many  nucleated 
reds  being  found.  But  the  blood  destruction 
is  more  rapid  than  the  production,  hence 
the  gradually  decreasing  red  count,  till  a 
fatal  issue  occurs. 

In  this  case  the  blood  picture  shows  a 
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marked  leukopenia  and  no  new  blood  pro- 
duction. The  red  cells  are  low  in  number, 
but  there  does  not  appear  to  be  any  marked 
attempt  of  the  hemipoitic  areas  in  the  red 
bone  marrow  to  throw  out  the  immature 
cells.  No  blasts  are  present,  excepting  a few 
just  prior  to  death.  The  liver  is  not  en- 
larged, nor  is  the  spleen,  to  any  marked  de- 
gree. There  is  also  a depressed  condition  of 
the  production  of  the  granular  type  leuko- 
cytes. The  count  is  2900,  1900,  1600,  with  a 
conspicuous  lowering  of  the  granular  cells 
and  a relative  increase  of  the  lymphocytes. 

When  we  consider  that,  in  chronic  benzol 
poisoning,  we  have  a destruction  of  the 
blood-producing  tissue  in  the  red  bone  mar- 
row, which  causes  a deficiency  in  the  pro- 
duction of  the  red  blood  cells  and  the  gran- 
ular leukocytes,  we  can  readily  see  why 
the  lymphocytes,  produced  from  lymphatic 
glands,  would  not  suffer  materially  in  this 
disease.  We  can  also  see  why  pernicious  an- 
emia is  not  considered,  as  there  is  no  pro- 
duction of  young  red  cells. 

Let  us  approach  the  septicemia  and  lung 
condition  in  view  of  our  diagnosis.  Nothing 
further  is  noted  in  the  history  concerning 
the  septicemia,  as  the  infection  did  not  run 
a charactei'istic  course.  There  were  no  chills, 
or  septic  temperature,  with  the  probable  ex- 
ception of  the  times  his  lungs  showed  evi- 
dence of  involvement.  He  survived  both 
lung  conditions  and  his  temperature  reached 
nearly  normal  on  August  26th,  and  he  did 
not  die  till  September  20th. 

We  have  two  lung  conditions  to  consider 
in  connection  with  the  jaw  infection  and  op- 
eration, one  before  and  one  after  operation. 
The  first  condition  came  on  suddenly,  with 
expiratory  grunt,  increased  temperature, 
pulse  and  respiration,  dullness,  increased 
voice  and  moist  rales  at  the  right  base ; this 
was  considered  a terminal  event,  but,  to 
their  great  surprise,  the  next  day  the  pa- 
tient improved  and  all  lung  signs  disap- 
peared. This  could  hardly  be  called  a pneu- 
monia, but  was  probably  due  to  an  embolus. 
There  is  no  blood  count  recorded.  The  sec- 
ond lung  condition,  somewhat  similar  to  the 
first,  but  named  in  the  history  as  a pneu- 
monia, occurred  after  the  operation,  with 
a blood  count  of  20,000,  but  no  differential 
count.  If  it  had  been  made  it  would  prob- 
ably have  shown  a lymphocytosis,  as  our 
final  diagnosis  would  indicate.  If  a pneu- 
monia, it  was  probably  an  aspiration  affair, 
following  the  operation  on  the  jaw.  Perhaps 
it  was  another  embolic  process,  as  benzol  is 
a fat  solvent  and  causes  fat  emboli.  In  eith- 
er event  the  patient  survived  it  also,  to  die 
later  of  his  anemia. 
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Our  diagnosis  is:  Chronic  benzol  poison- 
ing; secondary  aplastic  anemia;  septicemia. 

My  colleague,  Dr.  Flinn,  will  now  discuss, 
in  more  complete  detail,  the  blood  picture 
and  blood  conditions  bearing  on  the  diagno- 
sis of  this  case. 

DISCUSSION  OF  DIAGNOSIS 
Dr.  John  W.  Flinn,  Prescott,  Ariz. 

Two  questions  naturally  present  them- 
selves regarding  the  blood  condition  in  this 
case.  The  first  is,  on  what  part  of  the  blood 
picture  does  one  base  the  diagnosis  of  aplas- 
tic anemia.  The  second  question  is,  what 
is  the  underlying  pathological  condition 
which  gives  rise  to  the  symptom-complex 
known  as  aplastic  anemia. 

Although  the  word  anemia  literally  signi- 
fies lack  of  blood,  its  generally  accepted 
meaning  is  restricted  to  a reduction  in  the 
amount  of  hemoglobin  in  the  blood.  Since 
hemoglobin  is  found  in  the  red  blood  cor- 
puscles, its  amount  depends  on  the  number 
and  content  of  these  corpuscles.  In  health 
the  number  of  red  blood  corpuscles  is  kept 
at  a fairly  definite  equilibrium  by  a nicely 
adjusted  relationship  betwen  red  blood  cell 
formation  and  red  blood  cell  destruction. 

In  certain  diseases,  however,  this  equilib- 
rium becomes  disturbed  and  an  anemia  is 
produced,  either  by  a deficiency  in  red  blood 
cell  formation  or  by  an  excess  of  red  blood 
cell  destruction. 

The  red  blood  cells,  you  will  remember, 
are  formed  exclusively  in  the  bone  marrow. 
They  are  destroyed  in  the  blood  stream,  in 
the  spleen  and  in  the  liver.  Any  deficiency 
in  the  blood  forming  cells  of  the  bone  mar- 
row will  produce  an  anemia.  Any  excess  of 
blood  destruction  in  the  blood  stream,  in  the 
spleen  or  in  the  liver  will  cause  an  anemia. 

Thus  you  will  see  that  anemias,  from  the 
standpoint  of  their  origin,  naturally  divide 
themselves  into  two  great  classes:  first, 
those  due  to  deficient  blood  formation;  and 
second,  those  caused  by  increased  blood  de- 
struction. Aplastic  anemia  is  the  arch- 
type of  the  first  class ; pernicious  anemia 
is  the  outstanding  example  of  the  second 
class.  In  other  words,  in  aplastic  anemia 
the  underlying  pathology  is  a degeneration 
of  the  blood-forming  cells  of  the  bone  mar- 
row. In  pernicious  anemia  the  symptomatol- 
ogy is  produced  by  hemolysis — by  an  in- 
creased destruction  of  the  red  blood  cells. 

You  will  remember  that,  histologically, 
bone  marrow  contains,  in  addition  to  the 
marrow  plasma  cells,  three  other  distinct 
types  of  cells:  first,  erythroblasts ; second, 
myeloblasts;  and  third,  giant  cells,  or  mega- 
karyocytes. The  erythroblasts  develop  into 
normoblasts,  which  finally  lose  their  nuclei 


and  enter  the  blood  stream  as  erythi’ocvtes, 
or  red  blood  cells.  Myeloblasts  produce 
myelocytes,  and  these  in  turn  become  the 
granular  leukocytes  of  the  blood-stream — 
the  polynuclear  neutrophiles,  the  eosino- 
philes  and  the  basophiles.  The  giant  cells 
or  megakaryocytes  produce  the  blood  plate- 
lets. The  lymphocytes,  you  will  remember, 
are  not  formed  in  the  bone  marrow  but  are 
produced  in  the  lymphatic  tissue  of  the 
spleen,  the  intestines,  the  tonsils,  etc.,  and 
in  the  lymph  nodes. 

The  question  which  now  naturally  arises 
is,  what  changes  in  the  blood  picture  do  we 
expect  to  find  in  each  of  these  two  classes 
of  anemia.  In  both  classes  we  naturally  ex- 
pect a considerable  reduction  in  the  number 
of  red  blood  cells.  In  the  pernicious  type, 
however,  this  reduction  is  caused  by  an  in- 
creased destruction  of  these  cells.  What  is 
the  effect  of  this  excessive  hemolysis?  The 
effect  is  a demand  on  the  quite  healthy  bone 
marrow  for  increased  production  of  red 
blood  cells.  In  response  to  this  demand,  the 
bone  marrow  becomes  stimulated  and  hyper- 
plastic. In  its  efforts  to  speed  up  produc- 
tion, immature  cells  are  thrown  into  the 
blood-stream,  and  the  blood  picture  shows 
blasts  of  various  kinds, — erythroblasts,  nor- 
moblasts and  myeloblasts.  These  are  the 
two  outstanding  characteristics  of  the  per- 
nicious type  of  anemia:  first,  evidences  of 
hemolysis ; and,  second,  signs  of  hyperplasia 
of  the  blood-forming  area  of  the  bone  mar- 
row, evidenced  by  immature  cells  in  the 
blood  stream.  There  is  no  noticeable  change 
in  the  white  count,  that  is,  either  in  the 
number  of  granular  leukocytes  or  of  lympho- 
cytes. 

In  the  aplastic  type  of  anemia,  on  the 
other  hand,  instead  of  having  a hyperplasia 
of  the  blood-forming  cells  of  the  bone  mar- 
row, we  have  an  actual  degeneration  of 
those  cells.  We  have,  in  fact,  an  atrophy  of 
the  blood-forming  areas  in  the  bone  mar- 
row, and  a replacement  of  these  areas  by 
fat  and  connective  tissue.  What  is  the  con- 
sequence of  this  atrophy?  The  consequence 
is,  not  only  a lessened  production  of  red 
blood  cells  and  granular  leukocytes,  but  also 
a total  lack  of  response  on  the  part  of  the 
blood-forming  areas  to  the  demand  for  more 
cells.  These  areas  are  degenerated.  They 
are  unable  to  respond  to  the  demands  of 
the  blood,  no  immature  cells  are  found  in 
the  blood  stream.  Moreover,  as  there  has 
been  no  blood  destruction,  no  signs  of  hemo- 
lysis appear.  There  is  no  noticeable  change 
in  the  number  of  lymphocytes. 

This,  then,  constitutes  the  essential  dif- 
ference between  these  two  great  types  of 
anemia.  In  the  aplastic  type  we  have  an 
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atrophy  of  the  blood-forming  areas  of  the 
bone  marrow,  causing  a marked  decrease  in 
the  number  of  the  red  blood  cells  and  of 
granular  leukocytes.  As  these  atrophic 
areas  cannot  respond  to  the  demand  for 
more  blood  cells,  we  have  no  immature 
forms  in  the  blood  stream.  As  there  has 
been  no  blood  destruction,  we  have  no  signs 
of  hemolysis.  In  the  pernicious  type  of  an- 
emia, we  have  a marked  destruction  of  red 
blood  cells  indicated  by  definite  signs  of 
hemolysis.  This  blood  destruction  leads  to 
a hyperplasia  of  the  blood-forming  areas  in 
the  bone  marrow  and  immature  cells  in  the 
blood  stream.  There  is  no  great  change  in 
the  number  of  granular  leukocytes. 

Turning  now  to  the  blood  picture  in  this 
case:  We  find  (1)  marked  reduction  in  the 
number  of  red  blood  cells  and  of  granular 
leukocytes,  with  a practically  normal  lymph- 
ocyte count;  (2)  anisocytosis,  poikilocyto 
sis  and  stippling,  all  of  which  are  found  in 
any  severe  anemia;  (3)  polychromatophilia, 
indicating  the  presence  of  a small  number 
of  immature  red  cells,  and  we  have  reticu- 
lar red  cells  pointing  to  slightly  increased 
marrow  activity;  (4)  a high  color  index, 
which,  with  the  lemon-yellow  pallor  of  the 
skin,  indicates  hemolysis. 

What,  then,  is  the  general  interpretation 
of  this  blood-picture?  As  is  usually  the 
case,  the  blood-picture  is  not  pathogenic ; 
blood-pictures  rarely  are.  One  nearly  always 
must  turn  to  the  history  and  the  symptom- 
atology to  clinch  the  diagnosis. 

One’s  first  impression  of  this  blood-pic- 
ture is  that  it  points  rather  strongly  to  an 
aplastic  anemia.  Closer  study,  too,  confirms 
this  to  a considerable  degree.  We  have  here 
a marked  lack  of  red  blood  cells  and  of 
granular  leukocytes,  with  an  almost  entire 
absence  of  immature  cells.  It  is  hard  to  ac- 
count for  this  part  of  the  picture  by  any 
other  condition  than  a degeneration  of  the 
blood-forming  areas  of  the  bone  marrow. 
On  the  other  hand,  however,  we  have  dis- 
tinct signs  of  hemolysis,  a few  immature 
blood  cells,  and  some  indications  of  increased 
marrow  activity. 

Turning  now  to  the  history  and  symptom- 
atology of  this  case,  do  we  find  anything 
which  will  help  us  in  interpreting  this  rath- 
er complicated  blood-picture?  We  think  we 
do.  In  fact,  we  are  prepared  to  take  the 
definite  position  that  our  diagnosis  explains 
beautifully  the  blood  findings  in  the  case. 

What  do  the  history  and  the  physical 
examination  reveal?  They  show  a man  who 
has  worked  for  years  in  benzol  fumes.  Ben- 
zol is  one  of  the  most  generally  recognized 
causes  of  degeneration  of  the  blood-forming 


areas  of  the  bone  marrow,  leading  to  a very 
definite  secondary  aplastic  anemia. 

But  benzol  gives  rise  to  only  a partial 
aplasia  of  the  blood-forming  areas  of  the 
bone  marrow.  “Small  areas  of  normal  or 
even  compensatory  hyperplastic  marrow 
may  be  found.’’  This  would  account  for  the 
few  immature  blood  cells  in  the  circulation 
and  for  other  very  slight  signs  of  increased 
marrow  activity. 

This  would  not,  however,  account  for  the 
hemolysis.  But  there  is  another  very  dis- 
tinct feature  to  this  case.  Signs,  symptoms 
and  blood  culture  prove  conclusively  a 
streptococcus  septicemia.  We  believe  this 
quite  sufficient  to  account  for  the  blood 
destruction. 

Our  diagnosis  is  chronic  benzol  poison- 
ing; secondary,  aplastic  anemia;  general 
septicemia,  probably  secondary  to  tooth- 
socket  infection. 

DISCUSSION 

By  RICHARD  C.  CABOT,  M.  D. 

This  is  a set  of  general  symptoms  which  with 
the  extreme  pallor  and  the  low  red  count  that  1 
see  below  makes  one  think  that  most  of  his  symp- 
toms are  due  to  some  form  of  anemia,  whether 
primary  or  secondary  one  does  not  yet  see. 

You  get  a large  pulse  pressure  with  a great  many 
anemias,  both  primary  and  secondary.  It  does  not 
help  you  in  diagnosis  as  long  as  there  is  no  rea- 
son to  suspect  an  aortic  lesion. 

1 think  we  can  see  no  reason  to  suspect  his  kid- 
neys of  anything  in  particular. 

“Blood  culture  August  13  showed  streptococcus 
and  staphylococcus.”  Rather  unexpected.  We  have 
not  had  anythnig  to  suggest  fever.  One  does  not 
look  for  anything  like  this  blood  culture.  One  won- 
ders whether  it  is  going  to  be  confirmed.  There 
was  no  positive  evidence  of  osteomyelitis,  whioh  1 
think  they  are  thinking  of  because  of  the  positive 
blood  culture. 

I do  not  remember  anything  about  his  spleen,  but 
I take  it  it  was  not  enlarged. 

A House  Officer::  The  spleen  was  not  palpable. 

Dr.  Cabot:  We  have  no  reason  to  suspect  it  is 
enlarged.  We  do  not  hear  anything  more  about  the 
mass  or  enlargement  of  the  lymph  glands. 

Do  you  know  anything  about  this  abdominal  op- 
eration, Dr.  Jones? 

Dr.  Chester  M.  Jones:  Yes,  sir.  It  was  a splen- 

ectomy. 

Dr.  Cabot:  The  spleen  was  not  felt? 

Dr.  Jones:  No,  sir. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Cabot:  Now  let  us  put  together  the  definite 

data  as  we  have  them  here.  We  have  a positive 
blood  culture,  which  apparently  was  not  repeated. 
It  does  not  look  as  if  they  thought  much  of  it.  1 
do  not  know  why.  It  showed  both  streptococcus 
and  staphylococcus.  We  naturally  associate  that  with 
the  process  in  his  jaw.  Whether  or  not  it  is  asso- 
ciated with  that  process  I do  not  know,  but  they 
evidently  were  worried  about  that  process  in  his 
jaw.  Th9  rest  of  the  body  so  far  as  I see  shows 
nothing  to  explain  the  positive  blood  culture  until 
we  get  this  pneumonic  process,  although  it  does  not 
look  like  the  main  thing. 

A transfusion  comes  in  and  does  him  good.  So 
we  have  a patient  who  comes  in  with  anemia,  we 
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know  he  has  no  enlargement  of  the  spleen,  and  we 
have  this  sepsis,  and  we  have  nothing  else.  I should 
think  this  was  the  natural  place  to  take  up  discus- 
sion as  to  the  cause  of  this  anemia.  In  the  first 
place  we  naturally  think  of  pernicious  anentia.  He 
is  a.  middle-aged  man  who  without  any  definite  or- 
ganic lesions  such  as  cancer  or  tuberculosis  or 
syphilis  or  nephritis  shows  a profound  anemia.  But 
he  ought  not  to  have  pernicious  anemia.  Many  ot 
you  remember  the  discussion  just  a week  ago  at 
the  Brigham  Hospital,  where  we  were  confronted 
with  a very  similar  situation.  I shall  say  now  as  1 
said  then  that  the  points  against  pernicious  anemia 
are -the  absence  of  any  tongue  symptoms,  the  ab- 
sence of  any  numbness  of  the  fingers  or  toes,  the 
absence  of  any  definite  evidence  of  swinging  up 
and  down  or  any  remissions,  which  are  almost  nev- 
er absfent  with  pernicious  anemia,  and  lastly  the 
presedce  of  hydrochloric  acid  on  two  occasions  in 
hik  gastric  contents.  That  is  strong  evidence..  From 
the  Mood  itself,  as  far  as  the  red  cells  are  con- 
cerned. I do  not  believe  that  anyone  can  say.  As 
far  as  the  white  cells  are  concerned,  I would  rath- 
er not  say  anything  without  seeing  the  blood.  The 
difficulty  is  that  one  is  at  a great  disadvantage  in 
looking  at  blood  unless  one  has  stained  it  oneself. 

I do  not  believe  it  is  pernicious  anemia  from  the 
evidence  before  us. 

What  else  can  it  be?  Cancer  of  the  stomach  is 
always  a good  thing  to  think  of  on  general  prin- 
ciples. We  get  fooled  on  it  so  often.  Did  we  have 
an  X-ray  of  the  stomach? 

Dr.  Jones:  There  was  nothing  in  the  stomach,  Dr. 
Cabot. 

Dr.  Cabot:  Did  they  get  an  X-ray? 

Dr.  Jones:  Not  of  the  stomach. 

Dr.  Cabot:  We  have  this  chest  plate.  It  shows 
nothing  in  particular  in  relation  to  his  diagnosis,  I 
take  it,  I should  think  then  we  have  no  good  rea- 
son to  consider  cancer  of  the  stomach  any  further. 

What  about  sepsis?  Can  you  have  sepsis  with 
such  a low  count?  Yes,  you  certainly  can.  There 
are  a number  of  oases  cun  record  of  puerperal  sep- 
sis, and  not  only  cases  of  puerperal  sepsis,  with  a 
white  count  not  only  low  but  abnormally  low  like 
this.  So  far  as  the  total  white  count  is  concerned 
1 do  not  see  how  one  can  exclude  sepsis.  The  his- 
tory and  the  picture  in  the  rest  of  the  case  do  not 
seem  much  like  it.  It  does  not  seem  as  if  he  had 
enough  evidence  of  sepsis  to  explain  such  an  ex- 
traordinary anemia.  There  agarn  we  should  like  to 
know  whether  or  not  that  blood  culture  would  have 
been  posiitve  again  if  it  had  been  repeated. 

Dr.  Jones:  The  first  blood  culture  showed  no 

growth  in  one  flask  and  streptococcus  and  staphyl- 
ococcus in  the  other.  A second  one  was  taken,  but 
we  have  no  record  of  that. 

A.  House  Officer:  It  was  negative. 

Dr.  Cabot:  Then  I should  not  pay  a great  deal 

of  attention  to  that,  since  one  flask  was  negative 
and  a second  attempt  got  nothing.  One  takes  sep- 
sis as  the  main  cause  of  death  a little  less  serious- 
ly. if  that  is  ruled  out. 

You  all  remember  the  case  of  anemia  which  we 
studied  just  a week  ago  and  saw  the  marrow  sec- 
tions thrown  up  on  the  screen  and  called  myelo- 
blastoma. That  is  not  yet,  I think,  satisfactorily 
named,  but  as  far  as  the  anemia  is  concerned  it 
caused  a myelophthisic  form  of  anemia,  where  the 
marrow  is  pushed  out,  atrophied,  as  a result  of 
overgrowth  of  something  else  something  else  that 
seemed  to  suggest  none  of  the  lymphocyte  series 
in  that  case,  but  rather  something  of  the  myelocyte 
series,  so  that  in  the  end  it  seemed  to  Dr.  Minot 
and  the  others  who  talked  it  over  that  if  it  was 
called- a myeloblastoma,  it  would  be  better  than  any 
of  the  more  popular  names  like  leukanemia  or  aleu 


kemic  leukemia,  which  are  very  unfortunate  names. 

I certainly  do  not  see  any  evidence  to  say  that  this 
case  is  not  the  same  thing.  That  was  the  first  case 
with  necropsy  that  I have  had  anything  to  do  with. 
Without  more  study  of  the  blood  I cannot  say. 

Can  this  be  a splenic  anemia?  Not  under  any 
ordinary  definition  in  which  that  term  is  used  - 
with  a large  spleen,  which  is  apparently  not  pres- 
ent here. 

I do  not  know  what  kind  of  anemia  it  is.  It  may 
perfectly  well,  as  far  as  I see,  be  the  same  kind  we 
saw  a week  ago  at  the  Brigham  Hospital.  There 
is  nohting  in  this  description  of  the  blood  that 
makes  it  clearly  different  from  that,  so  far  as  I 
recollect.  The  only  thing  that  I feel  clear  about  is 
that  it  is  not  pernicious  anemia  or  the  ordinary 
type  of  aplastic  anemia.  It  certainly  does  not  cor- 
respond with  that  in  a good  many  respects.  That 
is  about  as  far  as  I can  go. 

Another  condition  which  I did  not  mention  and 
which  I cannot  exclude  is  lymphoid  leukemia  with 
a terminal  low  count.  I have  seen  a good  many 
cases  with  a high  white  count  until  a terminal  sep- 
sis knocked  it  down,  and  this  blood  so  far  as  I can 
tell  by  looking  at  one  specimen  for  a few  seconds 
is  not  unlike  that.  If  that  were  true  one  would  ex- 
pect to  find  the  bone  marrow  (on  which  the  whole 
definite  conviction  here  must  rest)  replaced  by  cells 
of  the  lymphocyte  series. 

A Student:  Could  it  have  been  related  to  his  oc- 
cupational history? 

Dr.  Cabot:  We  do  not  know  much  about  that. 
There  are  a number  of  substances  mentioned,  bur 
without  more  study  of  the  amount  of  benzol  he  in- 
haled or  the  presence  of  any  of  their  derivatives  in 
his  body  we  cannot  go  any  further.  I am  glad  you 
mentioned  it.  There  are  some  substances  men- 
tioned there  that  have  caused  intense  anemia. 

A Student:  What  are  your  objections  to  its  being 
an  aplastic  anemia? 

Dr.  Cabot:  In  the  first  place  there  is  too  much 

evidence  of  regeneration.  In  a true  aplastic  anemia 
we  do  not  see  evidence  of  regeneration ; but  there 
is  such  evidence  here.  Then  the  vast  majority  of 
cases  are  in  young  girls,  usually  under  thirty. 

A Student:  In  what  classification  do  these  sport 
cells  go? 

Dr.  Cabot:  Just  as  you  like — anywhere  you  feel 
like  putting  them. 

A Student:  If  it  is  a lymphoid  leukemia  how 

can  you  explain  the  number  of  myelocytes? 

Dr.  Cabot : If  I were  doing  that.  I should  not  sav 
that  they  are  myelocytes.  That  is  of  course  a rash 
thing  to  do  without  more  studv  of  the  blood. 

Will  you  discuss  this  case,  Dr.  Jones? 

Dr.  Jones:  This  is  one  of  the  most  doubtful 

cases  I have  seen.  It  is  interesting,  because  no- 
body was  able  to  agree  upon  the  actual  findings  in 
the  blood.  It  was  not  pernicious  anemia,  the  white 
cells  being  entirely  unusual  for  pernicious  anemia. 
There  was  free  hydrochloric  acid,  no  tongue  symp- 
toms, no  jaundice,  and  it  did  not  seem  like  a per- 
nicious anemia  clinically.  The  presenting  feature 
of  the  case  when  it  came  in  was  bleeding  from  the 
mouth  and  mouth  senses,  and  the  first  effort  was  to 
try  to  determine  whether  it  was  primary  or  sec- 
ondary. based  upon  submucous  hemorrhages  w,th 
subsequent  infection.  Those  are  verv  frequent  in 
various  types  of  anemia,  but  principally  in  the  type 
that  Dr.  Cabot  has  mentioned,  namely  lymphatic 
leukemia  with  a rather  aplastic  bone  marrow,  a 
lowering  of  platelets,  subsequent  hemorrhages  and 
then  infection.  It  is  rather  common  for  us  to  see 
these  patients  come  in  with  mouth  infection.  We 
felt  that  the  sepsis  was  secondary  rather  than  pri- 
mary. The  question  as  to  the  actual  process  going 
on  was  never  decided.  After  a lot  of  discussion  we 
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finally  agreed  to  compromise  and  came  to  the  con- 
clusion that  probably  the  case  was  a so-called  aleu- 
kemic leukemia,  a very  poor  term,  because  it  does 
not  describe  what  is  going  on.  The  characteristic 
blood  cells  of  which  Dr.  Cabot  bas  seen  a few  were 
not  easily  classified.  They  were  not  typical  lymph- 
ocytes and  were  not  typical  myelocytes.  When  we 
showed  them  to  Dr.  Wright  he  said  it  was  absolute- 
ly impossible  to  classify  them— simply  sport  cells, 
probably  of  myeloid  origin,  but  he  could  not  tell. 
As  the  disease  progressed  it  was  evident  that  there 
was  more  or  less  hypoplasia,  with  a lymphocytic  or 
myelocytic  formula,  rather  than  a polynuclear,  and 
there  was  a low  white  count  except  on  certain  oc- 
casions, when  there  was  very  marked  increase  in 
the  sepsis  and  continued  hemorrhages  from  the 
buccal  mucous  membranes.  Here  was  a case  with 
marked  anemia,  a low  white  count,  sepsis  and  quite 
a definite  amount  of  aplasia.  The  spleen  was  not 
palpable.  We  did  not  know  what  to  do  with  the 
man.  Transfusion  helped  him  only  temporarily. 
It  stopped  his  hemorrhages  for  a very  short  time, 
a question  of  two  or  three  days;  then  the  hemor- 
rhage would  recommence.  We  had  one  case  the 
year  previous  which  resembled  this  case  rather 
closely.  The  white  cells  were  not  quite  the  same, 
but  there  was  aplasia.  There  was  not  a large 
spleen.  The  man  had  been  transfused  repeatedly 
with  very  little  improvement.  We  finally  did  a 
splenectomy,  because  the  man  was  in  very  bad  con- 
dition and  was  willing  to  try  any  kind  of  treatment 
that  offered  a chance  of  recovery.  He  developed 
a very  good  remission  as  far  as  the  red  cells  were 
concerned  and  at  present  is  alive — two  years  and 
some  months  after  the  operation — with  a perfectly 
normal  red  count. 

We  also  had  one  case  that  was  operated  upon  in 
the  hospital  some  seventeen  years  ago  and  which 
is  a little  like  this  case.  The  diagnosis  was  in 
doubt  before  operation.  The  patient  did  have  a 
spleen  that  was  slightly  enlarged.  A splenectomy 
was  done  subsequently.  Within  a few  months  after 
it  the  patient  improved  and  at  the  same  time  de- 
veloped a leueocytosis  and  a blood  picture  absolute- 
ly typical  of  myelogenous  leukemia.  She  is  still 
living,  one  of  the  few  cases  of  this  disease  that 
have  lived  as  long  as  she  has  following  a splenec- 
tomy. 

With  that  background,  in  spite  of  the  fact  that 
the  spleen  was  not  enlarged,  our  only  chance  of  ef- 
fecting any  change  in  this  case  seemed  to  be  a 
splenectomy.  This  was  done.  After  it  he  did  im- 
prove for  a short  time,  the  reticulated  count  went 
up  and  the  red  cells  showed  a definite  increase, 
outside  of  transfusion.  The  white  cells  however 
remained  abnormal  throughout.  He  finally  died 
from  slight  hemorrhage  and  more  sepsis. 

The  diagnosis  as  far  as  we  were  concerned  was 
never  settled,  but  we  had  felt  that  probably  we  had 
been  dealing  with  a case  of  peculiar  anemia  due  to 
a so-called  aleukemic  leukemia. 

Dr.  Cabot:  Is  there  anyone  else  here  who  saw 

the  case  during  life? 

Dr.  Raphael  Isaacs:  There  were  certain  features 
in  this  case  that  pointed  to  chronic  or  subacute 
benzol  poisoning. — the  decreased  number  of  plate- 
lets, the  hemorrhages,  the  gastrointestinal  symp- 
toms which  are  found  in  all  cases  characteristic 
of  benzol  poisoning,  also  a reduction  in  resistance 
to  infection.  The  antibodies  apparently  are  not 
active  as  normal,  and  patients  with  subacute  and 
acute  benzol  poisoning  are  very  prone  to  sepsis.  If 
this  man  had  benzol  poisoning  the  infected  teeth 
were  a starting  point  for  sepsis.  The  uric  acid  ex- 
cretion is  not  increased.  According  to  some  Die 
leucocytes  are  really  in  the  inside  of  the  body,  in 
the  capillaries  of  the  liver  and  the  spleen.  So  we 


probably  may  not  have  abnormal  leucocyte  de- 
struction in  the  beginning.  After  a time  however 
in  benzol]  poisoning  the  bone  marrow  itself  pro- 
duces abnormal  cells  and  may  become  aplastic. 
Under  such  circumstances,  especially  in  the  pres- 
ence of  sepsis,  it  is  possible  that  the  bone  marrow 
would  make  every  effort  to  produce  new  cells.  We 
found  abnormal  cells.  We  should  probably  find 
abnormal  cells  in  different  organs  from  the  mye- 
locytic series.  The  other  symptoms  are  those  of 
anemia  and  symptoms  which  may  be  present  in 
chronic  benzol  poisoning  wtih  sepsis  and  secondary 
reaction  on  the  part  of  the  bone  marrow. 

A Student:  Was  there  evidence  that  he  had  close 
contact  with  benzol? 

Dr.  Cabot:  It  is  mentioned,  but  it  does  not  say 
how  close. 

Dr.  Jones:  We  went  into  his  industrial  history. 
He  was  a furniture  polisher  and  had  used  benzol 
from  time  to  time.  None  of  the  other  men  on  the 
same  job  had  any  benzol  poisoning  symptomatical- 
ly. 

Dr.  Cabot:  It  seems  to  me  that  that  is  an  essen- 
tial link  in  your  chain.  Benzol  is  a substance  a 
good  many  people  use  and  do  not  have  any  trouble 
with.  You  have  to  say  that  he  is  using  more  of  it 
or  in  some  way  he  gets  more  in  his  system  than 
another  person.  It  might  be  a special  idiosyncrasy 
or  sensitiveness,  but  that  is  rather  dangerous 
ground,  I think,  to  take. 

The  whole  interest  here  is  on  what  the  marrow 
is  going  to  show.  I have  gone  on  record  and  so  has 
Dr.  Jones  that  it  will  not  show  the  type  of  mar- 
row associated  with  pernicious  anemia.  Dr.  Jones 
thinks  it  will  show,  on  the  contrary,  some  aplastic 
anemia.  I do  not  feel  so  certain  about  that.  I have 
not  studied  the  case  so  much  as  he  has.  If  it 
were  a benzol  poisoning  it  should  show  in  the  mar- 
row chiefly  loss  and  not  increase  of  cells,  but  I 
should  say  that,  that  is  not  probable.  We  ought  to 
see  increase  of  cells,  on  the  whole  of  the  myelocyte 
type,  not  of  the  lymphocyte  type.  If  it  was  on  the 
other  hand  a lymphoid  leukemia,  with  the  white 
count  falling  suddenly  at  the  end  of  life,  then  the 
marrow  ought  to  show  increase  of  cells  of  the 
lymphoid  type.  These  are  the  possibilities  on  the 
two  sides.  I think  if  I had  to  go  without  any 
more  evidence  than  I have  I should  favor  the  last 
of  these  hypotheses. 

CLINICAL  DIAGNOSIS  (from  hospital  record) 

Leukemia,  myeloid. 

Stomatitis,  ulcerative. 

Splenectomy  for  aplastic  anemia. 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS 

Lymphoid  leukemia? 

ANATOMICAL  DIAGNOSIS 

Aplastic  anemia. 

Atrophy  of  the  bone  marrow. 

Dr.  Mallory:  The  bone  marrow  was  the  only 
thing  in  the  case  that  we  were  allowed  to  exam- 
ine. Much  to  everyone’s  surprise  it  was  an  ex- 
tremely atrophic  bone  marrow.  In  gross  it  was 
largely  fatty,  but  with  a slightly  more  gelatinous 
consistency  than  perfectly  normal  fatty  marrow.  It 
was  not  red,  as  it  would  be  in  pernicious  anemia, 
and  it  was  not  white,  as  you  would  expect  it  to  be 
in  a leukemic  process.  Very  few  cells  were  pres- 
ent in  the  microscopic  sections.  Of  the  ones  identi- 
fiable there  were  a considerable  number  of  eosin- 
ophils, very  few  myelocytes,  very  few  normoblasts 
and  practically  no  megakaryocytes  found.  A great 
deal  of  the  fat  tissue  was  replaced  with  a very  fine 
fibrillary  network  apparently  at  least  resembling 
coagulation  serum.  The  whole  picture  is  fairly 
characteristic  of  what  sometimes  is  called  a serous 
atrophy  of  the  bone  marrow.  So  far  as  I know  any- 
thing about  benzol  poisoning  that  is  consistent  with 
it,  but  by  no  means  diagnostic. 
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Dr.  Cabot:  Between  that  and  aplastic  anemia  is 
the  general  impression  you  get  from  the  marrow? 

Dr.  Mallory:  Yes. 

Dr.  Cabot:  It  seems  to  me  that  for  practical  pur- 
poses the  importance  of  this  case  and  the  one  last 
week  is  that  they  are  not  benefited  by  transfusions, 
and  we  cannot  hope  to  do  them  any  good  through 
the  feeding  of  liver. 

A House  Officer:  This  man  was  fed  liver. 

Dr.  Cabot:  I will  read  the  pathological  report  on 
the  spleen,  which  is  the  only  other  fact  we  have 
on  his  morbid  anatomy.  “Spleen  11x8x3.5  cm.  On 
section  firm,  dark  red,  with  normal  follicles.  Mi- 
croscopic examination  shows  the  natural  structure 
obscured  by  a diffuse  and  dense  infiltration  by 
cells  most  of  which  seem  to  be  of  the  nature  of 
myeloblasts  and  erythroblasts.  Some  megakaryocy- 
tes and  many  cells  containing  blood  pigment  are 
pres  en  t. — M yeloid  h y p er  pi  a si  a . ” 

Dr.  Mallory:  Dr.  Wright  also  saw  the  bone  mar- 
row. We  were  unable  to  bring  the  two  together  at 
all. 

Dr.  Cabot:  You  can  take  your  choice.  It  seems 
to  me  that  for  practical  purposes  the  diagnosis  of 
cases  like  this  is  now  between  (a)  the  intense  an- 
emia that  will  be  benefited  by  liver,  (b)  intense 
anemias  which  we  have  no  reason  to  suppose  will 
fc'e  benefited  bv  liver  and  (c)  those  benefited  bv 
SDlenectomy.  This  man  had  the  benefit  of  both  and 
did  not  get  better. 

A Student:  Do  you  think  the  operation  was  justi- 
fied? 

Dr.  Cabot:  Here  is  a man  on  whom  we  know 
nothing  definite,  whose  diagnosis  in  spite  of  a 
great  deal  of  study  cannot  be  settled,  and  we  are 
willing  to  take  any  chance.  Yes,  perfectly  justified. 

Dr.  Jones:  He  did  not  die  from  the  splenectomy 
at  all.  He  died  from  the  disease. 

A Student:  How  about  the  high  color  index?  Is 
not  that  unusual? 

Dr.  Cabot:  Yes.  This  whole  case  is  unusual. 

Everything  about  it  is  unusual.  I do  not  know  that 
any  of  us  will  ever  see  a case  just  like  it.  But  you 
can  say  certainly  that  it  is  unusual  to  have  any 
high  color  index  which  is  not  pernicious  anemia. 
T think  it  is  well  to  remember  that  he  did  not  have 
tongue  symptoms,  did  not  have  jaundice  and  did 
have  hydrochloric  acid. 

A Student:  With  the  bone  marrow  picture  given 
is  it  possible  that  that  is  lymphatic  leukemia? 

Dr.  Cabot:  No.  I think  that  diagnosis  is  impos- 
sible in  view  of  what  Dr.  Mallorv  has  said. 

A Student:  Then  what  conclusion  can  you  come 
to? 

Dr.  Cabot:  That  it  can  be  explained  as  benzol 
poisoning  or  aplastic  anemia  of  unknown  cause,  so 
far  as  the  marrow  goes.  It  seems  to  me  that  aplas- 
tic anemia  is  the  best  diagnosis.  Is  that  what  you 
think,  Dr.  Jones? 

Dr.  Jones:  It  is  not  idiopathic  aplastic  anemia 

of  the  usual  type.  It  is  very  unusual.  It  is  not  the 
typical  picture,  with  red  cells  simply  small  and 

pretty  well  shaped  and  lymphocytes  and  no  abnor- 
mal white  cells. 

A Student:  Is  not  the  clinical  picture  quite  typi- 
cal of  benzol  poisoning? 

Dr.  Cabot:  I should  say  an  essential  part  of  the 
clinical  picture  of  that  disease  is  the  knowledge 
of  an  tinusual  absorption  of  benzol.  That  we  have 
not  got. 

A Student:  Is  not  the  only  thing  against  the 

poisoning  the  simple  fact  that  you  have  not  got 

that  evidence?  It  does  not  exclude  the  diagnosis. 

Dr.  Cabot:  No.  I think  anyone  has  a perfect 

right  to  believe  it  is  that. 


A Student:  Are  there  other  cases  of  benzol  pois- 
oning showing  pictures  like  this? 

Dr.  Cabot:  Not  so  far  as  I know. 

Dr.  Jones:  Dr.  Minot  was  given  all  the  details 
of  the  case,  and  he  thought  it  was  not  characteris- 
tic of  benzol  poisoning.  That  was  before  we  nad 
seen  the  marrow. 


ARTIFICIAL  PNEUMOTHORAX 

F.  D.  VICKERS,  M.  D..  Medical  Director 
Holy  Cross  Sanatorium.  Demins;.  N.  M. 

Read  before  thp  New  Mexico  Medical  Society,  at 
its  Forty-fifth  Annual  Meeting,  a.t  Carlsbad.  N.  M., 
May  9 to  11.  1927. 

This;  talk  is  not  for  the  doctor  who  is  ex- 
pert in  giving  pneumothorax — and  there 
are  many  such  experts  in  this  part,  of  the 
country — hut  fov  the  general  practitioner, 
who  does  not  pav  much  attention  to  this 
method  o^  treatment  because  he  does  not 
do  it.  Rome  vears  previous  to  the  time  I 
hpp-an  giving  pneumothorax,  I was  convinced 
of  the  vahie  of  lung  compression  bv  fluid  in 
many  ca^es.  and  especially  in  the  case  of  a 
patient,  with  bilateral  p”imnnarr  tuberculo- 
sis who  came  to  New  Mexico  from  Louisi- 
ana He  had  been  working  to  support  a 
large  familv:  had  developed  influenza,  from 
wh'ch  he  was  not  able  to  recuperate;  he 
grew  gradually  worse  until  he  was  in  a 
dvin^  condition  from  much  trouble  in  both 
lungs — the  neighbors  were  sitting  up  with 
him  at  nivM  and  I looked  for  crepe  in  the 
morninq-.  He  persisted  in  living  and  finally 
d°ve1opc'd  fluid  in  thp  left  side  which  had 
the  greater  amount  of  trouble.  As  the  fluid 
deve’oned,  he  began  to  get  better,  to  eat, 
and.  to  make  a long  st.orv  short,  after  stav- 
ing in  bed  six  months,  he  got  out  of  bed  and 
went  back  to  Louisiana,  lived  several  vears 
and  finally  died  as  a result  of  an  accident. 

The  principle  involved  in  collapse  of  lung 
is  to  give  rest  to  the  lun'r — to  squeeze  the 
pus  out  of  the  lung  and  stop  the  secretions 
of  pus  and  toxins,  and  put  the  lung  at  rest. 
If  we  have  a io;nt  with  tuberculosis,  we 
stop  motion.  If  we  have  a lung  with  tu- 
berculosis. we  let  it  continue  to  breathe, 
with  many  movements  ner  minute  for  twen- 
ty-four hours  a dav.  If  we  can  stop  pro- 
duction and  absorption  of  toxins  we  bet- 
ter the  patient’s  general  condition  and  thus 
better  a not  too  active  condition  in  the 
other  lung,  a ’arvngitis,  or  tuberculosis 
elsewhere.  It  is  found  rossible  to  collapse 
one  lung  without  anv  had  effect  on  the 
heart  or  on  the  circulation,  a^d  to  continue 
that  cohanse  without  harm  for  an  indefi- 
nite period. 

While  the  general  practitioner  does  not 
take  a great  amount  of  interest  in  pneumo- 
thorax treatment  of  tuberculosis,  still  he  is 
the  doctor  who  treats  serous  pleurisy,  and 
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the  treatment  of  this  type  of  pleurisy  will, 
in  the  future,  be  closely  allied  with  the  idea 
of  lung  compression,  whether  by  fluid  or 
by  pneumothorax.  Pleurisy  with  effusion 
of  doubtful  etiology,  should  be  generally  ac- 
cepted as  the  result  of  tuberculosis  of  the 
lung,  quite  frequently  not  well  enough  de- 
veloped to  be  recognized.  It  seems  that  par- 
ticles of  dust  and  bacteria  that  get  into  the 
lung  by  inhalation  or  by  the  blood  stream 
and  remain  in  the  lung,  settle  at  the  peri- 
phery in  the  sub-divisions  of  the  lungs, 
which  are  sub-pleural.  When  there  is  an  al- 
lergic response  and  the  bacteria  are  held  in 
the  pleural  region,  we  can  easily  see  the 
tendency  to  get  pleurisy,  even  though  the 
x-ray  may  not  show  much  apparent  paren- 
chymatous infiltration.  While  the  lymph- 
atics of  the  bronchial  arteries  and  the  main 
venous  trunks  flow  towards  the  hilum,  the 
lymphatics  about  the  veins  just  beneath  the 
pleura  connect  with  the  pleural  network  of 
lymphatics  and  flow  towards  the  pleura. 
Leukocytes  engulf  one  or  more  of  the  bacil- 
li, retain  for  a time  their  mobility  and, 
when  arrested  in  the  capillaries,  permeate 
the  vessel  walls  by  diapedpsis,  reach  the 
lymphatic  channels  and.  if  not  arrested 
there,  are  carried  on  bv  the  current  to  the 
lymphatic  glands.  In  history-taking  of  tu- 
bercular patients,  it  is  common  to  get  a his- 
tory of  pleurisv  with  fluid  some  vears  pre- 
viously. Had  the  pleurisy  been  accepted  as 
tuberculosis  of  the  luntrs  and  the  patients 
been  treated  along  this  line  at  the  time, 
manv  would  have  been  prevented  from 
breaking  down  later.  The  fluid  was  aspirat- 
ed, and  again  asperated,  and  early  absorp- 
tion sought;  the  lung  was  not  compressed 
sufficiently  long,  and  the  follow-uo  treat- 
ment did  not  consider  the  cause — tubercu- 
losis ; hence,  the  patient  was  not  cured. 

The  treatment  in  general  practice  up  to 
recently  was  to  aspirate  to  trv  to  get  rid  of 
the  fluid,  and  not  to  consider  the  cause. 
Now  we  aspirate  only  enough  to  relieve 
pressure,  if  that  is  neecssary,  and  leave  the 
fluid  to  compress  the  lung  as  a treatment 
for  the  tuberculosis  of  the  lung,  which  is 
the  cause  of  pleurisy.  And  then  comes  the 
consideration  whether  it  is  not  advisable  to 
aspirate  more  or  less  of  the  fluid  and  re- 
place by  air.  or  possibly  by  oxygen,  when 
it  is  advisable  to  compress  the  lung  for  a 
considerable  lpnsrth  of  time.  If  the  fluid  is 
left,  adhesions  hetnn  to  form  at  the  top  of 
the  fluid,  the  fluid  is  pocketed  and  grad- 
ually absorbed,  leaving  adhesions  in  its  wake 
— fluid  does  not  surround  the  lung  as  does 
air,  but  the  lung  surrounds  the  fluid,  forming 
adhesions  and  gradually  absorbing  the  fluid. 
In  cases  of  pneumothorax  complicated  with 


fluid,  the  fluid  should  be  replaced  more  or 
less  by  air  if  we  are  desirous  of  keeping  up 
the  compression.  We  are  coming  to  the  time 
when,  if  it  is  considered  advisable  to  aspir- 
ate fluid  because  the  patient  is  not  doing 
well  on  account  of  the  absorption  of  too 
much  toxin,  or  by  reason  of  too  much  dis- 
turbance from  pressure  of  the  fluid,  we  will 
draw  off  more  or  less  of  this  fluid,  replac- 
ing it  with  air  to  a zero  pressure  and  keep- 
ing up  this  pressure  by  air  as  long  as  we 
desire  for  the  treatment  of  the  underlying 
cause  of  pleurisy.  And  we  will  find  our- 
selves considering  the  possibility  of  using 
pneumothorax  in  the  dry  pleurisy  before 
fluid  has  formed  and  before  too  many  ad- 
hesions have  formed. 

The  following  brief  case  summaries  are 
given  to  illustrate  some  points  in  pneumo- 
thorax therapy : 

Case  1.  J.  J.,  a young  man;  diagnosis  of  tuber- 
culosis right  lung.  May,  1926;  October,  1926,  de- 
veloped pleurisy  with  effusion  left  side;  the  sup- 
position, of  course,  is  that  he  had  tuberculosis 
in  left  side;  left  fluid  on  left  side  in  spite  of 
fact  that  his  more  marked  tuberculosis  was  in  right 
side.  Fluid  quite  well  absorbed  by  February,  1927 ; 
having  pleurisy,  with  pleurisy  rubs,  right  side, 
March,  1927.  and  x-ray  showed  pleurisy  with  effusion 
berculosis  of  intestines.  Had  flare-up  of  tempera- 
ture with  fluid  on  right  side;  pressure  so  great  that 
it  disturbed  him  somewhat  and  we  drew  off  little 
fluid  to  relieve  this  pressure.  Now  we  would  hesi- 
tate in  case  like  this  to  give  pneumothorax,  yet  we 
treat  both  sides  by  leaving  fluid.  Which  is  equiva- 
lent to  pneumothorax,  and  patient  does  all  right.  I 
believe,  if  this  fluid  were  partially  drawn  from 
right  side  and  replaced  by  air  so  that  we  can  keep 
up  compression  as  much  as  we  like  or  as  little  as 
we  like,  it  would  be  better  than  leaving  it  to 
chance  of  having  fluid  pocketed  and  absorbed,  per- 
haps before  we  want  it  absorbed. 

When  the  commonly  accepted  method  of 
treatment  by  rest,  fresh  air,  good  food  and 
general  management,  fails,  and  the  patient 
is  doing  badly,  then  think  of  pneumothorax. 

Pneumothorax  has  not  had  a fair  trial 
because  it  has  much  too  generally  been  giv- 
en as  a last  resort — too  late.  In  cases  where 
the  lesions  are  largely  one-sided  and  are 
not  doing  well,  pneumothorax  should  be 
tried  fairly  early. 

Case  2.  S.  U.,  young  woman;  when  she  came  to 
sanatorium  had  some  activity  with  tendency  to 
small  hemorrhages  occasionally;  put  to  bed  for  few 
months,  but  did  not  improve;  was  given  pneumo- 
thorax; later  turned  over  to  my  predecessor,  who 
kept  up  pneumothorax  for  two  years,  and  who  had 
these  x-rays  taken.  Fig.  1 illustrates  very  nicely 
bow,  in  early  cases  before  we  get  adhesions,  it  is 
possible  to  get  perfect  compression.  Fig  2 illustrates 
the  necessity  of  using  x-ray  to  guide  us  in  such 
cases — with  no  adhesions  and  with  a flexible  medi 
astinum,  how  easy  it  is  to  push  everything  over 
into  the  other  side.  These  two  pictures  were  taken 
August,  1923;  pneumothorax  was  kept  up  for  about 
two  years,  and  Fig.  3 shows  the  condition  in  Aug- 
ust, 1926,  with  lung  fully  expanded. 
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Case  3.  Mrs.  H.  H.  B„  a£fe  27;  first  diagno- 
sis March;  1924;  admitted  to  sanatorium  Novem- 
ber, 1925;  had  previous  sanatorium  care;  rales 
in  base  of  right  lung;  although  an  ideal  patient,  the 
trouble  did  not  clear  up  and,  January.  1926.  began 
pneumothorax;  got  out  of  bed  in  April,  1926,  re- 
turned to  home  in  western  Texas;  up  and  about, 
and  the  last  I heard  of  her,  she  was  riding  by  stage 
250  miles  for  re-fills. 


Case  4.  Mrs.  A.  S.,  age  2S;  first  diagnosis  fall 
of  1925;  entered  sanatorium  May,  1926;  in  bed  six 
weeks;  running  temperature,  losing  weight,  no 
prospects  of  doing  any  good;  pneumothorax  given; 
compressing  left  lung  (Fig.  4);  from  time  of  first 
treatment  to  present  she  gained  58  pounds;  pulse 
slowed  down,  slight  temperatures  occasionally,  still 
coughs  and  raises  some. 

The  treatment  of  advanced  tuberculosis 


Fig  1:  Case  1.  showing  the  ideal  compression  ob- 

tainable where  there  are  no  adhesions. 

It  is  not  necessary  that  a case  should 
have  lesions  in  only  one  lung.  If  one  lung 
has  lesions  that  are  not  too  active — as 
usually  the  trouble  will  start  in  the  right 
lung  and  this  lung,  while  showing  lesions 
becomes  resistant,  more  or  less  quiescent, 
and  is  not  poisoning  the  patient — the  in- 
fection goes  on  to  the  other  lung  and  runs 
away. 


Fig.  2:  Case  1,  showing  excess  pressure  displac- 
ing mediastinum.  These  structures  readily  returned 
to  normal  position,  as  part  of  the  air  was  absorbed. 


Fig.  3:  Case  1,  one  year  after  the  expansion  of 
the  lung. 

is  not  free  from  danger  by  any  method ; we 
may  get  hemorrhages  and  spontaneous 
pneumothorax  in  our  “watchful-waiting” 
rest  method,  and  not  infrequently  hemor- 
rhages cannot  be  controlled  by  any  method 
except  by  pneumothorax. 

Case  5.  H.  D.,  young  man;  had  been  sick  a 
number  of  years  with  tuberculosis;  up  and  about 
all  the  time;  not  running  much  temperature;  had 
repeated  hemorrhages  and  I gave  him  pneumo- 
thorax to  control  bleeding;  he  lived  three  and  a 


Fig.  4:  Case  4,  showing  left  lung  under  partial 

compression. 
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half  years,  working  all  the  time — he  was  Justice 
ofthe  Peace  and  an  insurance  agent;  died  of  fibro- 
sis in  opposite  lung;  before  death  did  not  run  tem- 
perature and  did  not  cough  nor  raise  much. 

Case  6.  L.  H.,  age  31;  diagnosis  April,  1926;  two 
hemorrhages  before  coming  to  sanatorium;  arrived 
sanatorium  May  28,  1926;  May  29  had  hemorrhage 
of  pint,  and  started  pneumothorax;  gave  him  1,000 
c.c.’s  first  day  in  divided  doses;  June  4,  500  c.c.’s; 
June  5.  hemorhage  of  one-half  pint;  June  6,  500  c. 
co’s,  same  day  hemorrhage  of  one-half  pint;  June  7, 
500  c.c.’s,  hemorrhage  same  day  of  more  than  pint; 
June  9,  hemorrhage  23  oz.,  gave  him  400  c.  c.’s,  af- 
ter which  he  had  no  more  hemorrhage.  He  bled  23 
oz.,  after  having  2,900  c.  c.’s  of  air;  he  bled,  alto- 
gether, 7 pints.  Continued  pneumothorax  until  he 
returned  to  his  home  in  Indiana,  August,  1926,  say- 
ing he  would  rather  live  one  year  there  than  ten 
years  in  New  Mexico. 


Fig  5;  Case  8,  showing  extensive  fibro-cavernous 
involvement  of  the  left  lung. 

Spontaneous  pneumothorax  is  much  more 
common  than  is  generally  supposed. 

Case  7.  W.  M.,  age  33,  ex-service  man;  first 
diagnosis,  1918;  chronic  case;  refused  further  hos- 
pitalization; had  pneumothorax  treatment  left  side 
some  years  previous  to  time  I first  saw  him; 
a week  or  so  before  entering  sanatorium,  he  had 
abscess  of  lung  empty  out;  came  to  sanatorium 
on  account  of  very  severe  dyspnea.  I found  spon- 
taneous pneumothorax  on  left  side,  which  was 
side  on  which  he  had  his  previous  pneumothorax 
treatments;  in  few  days  he  developed  acute  trou- 
ble on  opposite  side  and  died. 

Considering  the  dangers  of  pneumothorax, 
spontaneous  pneumothorax  may  complicate 
our  pneumothorax  cases. 

Case  8.  P.  M.  O.,  middle  aged  man;  ten  years  ago 
came  to  this  country  for  tuberculosis;  supposed  to 
have  been  arrested;  entered  sanatorium  when  he 
came  to  the  place  where  he  could  go  no  further; 
was  running  temperature  103  to  104,  coughed,  raised 
three  boxes  of  sputum  every  day;  rapid  pulse.  As 
may  be  seen  from,  x-ray  (Fig.  5)  there  was  no 
chance  of  recovery  by  ordinary  treatment;  I told 
him  his  only  chance  was  in  having  lung  collapsed; 
found  pleural  space  and  gave  300  c.c.’s  which  was 
net  followed  by  any  reaction  or  pain;  some  twelve 
hours  later  he  was  taken  with  very  severe  dyspnea 


caused  by  spontaneous  pneumothorax.  The  x-ray 
showed  fluid  and  the  aspirated  fluid  contained 
streptococci  and  tubercle  bacilli;  an  abscess  formed 
in  the  needle  puncture;  at  the  second  aspiration 
in  a few  days,  the  pus  was  too  thick  to  aspirate; 
put  in  tube  and  x-ray  (Fig.  6)  shows  the  lung 
partially  recovered  from  compression,  opening 
up  cavities  in  upper  part  of  lung  from  which  he  is 
raising  two  boxes  of  sputum  a day,  running  tem- 
perature 102,  with  no  prospects  of  getting  better. 
There  was  a time  when  this  lung  could  have  been 
collapsed  safely. 

We  naturally  think  of  infection  from 
without,  but  with  skin-puncture  with  knife 
so  as  not  to  carry  infection  from  the  skin, 
with  filtered  air  that  has  stood  over  anti- 
septic fluid,  and  with  aseptic  care,  I do 


Fig.  6:  Case  8,  showing  lung  partly  expanded, 

after  having  once  been  collapsed,  over  the  upper 
portion.  Tube  has  been  inserted  for  empyema 
drainage  after  infection  following  spontaneous 
pneumothorax.  Patient  died  in  June  ,1927. 

not  consider  infection  from  without.  But 
there  is  some  danger  of  infection  from  with- 
in, as  adhesions  pulling  open  infected  places 
in  the  lung  may  cause  infection  of  the  pleu- 
ral space  with  tubercular  or  mixed  infec- 
tion. 

Complication  of  fluid  happens  very  often 
and,  should  a large  amount  of  fluid  form, 
I believe  it  should  be  aspirated  and  replaced 
by  air;  if  the  fluid  is  turbulent,  aspirate 
and  replace  by  air. 

In  regard  to  pleural  shock:  I use  novo- 
cain and  adrenalin,  with  a small  needle, 
blocked  down  to,  and  including,  the  pleura, 
and  while  I have  had  no  experience  with 
pleural  shock,  I would  not  say  there  is  no 
such  thing.  Pain  is  frequent  after  the  first 
treatment,  as  the  separation  of  slightly  ad- 
hering pleural  surfaces  may  cause  severe 
pain,  for  which  it  may  be  necessary  to  give 
a narcotic. 

Some  years  ago  a man  about  thirty-five 
years  of  age,  with  chronic  tuberculosis  of 
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both  lungs,  came  to  the  local  hospital  with 
influenza.  While  there,  he  had  a bad  hem- 
orrhage and  I gave  him  pneumothorax  to 
control  the  bleeding.  He  improved  and  left 
the  hospital,  and  was  continuing  the  pneu- 
mothorax treatments  while  up  and  about. 
He  had  some  leak  of  air  and,  while  I gave 
him  the  treatment  a good  many  times,  on 
one  particular  occasion  upon  introducing  the 
needle  and  turning  on  the  manometer  I got 
oscillation  but  did  not  study  it  carefully 
enough,  and  I was  not  checking  him  up  with 
x-ray — as  I had  done  it  many  times  before 
I did  not  pay  much  attention  and  turned  on 
the  air.  He  almost  immediately  began  to 
complain  and  I turned  the  manometer  off. 
He  developed  paralysis  up  one  side  of  his 
body  and  a spasmodic  condition  of  the  oppo- 
site side;  lost  consciousness  for  a few  min- 
utes, but  soon  began  to  improve.  Next  day 
he  was  all  right  except  for  a slight  weak- 
ness on  the  side  that  had  been  paralyzed. 
This  is  the  only  experience  I ever  had  with 
air  embolism  and  I am  giving  you  a little 
description  of  it  because  very  few  have  seen 
air  embolism  cases.  I am  sure  it  was  caused 
by  introducing  the  needle  into  the  lung; 
we  can  also  conceive  that  it  would  be  pos- 
sible to  open  a blood  vessel  in  the  lung  by 
adhesions  pulling  loose  from  the  lung  under 
air  pressure. 

Some  cases  leak  air — the  air  under  pres- 
sure from  coughing  being  forced  through 
the  valve  opening  in  the  lung,  which  does 
not  allow  the  air  to  escape  back  into  the 
pleural  cavity. 

ILLUSTRATIONS  25,  26  and  27;  M.  B..  young 
woman;  had  tuberculosis  for  some  time;  had  been 
better  and  worse;  had  stopped  work  and  came  to 
sanatorium  to  rest  up  for  time.  X-ray  shows  cavity 
in  upper  part  of  right  lung;  she  did  no  good  under 
sanatorium  treatment  for  some  months;  left  ac- 
count financial  condition;  in  town  walking  about 
and  boarding  herself,  running  temperature  102-103, 
coughing  and  raising.  Gave  her  pneumothorax  Jan- 
uary, 1927;  from  January  to  March  she  had  3,000 
c.  c.’s;  physical  examination,  March,  would  lead  one 
to  believe  she  did  not  have  much  air  in  pleiural  cav- 
ity; manometer  gave  very  slight  oscillation  upon 
introduction  of  needle;  x-ray  shows  no  air  in  pleu- 
ral cavity  except  at  top  of  lung;  cough  has  ceased 
and  she  raises  practically  no  sputum;  no  fever; 
the  cavity  shows  compression;  introduced  needle 
under  clavicle,  got  oscillation  of  manometer;  gave 
her  400  c.  c.’s;  in  three  weeks,  needle  introduced 
same  place,  got  very  slight  oscillation  and  she  took 
only  a small  amount  of  air. 

Pneumothorax  does  not  rank  very  high 
because  it  is  used  in  too  many  cases  that 
are  incurable. 

ILLUSTRATIONS  28  and  29:  W.  B„  age  21;  in 
our  extreme  desire  to  do  some  good  for  one  who 
isn’t  doing  well,  we  gave  this  boy  pneumothorax; 
he  was  running  temperature,  had  rapid  pulse,  and 
there  was  no  prospect  of  his  doing  any  better  un- 
der the  “watchful-waiting”  treatment;  he  developed 


appendicitis  following  the  pneumothorax;  was  oper- 
ated on  under  local  anesthesia;  found  patch  on 
colon  suspicious  of  tuberculosis;  recovered  from  op- 
eration perfectly,  having  no  signs  of  abdominal  tu- 
berculosis; now  he  is  running  scarcely  any  temper- 
ature, pulse  not  rapid,  coughing  and  raising  some. 
While  we  cannot  promise  that  he  will  make  a cure, 
he  does  show  considerable  improvement. 

DISCUSSION 

DR.  CARL  MULKY,  Albuquerque,  (opening):  I 
haven't  much  to  add  to  Dr.  Vickers’s  paper,  as  he 
has  covered  the  ground  very  thoroughly. 

Pneumothorax  treatment  has  been  well  estab- 
lished since  1910  in  this  country  and  it  -has  spread 
until  now  it  is  a standard  form  of  treatment  in  cer- 
tain classes  of  cases.  At  first  pneumothorax  was 
usually  tried  on  advanced,  hopeless  cases,  but  grad- 
ually, year  by  year,  it  is  being  given  earlier  and 
the  results  are  improving.  It  used  to  be  that  it  was 
given  as  a sort  of  last  resort;  when  it  was  felt  that 
something  had  to  be  done  and  there  was  nothing 
else  to  do — then  pneumothorax  was  given.  Some 
good  results  were  obtained,  so  there  has  been  a 
gradual  increase  in  its  use.  The  only  thing  that  I 
would  suggest  in  artificial  pneumothorax  is  that  it 
be  given  as  early  as  possible.  In  such  cases  the  re- 
sults are  usually  good. 

DR.  H.  H.  LATSON,  Amarillo,  Texas:  I have  not 
had  much  experience  with  pneumothorax  and  have 
no  discussion  to  make  of  the  Doctor’s  very  able  pa- 
per. I do  recall,  however,  the  instance  of  a mor- 
phine addict  in  our  country  not  long  ago,  who  was 
working  our  physicians  by  taking  a medicine  drop- 
per and  injecting  air  directly  into  his  veins. 

DR.  FELIX  P.  MILLER,  (El  Paso):  I enjoyed 
Dr.  Vickers’s  paper  very  much  and  am  sorry  that  if 
was  not  here  to  hear  the  first  part  of  it.  There  is 
no  doubt  in  my  mind  as  to  the  value  of  artificial 
pneumothorax.  It  has  done  a wonderful  amount  of 
good  for  patients  in  early  cases,  and  has  also  done 
a great  deal  of  good  in  a number  of  old  cases,  prac- 
tically hopeless  otherwise. 

It  is  well  known  that  the  air  negative  pressure 
has  a selective  influence  over  the  pathological  le- 
sion. If  you  wish  positive  pressure  to  the  degree 
Dr.  Vickers  showed  us  in  one  case,  undoubtedly 
you  can  displace  the  viscera  and  cause  a great  deal 
of  inconvenience  to  the  patient.  The  same  reason 
Dr.  Mulky  gave  for  the  use  of  pneumothorax  in  tne 
early  cases,  applies  to  everything  done  for  the  tu- 
berculous individual.  The  earlier  the  disease  is  rec- 
ognized and  the  sooner  the  treatment  advocated 
(and  most  of  us  advise  abundant  rest),  the  better 
the  chances  for  recovery.  During  this  period,  the 
patient  has  every  advantage  to  supplement  rest 
in  bed  with  hygienic  measures  and  food  that  is  be- 
ing given  him  in  order  to  raise  his  resistance  to  a 
point  where  we  can  speak  of  him  as  an  arrested 
case. 

Dr.  Vickers  showed  a number  of  cases  well  aaapt- 
ed  to  the  use  of  this  treatment  and  a few  which 
he  himself  knew  were  what  we  speak  of  as  a long 
chance  in  endeavoring  to  do  something  for  the  pa- 
tient, when  the  case  otherwise  looked  hopeless. 

A number  of  the  cases  that  have  come  to  grief 
in  my  experience  are  those  in  which  there  are  ad- 
hesions near  the  apex  and  it  requires  such  a pres- 
sure of  air  to  collapse  the  base  and  also  to  make  a 
pressure  upon  these  adhesions  that,  in  the  zeal  to 
compress  these,  pressure  is  increased  to  such  a 
point  that  rupture  of  the  lung  tissue  is  produced. 
It  is  in  these  cases  that  I have  seen  the  most  trou- 
ble from  the  resulting  fluid  and  empyema.  In  some 
cases  we  can  inject  a small  amount  of  air  and  get 
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to  the  apex  above  the  adhesions  and  so  compress 
the  activity;  then  there  will  be  less  danger. 

My  work  deals  largely  with  cases  that  have  had 
pneumothorax  and  the  lesion  becomes  active  again 
and  the  pleura  is  adherent;  then  pneumothorax  is 
forever  barred  and  we  must  have  surgical  compres- 
sion by  means  of  a thoracoplasty. 

UR.  VICKERS  (closing):  I have  nothing  to  add 
except  to  thank  you  for  the  discussion. 


USE  OF  IODIZED  OIL  IN  DIAGNOSIS 
AND  TREATMENT  OF  BRONCHIAL 
AFFECTIONS 

STUART  PRITCHARD,  M.  D. 

Battle  Creek.  Mich. 

Read  Usfore  the  Annual  Meeting  of  the  New  Mex- 
ico Medical  Society  held  at  Albuquerque,  N.  M..  May 
19-21,  1926. 

Iodized  oil  is  used  as  an  opaque  medium 
in  the  roentgenographic  study  of  body  cavi- 
ties. It  was  first  employed  by  Sicard  and 
Forestier  in  1921  as  an  aid  in  locating  and 
demonstrating  obstructions  of  the  spinal 
canal,  and  later  was  used  successfully  by  the 
originators  in  exploring  dilatations,  fistulous 
tracts  and  cavities  of  the  bronchial  tree  and 
the  pulmonary  tissues. 

Since  October,  1924,  we  have  employed 
iodized  oil  in  the  form  of  bronchial  injec- 
tions as  a diagnostic  and  therapeutic  agent. 
This  article  is  based  on  the  results  of  this 
study  and  also  the  writings  of  Sicard  and 
Forestier,  Sergent  and  Cottenot,  Nigoul- 
Foussal,  Ballon,  Archibald  and  others. 

The  iodized  oil  we  have  employed  is  the 
chemical  compound  of  40  per  cent  metallic 
iodine  with  oil  of  popoy  seeds  described  and 
used  by  Forestier.  The  oil  and  iodine  are 
so  closely  combined  that  the  ordinary  starch 
fails  to  reveal  free  iodine. 

Iodized  oil  is  of  clear  amber  color,  is  neu- 
tral in  reaction,  has  a specific  gravity  of 
1.350,  and  is  insoluble  in  water  or  alcohol. 
The  iodine  may  be  liberated  by  the  alkaline 
carbonates  of  the  saliva  and  intestinal  secre- 
tions, but  is  not  affected  by  the  gastric 
acidity.  It  becomes  brown  when  exposed  to 
the  action  of  light,  air,  humidity  and  high 
temperature,  because  of  the  liberation  of 
iodine.  The  high  iodine  content  of  the  com- 
pound renders  it  opaque  to  the  roentgen 
rays.  The  value  of  the  oil  as  a diagnostic 
agent  is  due  to  its  resistance  to  the  roent- 
gen ray  and  to  its  tolerance  by  the  bron- 
chial mucous  membrane.  The  therapeutic 
advantages  are  due  to  the  slow  rate  of  ab- 
sorption of  the  contained  iodine  without 
harmful  effect  on  the  patient.  Iodism  does 
not  occur  unless  the  oil  is  swallowed  and 
subjected  to  the  action  of  the  intestinal 
secretions.  The  slow  liberation  of  iodine 


prevents  the  danger  of  pulmonary  conges- 
tion, which  sometimes  follows-  the  use  of 
iodides.  It  must  not  be  used,  however,  when 
brown,  on  account  of  the  caustic  effect  of 
free  iodine. 

There  are  four  methods  of  introducing 
iodized  oil  into  the  bronchial  tree : namely, 
the  supraglottic,  the  transglottic,  the  sub- 
glottic and  the  bronchoscopic.  In  the  first 
and  second  procedures,  a curved  Cannula  is 
used.  In  the  subglottic  method,  a hollow 
curved  needle  is  passed  through  the  crico- 
thyroid membrane  into  the  trachea,  while 
in  the  fourth  the  oil  is  introduced  through 
the  bronchoscope. 

The  following  general  principles  should 
be  observed  in  all  methods: 

1.  The  use  of  discolored  oil  should  ^be 
avoided. 

2.  Warm  oil  should  be  used,  as  it  flows 
more  freely  and  lessens  the  tendency  to- 
ward cough. 

3.  Solutions  for  anesthesia  should  be 

warmed.  h 

4.  Roentgenographic  exposures  should  be 
made  as  soon  after  injection  as  possible, 
and  cough  should  be  prevented  by  any  un- 
necessary movements  of  the  patient. 

METHODS  OF  INTRODUCTION 

Supraglottic. — In  some  patients  the  injec- 
tion can  be  made  without  local  anesthesia, 
but  a better  procedure  is  to  swab  the 
pharynx,  soft  palate  (velum)  and  the  base 
of  the  tongue  with  5 per  cent,  cocaine  solu- 
tion. After  an  interval  of  three  minutes,  1 
c.c.  of  warmed  2 per  cent,  cocaine  solution 
should  be  dropped  into  the  glottis  with  the 
aid  of  a laryngeal  mirror,  syringe  and  curved 
cannula.  Five  minutes  later  the  injection 
can  be  made.  The  patient  sits  facing  the  op- 
erator and  slightly  inclined  toward  the  side 
to  be  injected,  and  is  instructed  to  pull 
the  tongue  forward  and  breathe  normally 
throughout  this  stage  of  the  operation.  A 
20  c.  c.  syringe  filled  with  warmed  iodized 
oil  is  firmly  attached  to  a 6 inch  cannula 
having  its  distal  end  curved  to  a right  angle 
or  less.  With  the  aid  of  a laryngeal  mirror, 
the  tip  of  the  cannula  is  introduced  behind 
the  base  of  the  tongue  held  over  the  glottis, 
and  the  oil  is  slowly  excelled  from  the  syr- 
inge into  the  larynx.  We  have  found  that 
it  is  best  to  give  no  instructions  to  the  pa- 
tient regarding  the  manner  of  breathing,  ex- 
cept in  case  of  threatened  cough,  when  a 
deep  inspiration  is  advised. 

Transglottic. — This  method  of  injection 
is  made  with  the  tip  of  the  cannula  passed 
through  the  glottis  into  the  trachea.  The 
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pharynx,  velum  and  base  of  the  tongue  are 
anesthetized  as  in  the  supraglottic  method, 
but  for  the  larynx  and  trachea  the  quantity 
of  2 per  cent  cocaine  is  increased  to  1 to  3 
c.  c.,  on  account  of  the  deeper  degree  of  an- 
esthesia required. 

Subglottic. — In  this  method,  devised  by 
Rosenthal,  any  difficulty  in  passing  the 
larynx  is  avoided,  and  the  oil  is  injected  di- 
rectly into  the  trachea.  After  anesthesia  of 
the  skin  and  subjacent  tissue,  a hollow 
curved  needle  attached  to  a metal  guard  is 
pushed  through  the  cricothyroid  membrane 
and  into  the  lumen  of  the  trachea.  The  posi- 
tion of  the  needle  should  be  verified  by  at- 
taching a syringe  and  aspirating,  the  with- 
drawal of  air  or  mucus  showing  the  needle 
to  be  in  the  trachea.  From  1 to  2 c.  c.  of 
warmed  1 per  cent  cocaine  solution  is  then 
slowly  injected  through  the  needle,  in  order 
to  anesthetize  the  mucosa  of  the  trachea 
and  bronchi  of  the  desired  area.  The  patient 
may  cough  for  a short  time.  After  from 
three  to  five  minutes  the  iodized  oil  should 
be  injected  by  means  of  a metal  syringe 
firmly  connected  with  the  needle  by  a piece 
of  strong  rubber  tubing.  The  tubing  allows 
a certain  motility  of  the  syringe  and  must 
be  strong  to  withstand  the  pressure  neces- 
sary to  force  the  oil  through  the  needle. 

POSITION  OF  PATIENT 

The  patient’s  position  during  injection  is 
important  as  the  distribution  of  the  oil  is 
determined  by  gravitation  and  the  aspirat- 
ing power  of  the  lung.  If  one  observes  the 
progress  of  the  oil  on  a fluoroscopic  screen 
during  injection,  the  greater  portion  may 
be  seen  to  follow  the  most  dependent  bron- 
chial trunks.  For  this  reason  the  inferior 
lobes  are  most  easily  injected  with  the  pa- 
tient sitting.  The  oil  is  directed  to  the  right 
or  left  bronchus  by  inclining  the  patient 
slightly  in  a corresponding  direction  during 
the  injection.  The  middle  and  upper  lobes 
can  be  injected  only  when  the  patient  is  ly- 
ing, and  with  this  position  the  supraglottic 
method  is  still  effective,  but  the  transglottic, 
the  subglottic  and  the  bronchoscopic  may  be 
used.  To  fill  the  apical  bronchi,  the  patient 
should  be  placed  on  a tilting  table  with  the 
desired  side  downward.  A few  seconds  after 
the  injection,  the  head  of  the  table  is  low- 
ered for  a minute  to  permit  the  oil  to  flow 
into  the  upper  lobe. 

A useful  exploration  requires  from  10  to 
20  c.c.  of  oil,  and  in  the  presence  of  large 
bronchial  dilatations  the  lung  will  accept  40 
c.  c.  without  evidence  of  distress.  When  in- 
jecting more  than  20  c.  c.  Of  oil,  the  trans- 
glottic, subglottic  or  bronchoscopic  method 
is  preferable. 


COMMENT  ON  METHODS 

In  the  application  of  any  method,  the  pa- 
tient should  be  told  what  is  being  attempt- 
ed, and  assurance  given.  In  this  way  coop- 
eration is  obtained,  time  is  saved,  less  an- 
esthesia is  used,  and  better  results  are  ac- 
complished. 

The  supraglottic  method  without  anes- 
thesia will  seldom  be  successful  with  pa- 
tients who  are  apprehensive  or  in  whom  the 
larynx  and  trachea  are  irritable  from  pre- 
vious cough  of  long  standing.  Even  with 
anesthesia,  it  is  rejected  by  Forestier1  as  be- 
ing rarely  satisfactory.  On  the  other  hand, 
it  is  upheld  by  Claisse  and  Caussade."  In  our 
experience,  the  supraglottic  method  with  lo- 
cal anesthesia  has  been  successful  in  the 
great  majority  of  cases,  and  in  the  absence 
of  unusual  laryngeal  irritability  it  is  always 
tried  first.  The  method,  however,  is  more 
satisfactory  in  the  injection  of  areas  lying 
at  or  below  the  level  of  the  lung  roots,  as 
the  oil  follows  the  path  of  least  resistance. 

Prior  to  the  bronchial  injection,  the  pa- 
tient should  have  a physical  examination  of 
the  chest  and  a roentgenologic  study.  When 
the  examination  is  repeated  after  the  injec- 
tion, considerable  information  may  be  ob- 
tained regarding  bronchial  irregularities,  the 
size,  shape  and  position  of  the  trachea,  and 
a detailed  knowledge  of  the’  contents  of  the 
lung  root  zone  not  revealed  by  any  other 
diagnostic  procedure.  The  roentgen-ray 
study  should  include  oblique  stereoroentgen- 
ograms in  addition  to  the  ordinary  postero- 
anterior  exposures.  The  trachea  and  its  bi- 
furcation are  thereby  clearly  outlined,  and 
images  which  otherwise  would  remain  ob- 
scured by  the  cardiac  and  diaphragmatic 
densities  are  definitely  exposed. 

It  is  necessary  to  make  the  postoperative 
roentgen-ray  study  immediately  following 
the  injection,  with  as  little  disturbance  of 
the  patient  as  possible,  for  the  reason  that 
with  the  return  of  the  cough  reflex  the 
larger  bronchi  may  become  partially  emptied 
and  valuable  information  be  lost.  Hence,  in 
a patient  showing  unusual  irritability  of  the 
trachea,  it  mav  be  necessary  to  abandon  the 
technic  and  make  both  the  injection  and  the 
exposures  on  the  roentgen-ray  table. 

The  practitioner  intending  to  use  iodized 
oil  in  the  diagnosis  of  pathologic  conditions 
of  the  lungs  should  first  practice  injections 
in  normal  subjects,  and  so  learn  to  recog- 
nize the  shadows  characteristic  of  all  parts 
of  the  uninjured  bronchial  tree. 

In  the  normal  (fig.  1),  the  trachea  and 
the  large  bronchi  are  shown  in  outline  by 
the  oil,  which  clings  to  their  walls,  but  the 
smaller  bronchi  appear  as  continuous  solid 
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lines,  which  diminish  in  width  as  they  ap- 
proach the  thoracic  wall.  Surrounding  the 
bronchi,  the  filled  alveoli  are  represented  by 
a coarse  stippling.  After  the  patient  has 
coughed,  the  hitherto  unbroken  line  of  the 
bronchial  shadow  becomes  interrupted,  but 
the  alveolar  shadows  remain.  This  broken 
bronchial  line  can  also  be  caused  by  the  use 
of  an  insufficient  quantity  of  oil.  The  al- 
veolar shadows  remain  unchanged  for  about 
twenty-four  hours  and  then  gradually  dis- 
appear during  the  ensuing  ten  days.  Fore- 
stier3  says  that  the  urinary  elimination  of 
iodine  passes  its  maximum  after  the  third 
day  _ but  persists  to  the  amount  of  several 
milligrams  daily,  as  long  as  there  are  pul- 
monary shadows. 

PATHOLOGIC  PICTURE 

The  sharply  defined  outline  of  the"™tra- 
chea  and  its  bifurcating  branches  enables 
one  easily  to  recognize  the  exact  site  of  con- 
ditions such  as  deviation  or  compression.  It 
is  unwise  to  dismiss  the  possibility  of  an 
anteroposterior  compression  of  the  trachea 
without  the  study  of  films  taken  in  the 
oblique  or  lateral  position  (fig.  1). 

Iodized  oil,  however,  finds  its  greatest 
usefulness  in  the  visualizing  of  bronchial 
dilatations  and  particularly  in  those  earlier 
cases  wherein  -cough  is  the  chief  or  only 
symptom,  and  both  physical  examination 
and  the  roentgen  ray  fail  to  locate  the  focus. 
After  injection,  these  early  dilatations  are 
shown  as  small,  pouch-like  shadows.  Those 
of  longer  standing  (more  advanced)  may  be 
cylindric  or  may  resemble  a hanging  bunch 
of  grapes  (fig.  2),  drops  of  tar  or  even  the 
fingers  of  a glove,  as  described  by  Sergent 
and  Cottenot.4  These  abnormal  shadows 
stand  out  in  excellent  contrast  with  the  reg- 
ular and  more  delicate  outlines  of  the  sur- 
rounding normal  area. 

The  presence  of  fragmented  bronchial 
lines  in  films  made  before  the  patient  be- 
gins to  cough  may  be  considered  as  evidence 
of  the  presence  of  abnormal  bronchial  secre- 
tions, provided  one  can  exclude  an,  insuffi- 
cient quantity  of  oil  as  a cause. 

It  is  evident,  then,  that  any  pulmonary 
cavity  can  be  shown  roentgenographically 
if  its  bronchial  outlet  allows  the  inflow  of 
iodized  oil.  We  have  not  found  occasion  for 
injecting  a tuberculous  pulmonary  cavity, 
but  we  have  succeeded  in  locating  the  cav- 
ity of  a foregin  body  abscess  which,  on  the 
regular  film,  remained  hidden  (fig.  3).  This 
fact  suggests  that  this  procedure  with  serial 
oblique  films  might  be  a valuable  aid  in  tho- 
racic surgery.  In  the  exploration  of  tho- 
racic fistulas,  the  fluidity  of  iodized  oil  ren- 
ders it  superior  to  bismuth  paste.  Archi- 


bald" has  drawn  attention  to  the  value  of 
this  oil  in  demonstrating  the  persistence  of 
tuberculous  cavities  and  bronchial  dilata- 
tions after  thoracoplastic  operations. 

We  find  the  injection  of  iodized  oil  of 
great  value  in  patients  presenting  symp- 
toms of  persistent  cough,  occasional  fever 
and  expectoration  free  from  acid-fast  bacil- 
li. These  patients  complain  of  exhaustion 
and  are  underweight.  Their  cases  are  fre- 
quently diagnosed  as  tuberculosis,  and  the 
physical  examination,  laboratory  findings, 
and  roentgenologic  study  give  no  definite 
information  as  to  etiology.  The  following 
cases  will  illustrate  the  point: 

M.  C.,  a man,  aged  36,  5 feet  6 inches  (168  cm.) 
tall,  weighing  131  pounds  (59  Kg.),  with  an  average 
weight  of  140  pounds  (64  Kg.),  was  pale,  was  ner- 
vous, and  tired  easily.  A chronic  cough  persisted 
for  eight  years,  following  influenza.  The  expector- 
ation was  scanty  and  revealed  no  acid-fast  bacilli 
or  elastic  tissue.  At  times  the  cough  was  increased 
in  severity,  and  some  slight  degree  of  fever  was 
present.  The  patient  complained  of  a heavy  dull 
pain  under  the  middle  of  the  sternum.  He  had 
been  told  that  he  had  tuberculosis.  After  a care- 
ful physical  examination,  laboratory  test  and  roent- 
gen-ray study  of  the  chest  no  abnormalities  were 
found,  except  rhonchi  over  the  right  lung  root 
zone  in  the  back.  Iodized  oil  was  injected  into  the 
right  root  and  base,  and  a distinct  bronchieotatic 
dilatation  (fig.  2)  was  shown  at  the  edge  of  the 
right  lung  root  density.  The  patient  was  given  an 
injection  of  10  c.  c.,  once  a week  for  six  weeks  and, 
eight  months  later,  he  reported  that  since  then  he 
had  had  no  cough  or  expectoration  and  felt  well. 
The  supraglottic  method  was  used,  and  no  local  an- 
esthesia was  administered  after  the  first  injection. 

M.  K.,  a woman,  aged  52,  had  had  chronic  cough, 
associated  with  about  10  to  20  c.  c.  of  purulent  but 
odorless  expectoration  daily,  following  an  acute 
bronchitis  five  years  previously.  No  acid-fast  bacilli 
or  elastic  tissue  was  found  (pig  inoculation).  There 
was  no  clubbing  of  the  fingers,  no  loss  of  weight 
or  history  of  fever.  The  patient  complained  of 
fatigue  and  of  the  annoying  cough  and  expectora- 
tion. Physical  examination  and  roentgenologic 
studies  of  the  chest  showed  no  abnormalities,  ex- 
cept that  the  right  root  shadows  were  somewhat 
prominent.  The  nose  and  throat  were  normal. 
Twenty  c.  c.  of  iodized  oil  was  injected  into  the 
right  lung  root  zone  by  the  supraglottic  method.  A 
very  distinct  irregular  bronchiectatic  dilatation 
(fig.  4)  was  revealed  in  the  inner  right  lung  root 
zone,  over  which  grouped  rales  were  found,  the  re- 
sult of  the  retention  of  the  oil.  This  area  was  in 
all  probability  the  seat  of  the  bronchial  affection; 
lack  of  drainage  caused  a persistent  multiplication 
and  accumulation  of  bacteria.  Fourteen  injections 
of  12  c.  c.  of  iodized  oil  were  given  tbis  patient  at 
intervals  of  not  less  than  five  days,  the  object  in 
treatment  being  completely  to  fill  the  small  bron- 
chial dilatations.  Five  months  after  the  -last  injec- 
tion, the  patient  reported  much  less  expectoration 
and  only  a slight  cough. 

M.  P.,  a woman,  aged  36,  had  had  a cough  since 
she  was  18  years  of  age,  following  a severe  attack 
of  acute  bronchitis.  For  the  past  twelve  years,  the 
cough  had  been  loose,  productive  and  became  worse 
on  lying  down.  The  sputum  was  yellow,  offensive 
and  from  30  to  40  c.  c.  in  quantity  daily;  no  acid 
fast  bacilli  or  elastic  tissue  was  found  (pig  inocu- 
lation). The  fingers  were  definitely  clubbed.  The 


OCTOBER,  1927 


451 


nutrition  was  good.  There  were  occasional  attacks 
of  fever.  For  the  past  three  years,  the  condition 
had  been  growing  worse.  Scattered  rhonchi  were 
heard  on  physical  examination  of  the  chest.  An- 
terior and  oblique  stereoroentgenograms  showed  no 
abnormal  densities.  The  nose  and  throat  were  nor- 
mal. Fifteen  c.  c.  of  oil  was  injected  into  the  right 
lung  root  and  descending  bronchial  tree,  with  no 
signs  of  dilatation.  Later,  the  left  root  and  descend- 
ing bronchial  areas  were  injected,  and  a number  of 
cylindric  bronchial  dilatations  were  found  (fig.  5). 
Sixteen  injections  of  10  c.  c.  each  were  given  over 
a period  of  eleven  weeks.  Four  months  after  treat- 
ment, the  patient  showed  a marked  improvement. 
The  sputum  had  greatly  decreased  in  amount 
and  was  odorless.  A slight  cough  remained,  but 
the  patient  reported  that  she  has  never  felt  so  well 
in  years. 

CONCLUSIONS 

1.  By  the  injections  of  iodized  oil  into  the 
bronchial  tree,  small  bronchiectatic  dilata- 
tions in  and  around  the  roots  of  the  lungs 
and  cylindric  fusiform  enlargements  of  the 
descending  branches  may  be  revealed  in 
many  cases  of  chronic  cough,  which  a pre- 
vious exhaustive  examination  of  the  chest 
failed  to  show. 

2.  The  entire  bronchial  tree  cannot  be 
visualized  at  one  injection.  Small  sections 
should  be  injected  at  intervals  until  any  ab- 
normality is  discovered  or  the  entire  field  is 
studied. 

3.  The  nose  and  throat  should  be  studied 
in  all  cases.  Bronchiectatic  cavities  occur  as 
the  result  of  chronic  upper  respiratory  in- 
fections, and  may  continue  to  cause  cough 
after  the  tonsils  are  removed  or  the  sinuses 
drained. 

4.  In  the  majority  of  cases,  we  feel  that 
the  supraglottic  method  of  injecting  the 
lung  roots  and  descending  branches  of  the 
bronchial  tree  takes  less  time,  less  anesthe- 
sia, is  less  worry  to  the  patient  and  gives 
results  quite  as  satisfactory  as  other  meth- 
ods. 

5.  It  is  not  necessary  to  use  extensive  lo- 
cal anesthesia  in  the  majority  of  cases. 

6.  In  more  than  600  bronchial  injections 
of  iodized  oil,  we  have  seen  no  ill  effects  in 
our  patients.  No  cases  of  iodism  occurred. 

7.  The  technic  is  not  difficult.  It  requires 
no  special  training. 

8.  Negative  results  of  an  injection  are  no 
diagnostic  proof  that  bronchiectatic  dilata- 
tions do  not  exist. 

9.  The  therapeutic  use  of  iodine  is  not 
new  but  this  compound  of  iodized  oil  is  a 
new  combination  and,  as  a result  of  the  slow 
liberation  of  the  iodine  in  the  bronchial  tree, 
acts  as  an  ideal  treatment  in  chronic  affec- 
tions of  the  lower  respiratory  tract. 

10.  In  acute  affections,  we  hesitate  to  in- 


ject iodized  oil  for  either  diagnostic  or  ther- 
apeutic purposes. 

11.  Iodized  oil  should  not  be  injected  in 
cases  of  advanced  suppurative  condition. 
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TUBERCULOSIS  OF  THE  SKIN 

LESLIE  M.  SMITH,  M.  D. 

El  Paso,  Texas 

Read  before  the  Cochise  County,  Arizona,  and 
the  El  Paso  County  Medical  Societies. 

The  subject  of  tuberculosis  of  the  skin  is 
a large  one,  and  the  literature  covering  it  is 
extensive.  Much  of  this  literature,  particu- 
larly that  dealing  with  the  less  known  types 
of  lesions,  is  contradictory  and  confusing  to 
the  practitioner  who  is  seeking  aid  in  diag- 
nosing these  lesions.  It  was  thought  that 
an  outline  of  the  modern  conception  of  tu- 
berculous disease  of  the  skin,  and  a brief 
description  of  the  various  lesions  might  be 
of  value  in  clarifying  the  subject  in  the 
mind  of  the  non-dermatologic  practitioner 
who  seeks  more  light  in  this  field  of  derma- 
tology. 

Certain  lesions  of  the  skin — such  as  lupus 
vulgaris,  tuberculosis  verrucosa  cutis,  scrof- 
uloderma, tuberculous  ulcers,  postexanthe- 
matic  miliary  tuberculosis  of  the  skin,  and 
the  disseminated  miliary  lupus  of  the  face 
— are  well  known  to  be  caused  by  an  infec- 
tion of  the  skin  by  the  tubercle  bacillus,  re- 
sulting in  the  characteristic  reaction  to  tu- 
berculous infection  elsewhere;  namely,  tu- 
bercle formation. 

There  are  several  other  conditions  which 
are  considered  to  be  tuberculous  in  origin, 
but  which  are  variously  explained  as  being 
caused  by: 

1.  Toxins  of  the  tubercle  bacillus; 

2.  Metastases  of  small  numbers  of  tuber- 
cle bacilli  in  a skin  previously  highly  sensi- 
tized by  an  active  or  latent  tuberculous  pro- 
cess elsewhere ; 

3.  True  active  infection  by  the  tubercle 
bacillus. 

Such  diseases  are:  erythema  induratum, 
the  papulonecrotic  tuberculids,  lichen  scrof- 
ulosorum,  and  the  subcutaneous  variety  of 
sarcoid  tumor.  The  histopathology  of  the 
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lesions  of  this  group  as  reported  by  various 
observers  varies  from  a simple  inflamma- 
tory reaction  to  one  approximating  typical 
tubercle  formation.  Tubercle  bacilli  have  at 
times  been  found  in  sections  from  all  these 
diseases.  It  is  now  held  by  most  students 
of  the  subject  that  these  lesions  are  caused 
by  the  reaction  of  a highly  sensitized  skin 
to  the  invasion  of  small  numbers  of  tuber- 
cle bacilli,  this  reaction  more  or  less  com- 
pletely destroying  the  organisms. 

There  is  still  a third  group  of  diseases 
which  have  been  suspected  of  a tuberculous 
etiology.  Prominent  among  these  are  lupus 
erythematosus  and  certain  chronic  exfoliat- 
ing dermatoses.  There  is  at  present  no 
proof  of  their  tuberculous  origin. 

Sensitization  plays  an  important  part  in 
the  production  of  the  skin  lesions  of  tuber- 
culosis. That  sensitization  of  the  skin  oc- 
curs is  evidenced  by  the  positive  tuberculin 
test  present  in  nearly  all  these  cases.  In  ad- 
vanced general  tuberculosis,  and  for  a time 
following  measles,  the  resistance  is  lowered, 
and  the  phenomena  of  sensitization  are  ab- 
sent. Such  a period  following  measles  is  apt 
to  be  followed  by  the  appearance  of  multiple 
tubercles  in  the  skin.  In  these  cases  of  brok- 
en down  resistance  there  is  no  reaction  of 
the  skin  to  the  tubercle  bacillus,  and  an 
active  tuberculous  infection  occurs,  not  a 
tuberculid  in  which  the  bacilli  are  killed. 
More  evidence  of  the  sensitization  of  the 
skin  is  found  in  the  fact  that  lupus  vulgaris 
lesions  temporarily  flare  up  after  the  appli- 
cation of  Moro’s  tuberculin  ointment. 

The  diagnosis  of  tuberculous  skin  lesions 
is  of  special  value  in  calling  attention  to  a 
tuberculous  process  elsewhere.  A tubercu- 
lid eruption  in  young  children  is  sometimes 
the  first  noticeable  symptom  of  a grave  tu- 
berculous infection.  Other  tuberculous  le- 
sions, particularly  erythema  induratum,  are 
not  infrequently  found  in  robust  and  ap- 
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parently  healthy  individuals,  and  their  diag- 
nosis is  of  value  in  directing  attention  to  a 
latent,  or  possibly  active,  infection  in  the 
chest  or  elsewhere. 

Lupus  vulgaris,  (Fig.  1)  the  best  known, 
and  probably  the  most  common  skin  lesion 
of  tuberculosis,  occurs  as  groups  of  brown- 
ish nodules  of  soft  consistency  which  ulcer- 
ate and  heal  with  considerable  scarring  and 
resultant  deformity.  There  are  often  recur- 
rences in  the  old  scars,  and  these  scars  are 
also  sometimes  the  base  for  future  epithelio- 
mata.  Lupus  vulgaris  is  analogous  to,  and 
closely  resembles,  the  serpiginous  lesion  of 
tertiary  syphilis.  The  chief  points  of  differ- 
entiation are  the  softer  character  of  the  tu- 
berculous nodules,  and  the  recurrences  so 
often  present  in  the  scars. 


Fig.  2 

Scrofuloderma,  (Fig.  2)  si  an  infection  of 
the  skin  by  continuity  from  tuberculous  le- 
sions of  glands  or  bones.  The  common  site 
is  over  the  glands  of  the  neck.  The  lesion  is 
a firm  infiltration  which  finally  ulcerates. 
The  large  glands,  when  present,  suggest  the 
diagnosis. 


Fig.  3 

Tuberculosis  verrucosa  cutis  (Fig.  3)  dif- 
fers from  lupus  vulgaris  in  the  thick  warty 
surface.  This  type  of  tuberculosis  is  caused 
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by  direct  inoculation  of  the  skin,  as  some- 
times occurs  from  infected  postmortem  ma- 
terial. The  lesions  closely  resemble  blasto- 
mycosis. The  latter  is  distinguished,  how- 
ever, by  the  miliary  abscesses  and  by  the 
presence  of  blastomycetes  in  the  pus  from 
them. 

Tuberculous  ulcers  usually  occur  about  the 
orifices  and  indicate  an  advanced  internal 
tuberculous  process.  These  ulcers  are  char- 
aceristically  painless  and  have  undermined 
edges. 

As  previously  mentioned,  following  meas- 
les there  is  often  an  outbreak  of  dissemi- 
nated miliary  tubercles  in  the  skin.  This  is 
a grave  and  sometimes  fatal  manifestation 
of  general  tuberculosis.  This  acute  postex- 
anthematic  outbreak  is  to  be  distinguished 
from  the  chronic  disseminated  miliary  lupus 
of  the  face,  which  is  a benign  dermatosis. 

The  dermatoses  just  described  constitute 
the  known  true  tuberculous  infections  of 
the  skin.  The  following  are  the  so-called 
“paratuberculoses”  or  “tuberculids”. 

Erythema  induratum  (Fig.  4)  is  charac- 
terized by  exceedingly  chronic,  deep,  viola- 
ceous infiltrations  situated,  by  predilection, 
on  the  calves  of  the  legs,  occasionally  on  the 
forearms.  There  is  a tendency  to  ulceration, 
and  healing  is  very  slow.  Except  for  the 
fact  that  they  are  multiple  and  symmetri- 
cal, they  resemble  gummata. 

The  papulonecrotic  tuberculids  are  indo- 
lent papular  eruptions,  the  papules,  as  the 
name  signifies,  becoming  necrotic  in  the 
center  and  healing  with  resultant  depressed 
scars  or  pits.  There  are  two  varieties  of 
this  eruption,  acnitis  having  a predilection 
for  the  face,  and  folliclis  favoring  the  ex- 
tensor surfaces  of  the  arms  and  legs.  The 
lesions  are  essentially  the  same. 

Lichen  scrofulosorum  is  an  eruption  of 
very  small  scaly  papules  occurring  in  groups, 
usually  on  the  sides  of  the  trunk.  These  le- 
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sions  are  less  resistant  to  treatment  than 
the  other  tuberculous  conditions,  and,  being 
rather  superficial,  they  do  not  leave  appre- 
ciable scars. 

The  subcutaneous  sarcoid  tumors  are  con- 
sidered tuberculous.  They  are  sharply  cir- 
cumscribed infiltrations  somewhat  resem- 
bling the  lesions  of  erythema  induratum. 

In  the  treatment  of  both  the  true  tuber- 
culous infections  and  the  tuberculids,  gen- 
eral measures — such  as  sunshine,  rest,  fresh 
air,  and  a liberal  nutritious  diet — are  im- 
portant. Tuberculin  is  often  of  benefit.  Gen- 
eral actinotherapy,'  from  the  sun  or  from 
artificial  sources,  is  sometimes  helpful,  as 
in  tuberculosis  elsewhere.  The  intravenous 
injection  of  gold  solutions  has  been  used 
with  beneficial  results,  but  this  form  of 
therapy  has  not  been  sufficiently  used  to 
judge  its  true  value  at  this  time.  In  ery- 
thema induratum.  papulonecrotic  tuberculid, 
and  sarcoid  persistent  arsenical  therapy, 
particularly  in  the  form  of  arsphenamin,  is 
some  times  beneficial.  Codliver  oil  is  of  val- 
ue as  in  other  forms  of  tuberculosis. 

In  most  of  these  diseases  the  local  treat- 
ment is  even  more  important  than  the  gen- 
eral measures.  In  lupus  vulgaris,  tuberculo- 
sis verrucosa  cutis,  and  scrofuloderma,  sub- 
intensive x-ray  therapy  is  of  great  value. 
Small  lesions  of  lupus  vulgaris  and  tubercu- 
losis verrucosa  cutis  are,  in  mv  experience, 
best  destroyed  by  electro-dessication.  This 
might  well  be  used  on  larger  areas  when  lo- 
cated where  the  scar  would  not  be  objection- 
able. Solid  carbon  dioxide  can  also  be  used 
to  advantage  in  these  conditions.  Their 
treatment  by  the  Kromayer  lamp  is  an  al- 
most endless  task. 

In  erythema  induratum.  subintensive  fil- 
tered x-ray  therapy  is  the  local  treatment 
par  excellence,  and  has  given  gratifying  re- 
sults in  my  experience  in  those  cases  in 
which  treatment  has  been  persistent. 

X-ray  in  small  doses  is  beneficial  in  the 
papulonecrotic  tuberculids. 

As  in  all  other  forms  of  tuberculosis,  so 
in  tuberculous  diseases  of  the  skin,  treat- 
ment, to  be  effective,  must  be  persisted  in. 
After  the  lesions  heal,  recurrences  are  not 
uncommon,  just  as  in  tuberculosis  of  other 
structures.  It  should  be  remembered  that, 
when  tuberculosis  is  found  in  one  structure 
of  the  body,  it  is  not  unlikely  that  other 
structures  also  are  involved,  and  the  find- 
ing of  these  tuberculous  skin  lesions  should 
be  made  the  most  of,  in  our  fight  against 
tuberculosis,  in  “rounding  up”  cases  with 
unsuspected  pulmonary  and  glandular  in- 
volvement. 
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CLIMATIC  TREATMENT  OF  TUBERCU- 
LOSIS: A PLEA  FOR  A TUBER- 
CULOSIS SURVEY. 

M.  POLLAK,  M.  D. 

Fort  Bayard,  New  Mexico 

Read  before  the  Forty-fifth  Annual  Meeting  of 
the  New  Mexico  Medical  Society  held  at  Carlsb'ad, 
N.  M..  May  9 to  11,  1927. 

Our  progress  in  the  treatment  of  tubercu- 
losis has  been  gained  mainly  by  empirical 
observations.  The  observations  made  by  all 
physicians  dealing  with  the  question,  are 
accepted  as  fundaments  in  phthisiotherapy. 
Today  no  phthisiologist  would  deny  that 
rest,  good  food  and  fresh  air  are  essential 
in  the  treatment  of  tuberculosis.  As  a mat- 
ter of  fact,  however  great  and  varied  our 
armamentarium  in  the  treatment  of  tuber- 
culosis may  be,  our  therapy  is  always  based 
on  these  fundamental  factors. 

It  is  obvious,  however,  that,  besides  these 
essential  factors,  there  are  also  a number 
of  others  which  play  a great  part  in  the 
cure  of  tuberculosis.  The  application  and 
evaluation  of  these  other  means — such  as 
artificial  pneumothorax,  thoracoplasty,  cli- 
matical  and  other  treatments — will  greatly 
depend  upon  the  personal  experience  of  the 
individual  doctor. 

We,  the  doctors  of  the  Southwest,  lav  a 
great  and,  it  is  mv  firm  belief,  iust  empha- 
sis on  the  ro'e  the  wonderful  climate  of  the 
Southwest  plavs  in  the  treatment  of  tuber- 
culosis. The  Southwest  boasts  that  its  cli- 
mate is  most  ideal  for  the  treatment  of  tu- 
berculosis. It  points  with  iust  pride  to  the 
fact  that  its  cities  were  built,  its  industries 
are  developed  and  its  soil  tilled  to  a large 
extent  by  tuberculars  who  came  here  seek- 
ing their  health.  These  tuberculars  were 
cured  here  in  the  physiological  or,  at  least, 
in  the  practical  sense  of  the  term. 

We  cannot  denv  that  tuberculosis,  with 
proper  care,  is  curable  or.  at  least,  amen- 
able to  treatment  under  various  climatic 
conditions.  But  it  should  be  borne  in  mind 
that  the  sending  of  a member  of  a family 
to  a great  distance  for  a pndonored  cure, 
may  mean  financial  disaster  and  the  break- 
ing un  of  the  afflicted  family.  Tt  is  no  won- 
der. therefore,  that,  as  lone-  as  there  is  such 
a distinct  disagreement  among  the  medical 
profession  as  there  is.  in  the  Question  of  cli- 
matic treatment  of  tuberculosis,  manv  med- 
ical advisors  will  hesitate  to  advise  climatic 
treatment  for  their  patients  before  exhaust- 
ing all  the  therapeutical  means  at  their 
command.  So  it  happens  that  patients  are 
either  advised  against  climatic  treatment, 
or  sent  to  a resort  when  in  a condition  al- 
raedy  beyond  all  hope.  According  to  E.  A. 
Sweet’s’  statistics,  among  the  out-of-state 


tuberculars  who  died  in  the  decade  from 
1904  to  1913  in  Albuquerque,  New  Mexico, 
57.8  per  cent  died  within  a year  of  their  ar- 
rival. Among  these  deaths  15.6  per  cent  oc- 
curred within  thirty  days,  and  30.9  per  cent 
within  six  months,  after  arrival. 

It  was  said  in  the  controversy  concerning 
climate — and  this  statement  is  often  repeat- 
ed— “that  the  difference  in  opinion  is  large- 
ly limited  by  geographical  lines,  i.  e.,  the 
great  majority  of  propagandists  of  certain 
climates  are  residents  in  those  climates.”1 
This  statement  is  true,  but,  scrutinizing  it, 
we  find  that  the  larger  percentage  of  these 
“propagandists”  were  converted  to  their 
conviction  after  they  themselves  had  brok- 
en down  with  tuberculosis  and,  after  having 
tried  all  other  means,  were  mostly  benefited 
by  the  climatic  treatment  thev  advocate. 

The  medical  profession  of  the  Southwest 
is  composed  chiefly  of  physicians  who  came 
here  seeking  relief  from  tuberculosis,  and 
who  have  found  the  climate  here  very  bene- 
ficial for  their  ailment.  These  advocates  of 
climatic  treatment  mav  point  to  the  fact 
that,  should  a physician  living  in  an  unfa- 
vorable climate  break  down  with  tuberculo- 
sis, he  will,  as  a rule,  seek  climatic  treat- 
ment. 

Medical  research  has  not  cleared  up  yet 
the  mechanism  by  which  a climate  influenc- 
es the  cure  of  tuberculosis.  It  is,  however, 
safe  to  assume  that  the  changes  in  the 
blood,  the  real  increase  in  the  amount  of 
hemoglobin',  and  the  increase  of  the  lymph- 
ocytes and  mononuclears4,  brought  about  in 
the  body  by  a high  altitude,  and  then,  chief- 
ly, the  greater  insolat’on  in  the  ultraviolet 
rays  of  the  sun,  are  of  paramount  import- 
ance in  the  cure. 

Such  observations  as  those  of  A.  Spong- 
ier5, who  found  in  the  early  seventies  that 
natives  of  Davos,  who,  after  leaving  home, 
contracted  tuberculosis  in  lowland  cities,  in- 
variably recovered  their  health  on  returning 
to  their  Alpine  homes ; or  E.  A.  Sweet’s  sta- 
Ustical  studies  concerning  the  Southwest, 
are  valuable  proofs  of  the  fact  that  a prop- 
er climate  is  of  great  importance  in  the 
treatment  of  tuberculosis.  This  latter  au- 
thor has  found,  for  instance,  that,  of  all  the 
tuberculosis  deaths  in  Albuquerque  in  the 
decade  from  1904  to  1913,  but  7.8  per  cent 
were  of  people  horn  in  New  Mexico.  He 
has  proven  also  that,  while  in  the  registra- 
tion area,  in  the  same  decade,  for  every  9.1 
deaths  one  was  from  tuberculosis,  in  Albu- 
querque the  ratio  was  10.1  to  one.  This  fact 
is  of  greater  importance  when  we  consider 
that  “the  Mexicans  are  prone  to  the  dis- 
ease, and  among  them  bad  housing  and  un- 
sanitary living  conditions  are  common.” 
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Furthermore,  it  is  obvious  that,  as  long 
as  fresh  air  and  sunshine  play  a funda- 
mental part  in  the  treatment  of  tuberculo- 
sis, a climate  which  offers  abundance  of 
sunshine,  the  possibility  of  being  in  the 
open  air  under  the  least  inconvenience,  and 
with  the  slightest  interference  of  clothing- 
in  every  season,  must  naturally  be  a very 
important  factor  in  the  treatment  of  the 
disease.  The  phthisiologists  who  disregard 
climate  as  a therapeutic  factor,  argue  that 
cures  from  tuberculosis  are  observed  under 
all  kinds  of  climatic  conditions.  This  argu- 
ment, however,  is  beside  the  point. 

Then,  in  selecting  a therapeutic  procedure, 
we  have  to  choose  those  means  which  offer, 
in  the  greatest  number  of  cases,  the  best 
possible  results  within  the  shortest  time. 
A number  of  infectios  diseases,  for  exam- 
ple, could  be  cured  without  the  administra- 
tion of  a specific  remedy.  Yet  the  non-ad- 
ministration  of  antidiphtheric  serum,  in  a 
case  of  diphtheria,  is  considered  criminal 
neglect  from  a medical  point  of  view.  Why? 
Because  no  one  can  foretell  with  assurance 
whether,  in  a given  case,  the  infection  will 
be  self  limited  and  the  patient  cured  with- 
out the  antitoxin,  orv  whether  it  will  lead  to 
a disastrous  end.  There  is  no  reason  why 
we  shall  be  guided  in  the  case  of  tuberculo- 
sis rather  by  exceptional  results  achieved  in 
small  numbers,  than  by  procedures  which 
offer  relief  in  the  greatest  possible  number 
of  cases.  And  the  latter  may  be  said  con- 
cerning climatic  treatment. 

Moreover,  in  the  case  of  tuberculosis  we 
have  to  consider  our  cures  not  only  from  a 
pathological,  but  also  from  a practical,  point 
of  view.  If  we  so  far  succeed  in  our  treat- 
ment that  our  tuberculous  patients  are  able 
to  lead  a useful  life  in  the  community  with 
reasonable  comfort  and  without  further  dis- 
advantage to  their  health,  we  have  accom- 
plished much,  even  when  we  are  unable  en- 
tirely to  restore  their  former  health.  One 
who  knows  the  conditions  here  in  the  South- 
west from  personal  experience,  knows  only 
too  well  that  here  the  percentage  of  the 
tuberculous  who  are  pursuing  a gainful  oc- 
cupation is,  indeed,  a large  one. 

Yet,  no  matter  how  firmly  the  medical 
profession  of  the  Southwest  believes  in  the 
value  of  climatic  treatment  in  tuberculosis, 
it  still  owes  to  the  great  medical  world  of 
the  country  the  substantiation  of  its  con- 
viction with  entirely  unbiased  scientific 
facts,  which  would  be  convincing  enough 
for  the  opponents  of  climatic  treatment. 

What  are  the  ways  that  would  lead  to  a 
definite  decision  in  this  dispute?  In  my 
humble  opinion,  we  could  substantiate  our 


empirical  experience  on  the  basis  of  un- 
biased facts  if  we  could  determine: 

(1)  The  morbidity  and  mortality  rates  of 
tuberculosis  among  the  Southwest-born  pop- 
ulation in  a given  sector  of  a southwestern 
state ; 

(2)  The  same  rates  among  the  out-of- 
state  born  population,  who  were  not  health 
seekers ; 

(3)  The  mortality  rate  of  the  health  seek- 
ers ; 

(4)  The  percentage  of  cures  and  improve- 
ments among  the  health  seekers; 

(5)  The  average  duration  of  disability 
among  the  tuberculous  population; 

and  compare  all  these  data  with  related  sta- 
tistics from  other  parts  of  the  country. 

Important  and  valuable  work  on  these 
lines  has  already  been  done.  As  far  as  I am 
able  to  judge  from  the  literature  at  hand 
concerning  the  Southwest,  Sweet’s  work,  to 
which  I have  referred  above,  is  the  most 
comprehensive.  His  studies,  as  also  those  of 
others — the  Committee  of  the  Denver  Sana- 
torium Association" — deal,  however,  only 
with  the  scrutiny  of  the  mortality  statistics. 
As  important  as  the  mortality  statistics  are, 
they  cover  only  one  phase  of  this  complex 
problem. 

Are  investigations  on  a broader  field,  em- 
bracing all  the  aspects  of  the  problem,  feas- 
ible? It  is  my  belief  that  they  are.  Take, 
for  instance,  the  possibilities  most  cities  of 
the  Southwest  offer  for  these  investiga- 
tions. It  is  estimated  that,  in  many  instanc- 
es, the  larger  part  of  the  population  of  these 
cities  came  here  as  health  seekers.  These 
health  seekers  are  from  all  walks  of  life — 
laborers,  artisans,  professional  and  business 
men.  They  came  to  the  Southwest  in  the 
various  stages  of  tuberculosis.  Their  age 
periods  are  as  varied  as  their  occupations. 
Both  sexes  are  well  represented  among 
them. 

As  a general  rule,  this  population  belongs 
to  the  class  of  people  which  has  to  work 
bard  for  its  living  and  cannot  afford  the 
leisure  and  luxuries  of  the  well-to-do  class- 
es. Those  who  “chase  the  cure”  live,  to  a 
great  percentage,  under  conditions  which 
are  far  from  the  ideal  we  demand  in  our 
hygienic  sanatorium  treatment.  Under  these 
conditions  it  would  be  a relatively  easy  task 
to  estimate  the  effect  the  climate  has  on 
their  disease. 

On  the  other  hand,  comparing  the  data 
gathered  in  the  many  sanatoria  of  the 
Southwest  with  those  of  the  institutions  in 
other  parts  of  the  country,  we  should  be 
able  to  judge  the  difference  in  results 
achieved  under  a favorable  condition. 

The  medical  and  social  surveys  of  a city 
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with  a large  number  of  inhabitants,  offer 
data  which  we  may  expect  to  be  conclusive 
in  themselves  on  account  of  the  large  num- 
ber of  cases  involved.  There  are  also  other 
important  factors  which  we  have  to  take  in- 
to consideration.  In  such  a study  as  I have 
outlined  above,  it  is  of  paramount  import- 
'■"ce  that  every  one  concerned,  that  is,  the 
whole  population  of  the  city — its  civic, 
church  and  official  organizations — shall 
wholeheartedly  and  sincerely  cooperate  in 
the  prosecution  of  these  investigations. 

In  a great  number  of  the  cities  of  the 
Southwest  the  tuberculosis  problem  is  a liv- 
ing issue.  Many  of  these  cities  expect  their 
further  development  from  attracting  the  tu- 
berculous health  seekers.  It  is  obvious, 
therefore,  that  the  intelligent  cooperation  of 
any  city  could  be  easily  secured  for  a tu- 
berculosis survey.  It  is  in  the  very  nature 
of  such  a survey  that  it  cannot  be  carried 
out  by  an  individual  alone.  Such  a survey 
calls  for  organized  effort. 

At  first  thought  such  a survey  seems  to 
present  insurmountable  difficulties,  but  he 
Framingham  demonstration7  of  the  Nation- 
al Tuberculosis  Association  has  proven  in 
practice  that  the  health  survey  of  a city  of 
considerable  size  can  be  carried  out.  This 
demonstration  has  also  led  to  far-reaching 
practical  results.  It  has  led  to  the  founda- 
tion of  the  Life  Extension  Institute  and  to 
the  periodic  health  examinations,  which 
have  already  prolonged  and  saved  the  lives 
of  countless  individuals  in  this  country.  We 
may  expect  that  a tuberculosis  survey  of  a 
city  of  the  Southwest  will  also  lead  to  far- 
reaching  results,  which  would  benefit  in 
particular  the  tuberculous  of  the  entire 
country. 

It  remains  now  to  discuss  the  means  by 
which  the  money  necessary  for  such  a sur- 
vey could  be  raised.  Inasmuch  as  this  sur- 
vey would  benefit  various  factors,  it  is  evi- 
dent that  all  those  concerned  beneficially 
should  take  their  share  in  the  investment 
it  calls  for. 

First  of  all,  we  have  to  think  of  the  Na- 
tional Tuberculosis  Association,  which  holds 
in  its  ranks  the  leading  phthisiologists  and 
workers  interested  in  the  national  fight 
against  tuberculosis.  We  have  to  seek, 
therefore,  if  not  the  financial,  at  least  the 
moral,  support  of  this  organization. 

It  is  also  obvious  that,  should  this  survey 
substantiate  with  indisputable  facts  the 
great  value  of  the  climate  of  the  Southwest- 
ern States — as  we  have  every  reason  to  ex- 
pect,— then  the  respective  state  and  city  in 
which  this  survey  would  be  carried  out, 
would  be  most  benefited  by  these  investiga- 
tions. It  is  but  natural,  therefore,  that  it 


would  pay  the  individual  citizens  of  ■ ri  city, 
the  civic  bodies  of  the  city  and  of  the1  state, 
who  are  interested  in  the  numerical  arid  fi- 
nancial growth  of  their  city  and  state,  to 
lend  their  material  support  to  finance  such 
a survey. 

Last,  but  not  least,  there  are  the  Life  and 
Health  Insurance  companies  whose  business 
is  to  deal  in  the  lives  of  their  policy  hold- 
ers. It  means  considerable  financial  gain 
for  them  if  they  can  shorten  the  sickness 
and  prolong  the  lives  of  their  policy  hold- 
ers. The  Metropolitan  Life  Insurance  Com- 
pany has  shown,  with  the  financial  provi- 
sions for  the  Framingham  demonstration, 
that  it  valuates  highly  the  possibilities  a 
health  survey  offers.  There  can  be  hardly 
any  doubt  that,  by  proper  approach,  the  in- 
terest of  the  Life  Insurance  companies  in  a 
tuberculosis  survey  could  easily  be  aroused, 
and  their  financial  aid  for  the  necessary  in- 
vestigations secured. 
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DISCUSSION 

DR.  DWIGHT  ALLISON.  Las  Cruces,  N.  M. 
(opening):  Talking  about  making  a survey  of  the 
country,  some  few  years  ago  the  reports  showed 
that  Colorado  was  second  in  the  death  rate  for 
tuberculosis  in  the  United  States.  A committee 
was  appointed  by  the  Denver  Medical  Society,  head- 
ed by  Dr.  Henry  Sewell.  After  some  two  or  three 
years’  correspondence  with  the  Registrar  of  Deaths 
and  with  doctors  who  wrote  a death  certificate 
which  was  not  entirely  clear,  they  found,  by  elim- 
inating the  people  who  came  to  Colorado  01-ignially 
with  tuberculosis,  that  the  state  was  next  to  last 
in  the  death  rate  for  that  disease;  that  about  50 
per  cent  of  the  people  who  died  of  tuberculosis 
died  in  the  first  three  months  of  their  residence  in 
Colorado,  probably  due  to  over-exertion  and  through 
having  to  go  to  work  when  not  able  to  do  so.  They 
frequently  had  a hemorrhage  and  died.  A number 
of  deaths  reported  as  from  tuberculosis  after  one 
year’s  residence,  were  found  to  be  complicated  with 
some  other  d'sease. 

I think  if  Dr.  Poliak  would  take  up  this  matter 
with  Dr.  Henry  Sewell  of  Denver,  he  can  get  the 
exact  figures  on  this  survey  which  was  conducted 
covering  a period  of  several  years. 

DR.  F.  D.  VICKERS.  Demine.  New  Mexico;  I be- 
lieve it  difficult  to  judge  accurately  of  the  value  of 
cl'matic  treatment  at  the  present  time.  The  doctor 
in  this  part  of  the  country  can  prove  to  his, satis- 
faction that  the  dry  climate  of  the  high  altitudes 
of  the  southwest  is  of  great  value — ’Other  things 
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being  equal;  and  the  doctor  in  the  east  has  had  it 
figured  out  for  him  that  “climate”  is  a very  small 
part  of  the  cure.  Just  who  figured  out  the  exact 
per  cent  and  how  he  arrived  at  the  conclusion,  1 
do  not  know. 

In  the  east,  it  is  said,  the  very  rich  and  the  very 
poor  are  the  only  ones  who  can  get  good  medical 
care  and  good  hospital  service;  in  the  southwest, 
it  is  only  the  well-to-do  who  can  get  good  care  for 
tuberculosis. 

I believe,  to  get  the  proper  treatment  to  the 
great  number  of  people  who  come  to  the  southwest 
for  tuberculosis,  we  must  have  institutions  endowed 
by  industrial  organizations,  religious  bodies,  lodges, 
and  the  state,  so  that  the  patients  may  get  treat- 
ment for  a sufficient  time  when  they  do  not  have 
money.  It  is  most  common  now  for  a patient  to 
have  too  much  enthusiasm  over  improvement,  to 
get  back  east  too  soon  and  relapse.  And  then  it  is 
pointed  out  that  our  climate  does  not  ouire. 

To  get  exact  statistics  under  present  conditions, 
1 believe  impossible.  I understand  that  not  every- 
body with  tuberculosis;  can  go  to  the  Southwest. 
Well,  then,  who  is  to  go?  I would  suggest  that 
those  who  do  not  respond  to  treatment  at  home 
should  seek  change  of  climate  if  possible,  and  be- 
fore they  have  become  far  advanced  cases;  and  I 
would  point  out  to  the  eastern  men  that  we  have 
a great  number  of  far  advanced  cases  come  to  the 
Southwest  with  no  means  of  proper  treatment  for 
a sufficient  length  of  time,  and  they  give  our  cli- 
mate a bad  name.  They  die  out  here,  raise  the 
death  rate  of  the  Southwest  and  lower  the  death 
rate  of  the  East. 

DR.  F.  P.  MILLER,  El  Paso:  I agree  with  Dr. 
Poliak  that  there  has  not  been  enough  tuberculosis 
research  work  in  the  Southwest.  I know  this  is 
true  of  other  parts  of  the  country  also,  but  the 
Southwest  has  several  peculiar  problems.  The  Unit- 
ed States  Government  has  made  several  surveys 
of  the  indigent  tuberculous  in  the  southwestern 
states  and  these  have  been  of  great  value.  To 
make  this  work  of  increasing  value,  these  surveys 
should  be  rechecked. 

The  Metropolitan  Life  Insurance  Company  has 
carried  on  considerable  tuberculosis  research  work 
and  they  have  also  accomplished  an  important 
work  along  educational  lines  among  their  policy 
holders.  Their  reports  prove  that  they  have  been 
able  to  reduce  their  mortality.  They  built,  a sana- 
torium for  their  employees  and,  after  careful  physi- 
cal examinations,  placed  their  tuberculous  em- 
ployees therein.  This  plan  of  discovering  the  early 
tuberculous  among  the  employees  and  supplying 
proper  treatment,  has  accomplished  much  good  for 
the  employees  and  has  resulted  in  a decided  educa- 
tional benefit  to  all  who  come  in  contact  with 
those  who  have  benefited  by  this  sanatorium  care. 
I am  unable  to  give  exactly  what  per  cent  of  the 
total  number  of  patients  who  were  discharged  as 
arrested,  but,  of  the  incipient  cases,  after  a stay 
in  the  sanatorium,  87  per  cent  were  able  to  return 
to  their  work  and  the  majority  of  these  were  able 
to  earn  more  than  they  bad  ever  earned  before. 
Less  than  7 per  cent  were  earning  less  than  they 
earned  before  the  discovery  was  made  that  they 
were  tuberculous.  I am  sure  the  officers  of  this 
Company  feel  that  they  have  been  well  repaid  for 
the  money  expended. 

I believe  the  greatest  enemy  to  the  proper  author- 
ization of  climatic  treatment  of  tuberculosis  is  the 
National  Tuberculosis  Association.  I have  seen 
many  statements  in  their  literature  refuting  the 
idea  that  climate  is  a factor  to  beenfit  the  tuber- 
culous. Recently,  in  Chicago,  one  of  their  repre- 
sentatives advised  strongly  against  any  national 
movement  that  would  tend  to  erect  sanatoria  in 
the  Southwest  for  the  treatment  of  tuberculosis. 


Regardless  of  all  their  teaching  and  effort,  the 
Jnited  States  Public  Health  reports  show  that  the 
migration  of  the  indigent  tuberculous  to  the  great 
Southwest  has  increased. 

I often  ask  those  who  do  not  believe  in  climatic 
advantages  for  the  treatment  of  tuberculosis,  why 
the  architects  are  so  careful  to  build  and  locate 
their  sanatoriums  in  the  east  so  as  to  insure,  as 
far  as  possible,  their  natural  advantages  as  to  alti- 
tude, exposure  to  sunlight,  freedom  from  dust  and 
vapors,  if  they  are  not  trying  to  imitate  the  cli- 
matic conditions  which  are  so  easily  obtained  in 
the  Southwest.  They  are  perfectly  willing  to  advo- 
cate that  their  patients  go  to  the  Adirondacks  be- 
cause of  climatic  conditions.  Each  city  and  state 
directs  the  building  of  sanatoriums  remote  from 
their  cities.  Why  is  it  that  the  Bureau  of  Standards 
of  the  United  States  Government  sends  men  across 
the  country  to  study  sunlight  in  Denver,  Phoenix 
and  Mt.  Wilson,  and  then  spends  thousands  of  dol- 
lars in  trying  to  reproduce  in  Pittsburgh  a carbon 
light  which  will  imitate  the  sunlight  in  those  lo- 
calities? Why  do  individuals,  under  the  advice  of 
their  physicians,  build  extensions  in  the  windows 
of  their  houses  in  order  that  the  patient’s  head  may 
be  out  of  doors?  I answer  that  for  no  other  reason 
than  to  get  the  advantages  of  fresh  air  and  sun- 
light. These  are  questions  that  they  avoid  answer- 
ing and  break  down  all  their  propaganda. 

In  a recent  survey  of  600  indigent  tuberculous 
in  El  Paso,  57  per  cent  stated  that  they  came  there 
on  the  direct  advice  of  their  physicians.  In  the 
private  sanatoriums  in  the  Southwest,  I am  sure 
that  you  will  find  75  per  cent  have  been  referred 
by  physicians  who  feel  certain  that  climatic  con- 
ditions are  a decided  benefit  to  their  patients.  I 
believe  that  a tuberculosis  survey  made  by  the  Na- 
tional Tuberculosis  Association,  as  to  the  actual  ad- 
vantages of  climatic  treatment,  would  yield  more 
good  to  the  tuberculous  than  their  flat  statement 
and  denial  that  there  is  no  value  in  climate. 

DR.  G.  WERLEY,  El  Paso:  We  made  some  ob- 
servations in  El  Paso  a number  of  years  ago,  which 
I think  Dr.  Miller  will  remember.  In  looking  up 
the  death  records  of  people  who  died  from  tuber- 
culosis, that  little  survey  showed  us  that  there  was 
very  little  tuberculosis  developed  in  El  Paso  among 
our  native  American  population.  I think  that  is 
probably  the  best  evidence  as  to  what  climate  does. 
I think  almost  anybody  who  has  lived  in  this  south- 
western climate  will  say  that  people  who  were 
born  in  this  country  do  not  develop  tuberculosis 
anything  like  the  way  they  do  back  east.  I do  not 
know  whether  there  are  any  statistics  on  that  point 
or  not. 

One  of  the  interesting  things  I have  seen  in  our 
Post-mortem  Club  we  have  at  El  Paso  is  the  con- 
dition of  tuberculous  lungs  after  25  or  30  years.  A 
doctor,  an  old-timer  in  the  Southwest,  died  at  El 
Paso  last  year.  I remember,  when  I came  to  El 
Paso,  he  was  considered  one  of  the  worst  tuberculo- 
sis cases  in  town.  He  was  having  hemorrhages  and 
gave  general  evidences  of  an  advanced  case  of  tu- 
berculosis; it  was  understood  that  he  had  been  in 
a sanatorium  in  the  northern  part  of  New  Mexico 
for  a long  time.  Well!  when  he  died,  we  held  a 
postmortem  and,  if  one  did  not  know  his  history, 
I do  not  believe  he  would  have  been  particularly 
attracted  by  the  condition  of  the  lungs.  There  were 
no  cavities;  the  lungs  were  very  adherent,  with 
very  much  thickened  pleura  at  both  apices,  but 
were  air-containing  and  contained  very  little  evi- 
dence that  they  had  ever  been  tuberculous.  We 
have  had  one  or  two  other  cases  which  showed  vir- 
tually the  same  thing. 

I think  that  is  very  encouraging  to  anyone  doing 
work  on  tuberculosis — to  find  that  a lung  which 
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has  been  very  badly  damaged  can  be  healed  up  en- 
tirely and  look  almost  new  again. 

DR.  M.  POLLAK  (closing) : I thank  you  for  the 
discussion  and  wish  only  to  state  that  something 
has  to  be  done  to  convince  the  medical  world  our 
climate  is  a decided  benefit,  and  that  we  are  prac- 
ticing here,  but  the  question  is  how  to  get  this 
over  and  get  it  further  back  east. 


A PLEA  FOR  MORE  GENERAL  POSTOP- 
ERATIVE USE  OF  THE  DUO- 
DENAL TUBE. 

VV.  L.  BROWN,  M.  D.  and  C.  P.  BROWN,  M.  D. 

El  Paso,  Texas 

Read  at  the  Forty-fifth  Annual  Meeting  of  the 
New  Mexico  Medical  Society,  at  Carlsbad.  N. 

May  9 to  11,  1927,  by  Dr.  K.  D.  Lynch,  El  Paso, 
Tex. 

As  we,  in  numerous  papers,  have  gone  in- 
to the  theory  of  the  formation  of  toxemes 
in  the  “segment  of  toxicity”  of  Whipple’s,  in 
postoperative,  paralytic,  and  mechanical  ob- 
structions, we  will  confine  the  discussion  to- 
day more  to  the  practical  application  of 
stomach  drainage  in  these  conditions. 

After  almost  six  years  of  postoperative 
stomach  drainage  with  the  duodenal  tube, 
we  no  longer  have  any  doubt  but  that  toxic 
material  is  regurgitated  into  the  stomach. 
Neither  do  we  have  any  doubt  about  its 
drainage  from  the  stomach  giving  definite 
relief  from  toxic  symptoms.  In  other  words, 
if  there  are  serious  toxic  fluids  in  the  duo- 
denum and  jejunum,  they  are  being  con- 
stantly regurgitated  into  the  stomach  and 
may  be  drained  from  there  just  as  well  as 
from  the  jejunum  by  way  of  surgical  jej un- 
ostomy. 

Many  times,  in  cases  of  obstruction  and 
peritonitis,  we  have  been  able  to  withdraw 
a quart  of  fluid  from  this  stomach,  although 
the  patient  was  constantly  vomiting.  In 
other  words,  vomiting  deos  not  mean  that 
the  stomach  has  been  emptied  of  either 
fluids  or  gas.  In  fact,  we  have  inserted  the 
tube  and  been  able  to  hear  the  escaping  gas 
all  over  the  room,  although  the  patient  had 
just  been  vomiting. 

We  are  now  using  it  almost  as  a routine 
in  all  abdominal  operations  of  any  serious- 
ness where  vomiting  would  be  especially 
painful  or  distention  would  compromise  the 
results  of  the  operation.  In  cases  of  diffi- 
cult abdominal  hernias,  or  other  hernias, 
where  we  wish  to  guard  our  suture  line  from 
the  effects  of  vomiting,  we  immediately 
pass  the  tube  and  leave  it  in  place  until  the 
period  of  vomiting  is  over.  If  the  patient  is 
sufficiently  out  of  the  anesthetic  to  swal- 
low, there  is  usually  very  little  trouble  in 
passing  the  tube. 

Being  able  to  prevent  vomiting  and,  there- 
by, the  accompanying  pain,  in  operations  on 
the  gall-bladder,  stomach,  and  all  other  seri- 


ous abdominal  procedures,  is  one  of  the 
greatest  recent  advances  in  surgery.  The 
patient’s  ability  to  drink  water  freely  under 
the  same  conditions  is  another  tremendous 
advance  toward  increased  comfort. 

In  all  stomach  operations,  such  as  resec- 
tions, ulcers,  and  gastro-enterostomies,  we 
pass  the  tube  before  the  patient  is  taken 
off  the  table,  and  leave  it  in  place  for  from 
twenty-four  to  forty-eight  hours.  In  these 
cases  the  stomach  is  kept  empty  by  aspira- 
tion and  frequent  washings  with  sterile 
water. 

When  inserting  the  tube  at  the  end  of  op- 
eration, before  the  patient  is  sufficiently 
awake  to  swallow,  and  because  of  the  dry- 
ness of  the  throat,  we  find  vaseline  a more 
satisfactory  lubricant  than  the  lighter  oils, 
as  it  is  more  adherent  to  the  tube.  Also,  in 
these  cases  where  the  patient  is  still  asleep, 
we  never  inject  any  water  until  we  have 
withdrawn  stomach  contents,  which  assures 
us  that  the  tube  is  not  in  the  air  passages 
nor  curled  up  in  the  esophagus.  In  either 
case,  injecting  water  might  be  of  serious 
consequence. 

After  the  use  of  five  per  cent  cocaine  on 
an  applicator,  we  pass  the  tube  through  the 
nose  because  it  is  less  irritating  to  the 
throat,  cannot  be  bitten,  and  is  not  in  the 
way  during  an  anesthetic.  It  should  be 
passed  to  the  first  mai'k  only  as  it  will  curl 
up  in  the  stomach  if  too  much  is  inserted, 
and,  therefore,  may  not  empty  the  stomach 
of  either  fluid  or  gas.  The  medium  sized 
Levine  tube,  number  14,  seems  to  be  the 
most  satisfactory  for  general  use. 

The  longest  we  have  ever  left  the  tube  in 
place  was  seven  days.  It  sometimes  be- 
comes irritating  to  the  throat  and  nose,  un- 
der which  circumstances  it  may  be  removed 
and  reinserted  later. 

Ordinarily  it  is  left  hanging  by  the  side 
of  the  bed,  the  patient  is  given  an  abun- 
dance of  water  to  drink  and  the  water  is 
allowed  to  siphon  off.  After  improvement 
ensues  and  it  appears  that  the  patient 
would  retain  the  water,  the  tube  is  hung  up 
on  the  head  of  the  bed  to  stop  siphonage. 
It  should  be  let  down  again  and  stomach  as- 
pirated immediately  if  nausea  occurs. 

We  have  just  operated  on  a man  who  had 
a large  gangrenous  gall-bladler.  The  tube 
was  passed  into  his  stomach  before  he  left 
the  table  and  was  allowed  to  remain.  He 
had  no  vomiting  or  nausea.  Therefore,  up- 
on my  visit  in  the  evennig,  I removed  the 
tube.  Before  midnight  he  had  much  nausea. 
The  nurse  re-inserted  the  tube  and  with- 
drew a large  quantity  of  fluid  from  his 
stomach.  She  again  left  the  tube  in  place. 
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He  would  not  then  consent  to  its  removal 
until  two  days  later. 

This  has  been  a very  frequent  experience. 
Patients  who  have  enjoyed  its  benefits,  are 
not  inclined  to  do  without  it.  We  have  found 
this  especially  true  in  those  who  had  had 
previous  operations  followed  by  much  nau- 
sea and  vomiting. 

The  tube  accomplishes  the  following:  (1) 
It  relieves  conditions  due  to  gas  and  regur- 
gitated intestinal  fluids ; it  is  a vent  pipe ; 
(2)  it  effects  interrupted  or  continuous  lav- 
age of  the  stomach,  and,  in  some  cases,  of 
the  duodenum;  (3)  it  gives  relief  from  nau- 
sea; (4)  it  makes  possible  the  free  drink- 
ing of  water  and  thereby  relieves  that  most 
distressing  symptom,  thirst;  (5)  it  permits 
transgastric  feeding;  (6)  it  relieves  tox- 
emia; (7)  it  is  a port  of  entry  for  all  kinds 
of  medication;  (8)  it  improves  the  feelings 
of  the  patients;  they  often  beg  for  its  re- 
turn after  they  have  once  experienced  the 
relief  afforded  by  its  use. 

DISCUSSION 

DR.  P.  G.  CORNISH,  Jr.  (Albuquerque) : In  our 
post-operative  cases,  we  have  all  seen  the  tremen- 
dous amount  of  relief  obtained  in  those  cases  that 
have  been  vomiting,  those  with  regurgitation,  those 
of  acute  dilatation  of  the  stomach  and  other  con- 
ditions of  mechanical  obstruction,  with  the  ordinary 
gastric  lavage.  This  gastric  lavage  when  repeated 
is  sometimes  disagreeable.  It  is  rather  a hard  thing 
to  go  through  for  patients  with  large  abdominal 
wounds  necessarily  tender  and  painful,  and  some- 
times, for  that  reason,  we  hesitate  to  use  lavage 
when  we  know  it  should  be  useu — because  patients 
object  to  it  on  the  ground  of  the  pain  and  dis- 
comfort given  while  it  goes  on. 

The  use  of  the  duodenal  tube  answers  practical- 
ly the  same  purpose  as  gastric  lavage,  except 
that  it  keeps  up  continuous  drainage  rather  than 
the  intermittent  drainage  through  the  passage  of 
the  ordinary  stomach  tube. 

In  certain  cases,  for  instance  cases  of  resections, 
ulcers  and  things  of  that  sort,  gastric  lavage,  while 
safe  if  used  properly,  sometimes  might  increase 
the  pressure  on  the  sutures  and  cause  leakage.  In 
fact  when  we  do  pass  stomach  tubes  after  opera- 
tions, we  always  have  a slight  timidity  in  doing 
it  for  the  reason  that  we  think  we  may  put  on 
excess  pressure  and  cause  trouble.  By  the  use  of 
the  duodenal  tube,  we  can  overcome  all  those  fears 
and  still  do  the  job  we  aim  to  do.  We  frequent- 
ly pass  the  duodenal  tube  while  the  abdomen  is 
still  open,  in  that  way  benig  sure  the  tube  goes 
through  the  pylorus  and  the  things  that  give  us  re- 
gurgitation, vomiting,  etc.,  would  not  keep  our  tube 
out  of  the  duodenum;  we  are  sure  it  is  in  there  at 
the  time. 

I do  not  think  that  the  duodenal  tube  is  always 
a life  saver  in  cases  of  acute  dilatation  of  the 
stomach.  I have  seen  it  used  in  these  condiitons 
where  you  could  get  the  stomach  absolutely  clear, 
but  still  your  patient  will  persist  with  certain 
symptoms  and  will  not  recover. 

The  duodenal  tube  is|  apt  to  be  overlooked  in 
the  treatment  of  post-operative  cases  because  it  is 
such  a small  thing,  I expect  it  simply  escapes  the 
mind  of  the  surgeon,  but  I am  sure  we  will  all  find 
it  a very  useful  adjunct  when  used  in  certain  types 
of  cases. 


I am  sorry  Dr.  Brown  is  not  here  to  give  us 
some  of  his  experiences  on  the  subject,  though  his 
paper  is  very  complete  and  gives  us,  I think,  all 
the  fundamentals  in  what  he  is  striving  to  do. 


ANTERIOR  POLIOMYELITIS 

(A  Case  Report) 

S.  I.  BLOOMHARDT,  M.  D. 

Phoenix,  Arizona 

Read  at  the  Monthly  Staff  Meeting  of  the  Deacon- 
ess Hospiatl,  Phoenix,  Ariz.,  Sept.  26,  1927. 

A male,  twenty-two  years  of  age,  mar- 
ried, had  a very  active  summer,  driving  be- 
tween coast  and  Phoenix  several  times.  Six 
days  before  admission  to  the  hospital  he 
had  an  annoying  headache  over  the  occipital 
region.  This  was  continuous.  An  osteopath 
was  consulted,  and  his  treatment  was  ad- 
ministered without  relief.  There  was  at  that 
time  a slight  fulness  in  region  of  right  ear. 
The  osteopath  removed  some  wax.  Follow- 
ing the  osteopathic  treatments,  he  went 
swimming  in  the  cold  Country  Club  pool. 
The  headache  continued,  and  there  was 
some  stiffness  of  the  neck.  Two  days  be- 
fore admission,  I saw  him  for  the  first  time. 

There  was  no  temperature  and  the  reflex- 
es were  normal.  On  the  morning  of  ad- 
mission the  patient  showed  slight  tempera- 
ture, the  headache  was  more  severe,  and 
the  neck  was  a trifle  more  rigid.  The  re- 
flexes were  slightly  accentuated.  There  was 
a history  of  nausea  with  severe  vomiting, 
for  several  days.  He  complained,  at  this 
time,  of  pain  and  aching  in  extremities. 

The  examination  revealed  a well  nour- 
ished, healthy  appearing  young  adult  male. 
Eyes  were  dull,  and  reacted  to  light;  pupil- 
lary reflex  was  normal.  There  were  several 
small  boils  on  the  back  of  the  neck  and  oc- 
cipital region.  The  neck  was  stiff  and  ten- 
der; when  moved  he  had  considerable  pain. 
The  heart  and  lungs  were  negative.  The 
abdomen  was  negative  except  for  the  appen- 
dectomy scar.  The  patellar  reflexes  were 
slightly  accentuated.  The  spinal  fluid  count 
was  155,  with  75  per  cent  lymphocytes;  no 
tubercle  bacilli  or  other  bacteria  were  found 
on  smears;  no  growth  on  culture. 

Diagnosis  of  acute  anterior  poliomyelitis 
was  made.  The  patient  was  given  the  anti- 
streptococcus poliomyelitis  serum,  and  made 
a steady  slow  convalescence.  He  was  able 
to  leave  the  hospital  in  six  days.  He  has 
made  steady  improvement  since  and  now  ap- 
pears to  be  entirely  well. 

Acute  Anterior  Poliomyelitis,  also  called 
Heine-Medin  Disease  and  Infantile  Paraly- 
sis, is  an  acute  generalized  infection,  due  to 
a filterable  virus,  occurring  both  in  epi- 
demics and  sporadically.  It  is  characterized 
anatomically  by  wide-spread  lesions  of  the 
nervous  system,  with  special  localization  in 
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many  of  the  cases  in  the  anterior  horns  of 
the  gray  matter  of  the  spinal  cord ; hence, 
the  common  name. 

Historical.  It  has  the  earmarks  of  a new 
infection;  although,  in  delving  into  old  lit- 
erature, one  finds  instances  of  sudden  par- 
alysis in  babies,  said  to  be  due  to  careless- 
ness of  the  nurse.  May  not  some  of  them 
have  been  cases  of  infantile  paralysis  ? Cer- 
tainly it  has  become  more  widespread  and 
more  common  in  late  years,  and  it  seems 
the  increase  cannot  be  wholly  accounted  for 
by  the  fact  that  it  is  now  better  known  and 
more  readily  recognized  than  formerly.  It 
is  called  the  Heine-Medin  disease  from  the 
fact  that  Heine  of  Connstadt,  in  1840,  first 
established  the  disease  as  a clinical  entity, 
and  Medin,  in  1890,  was  the  first  to  study 
carefully  an  epidemic  and  to  recognize  clin- 
ical types  as  the  cerebral,  bulbar,  no  yneu- 
ritic,  and  ataxic  forms.  The  disease,  in 
1909,  was  transmitted  to  two  monkeys  by 
inoculating  them  with  the  spinal  fluid  of  a 
child  who  had  died  of  the  disease.  The  in- 
oculation period  is  given  as  from  one  to 
three  days  up  to  fourteen  days;  by  other 
authorities  as  one  to  eighteen  days.  Experi- 
mentally, in  the  monkeys  the  inoculation 
time  is  three  to  twelve  days. 

Symptoms.  The  naso-pharyngeal  symp- 
toms are  common.  The  first  stage  is  char- 
acterized by  fever,  often  with  nausea  and 
vomiting,  drowsiness  and  heaviness,  irri- 
tability and  stiffness  of  the  neck  and  back, 
twitchings  and  jerkings,  sometimes  by  pain 
and  tenderness  in  the  extremities ; general 
tenderness  (hyperesthesia)  on  handling  is 
highly  common.  This  stage  lasts  a few 
days  and  then  the  paralysis  appears — if  it 
is  to  appear.  The  temporary  paralysis  is 
due  to  inflammatory  and  toxic  changes 
while  the  permanent  paralysis  depends  on 
destruction  of  the  nerve  cells.  The  spinal 
fluid  shows  an  increase  in  the  number  of 
cells,  up  to  about  200  per  cu.  mm.,  which 
distinguishes  it  from  cerebro-spinal  fever 
and  other  acute  forms  of  meningitis. 

Forms.  There  are  a number  of  forms: 
(a)  the  abortive  form ; (b)  common  polio- 
myelitis or  spinal  form;  (c)  progressive  as- 
cending form;  (d)  bulbar  form;  (e)  menin- 
gitis form;  (f)  cerebral  form;  (g)  cerebel- 
lar form;  (h)  polyneuritic  form. 

Diagnosis.  The  diagnosis  is  difficult  and 
many  diagnoses  are  made  only  after  paraly- 
sis appears.  Some  cases  run  a course  like 
an  acute  infection ; others  have  the  picture 
of  Landry’s  paralysis;  in  still  others  menin- 
geal symptoms  predominate ; or  there  may 
be  hyperesthesia  and  pain,  with  the  picture 
of  a polyneuritis.  The  prognosis  is  variable. 

Treatment.  Rest  and  usual  treatment 


should  be  given  during  the  febrile  stage. 
Salicylates  can  be  given  for  pain  and  dis- 
comfort, with  opiates  if  necessary.  Lumbar 
puncture  should  be  done  at  once  and  repeat- 
ed if  symptoms  indicate  the  necessity.  It 
may  be  repeated  daily.  In  the  meningeal 
form,  hot  packs  are  useful.  Serum  should 
be  given,  though  there  is  some  question  as 
to  its  value.  Certainly,  at  least,  it  gives 
one  moral  courage  and  the  feeling  of  doing 
something;  most  authorities  agree  that  it, 
at  least,  lessens  severity  if  given  early  and 
in  good  sized  doses.  Blood  serum  from  one 
who  has  had  the  disease,  if  available,  is  use- 
ful in  the  early  stages. 

One  attack  confers  a high  degree  of  im- 
munity; second  attacks  are  unknown.  No 
racial  immunity  to  the  infection  is  known, 
although  it  is,  in  most  part,  confined  to  the 
white  race. 

The  prevention  of  deformities  in  paral- 
yzed children  is  important.  Massage,  exer- 
cise and  all  active  measures  are  contraindi- 
cated during  the  acute  stage  and  as  long  as 
there  is  tenderness.  Special  attention  must 
be  given  to  maintaining  a normal  position 
of  the  paralyzed  limbs  so  as  to  prevent  de- 
formities, which  develop  quickly.  As  soon 
as  acute  symptoms  have  subsided,  muscle 
training  should  be  instituted. 

Transmission  and  Epidemiology.  Many 
theories  have  been  advanced  as  to  the 
mode  of  transmission,  but  as  is  so  often 
the  case  when  many  theories  are  advanced 
in  the  explanation  of  something,  the  answer 
is  “we  know  not.”  So,  we  have  the  contact 
theory,  the  insect  borne  theory,  milk  borne 
infection,  air  borne  theory,  etc.  The  proba- 
bilities are  that  infantile  paralysis  is  one  of 
the  diseases,  like  typhoid  fever,  which  is 
spread  in  more  than  one  way.  It  is  the  con- 
sensus of  opinion  that  it  is  more  widespread 
than  indicated  by  the  number  of  paralytic 
cases.  Undoubtedly  many  cases  are  mild 
and  escape  notice,  but  leave  protection.  No 
definite  or  effective  system  of  prevention 
can  be  formulated  until  we  are  sure  of  the 
mode  of  transmission.  Health  authorities 
are  justified  in  requiring  cases  to  be  report- 
ed and  isolated,  with  all  preventive  maes- 
ures  applied.  However,  we  can  have  no  con- 
fidence in  our  prophylactic  measures,  which 
resemble  the  old  shotgun  prescriptions.  At 
the  same  time,  it  is  an  infectious  disease 
and  precautions  are  necessary.  The  period 
during  which  the  isolation  should  be  main- 
tanied  cannot  even  be  guessed  at.  The  dis- 
ease never  has  shown  a tendency  to  spread 
in  children’s  asylums,  hospitals  and  other 
institutions. 

Infantile  paralysis,  as  a rule,  does  not 
spread  in  families.  Only  4.3  per  cent  of 
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8,634  families  attacked  in  New  York  in  1916 
had  more  than  one  case.  When  multiple 
cases  do  occur  in  a family,  they  usually 
come  down  together  or  within  a short  time 
of  each  other.  This  signifies  simultaneous 
infection  from  a common  source. 

The  United  States  has  been  widely  af- 
fected; from  1910  to  1914,  18,800  cases  were 
reported  and  31,500  in  the  next  two  years. 
The  disease  was  progressive ; epidemics 
grew  in  extent  and  intensity,  until  the  dis- 
ease became  pandemic.  In  1916  it  swept  the 
country,  there  being  6,000  deaths  in  29,000 
cases.  This  epidemic  was  the  worst  in  his- 
tory; the  virus  was  sown  broadcast  and  no 
region  was  spared. 

A peculiarity  of  the  disease  is  that  while 
it  is  a warm  weather  disease,  it  is  not  as 
common  in  warm  countries.  Very  few  cases 
are  ever  seen  in  the  tropics.  Every  country, 
however,  is  seeded  with  the  virus.  In  1924, 
there  was  an  unusually  severe  outbreak  in 
Iceland  and  also  in  New  Zealand.  Only  spo 
radic  cases  occur  in  winter;  it  reaches  its 
peak  in  August  and  early  September.  The 
disease  is  not  influenced  by  social  or  eco- 
nomic conditions.  It  prevails  in  good  and 
bad  sanitary  conditions.  It  spares  neither 
the  rich  nor  the  poor,  clean  nor  dirty,  wise 
nor  foolish,  strong  nor  weak. 

It  is  a disease  of  childhood;  65  per  cent 
are  under  five  years  of  age  and  95  per  cent 
under  ten  years.  Any  age  may  be  affected, 
however.  The  average  fatality  is  20.8  per 
cent.  The  death  rate  is  lowest  from  one  to 
fiveyears,  and  becomes  proportionately  high- 
er as  age  advances. 

DISCUSSION 

DR.  O.  H.  BROWN  said  that  we  should  remem- 
ber that  infantile  paralysis  may  affect  any  age, 
and  that  the  patients  may  pass  through  to  conval- 
escence without  the  paralysis  being  manifest.  The 
disease  has  two  stages;  in  the  first  stage  there  is 
an  acute  illness,  which  might  be  a had  cold  or  any 
mild  infection;  the  patient  apparently  makes  an 
improvement,  and  then  follows  the  second  stage  in 
which  the  paralysis  is  found.  He  said  that  it  was 
his  opinion  that  the  older  children  from  14  to  20 
years  are  apt  to  be  affected  the  most  seriously. 
Adults  ordinarily  have  the  condition  mild,  if  at  all. 

DR.  MILLS  said  that  he  had  learned  that  some 
of  the  Los  Angeles  physicians  are  having  good  re- 
sults with  the  immune  serum  taken  from  recovered 
cases. 

DR.  SHARP  said  that  he  had  understood  that 
some  of  the  physicians  believed  that  the  patients 
who  were  given  the  anti-streptococcus  serum  ran 
milder  courses  than  those  which  did  not  have  it. 

DR.  WILKINSON  remarked  that  x-ray  and  static 
applied  to  the  spine,  after  the  acute  stage  is  past, 
does  a great  deal  of  good. 


ARTHMA  FROM  PERTUSSIS  TOXIN 

A Case  Report 

ORVILLE  HARRY  BROWN,  M.  D.,  Ph.  D. 

A woman  of  advanced  years,  probably 
nearer  seventy  than  sixty,  presented  herself 


for  various  troubles,  among  which  was  a 
chronic,  moderately  severe  asthma.  This 
had  begun  about  twenty-five  years  before, 
as  well  as  she  could  estimate.  It  remained 
with  her  without  great  variation  throughout 
the  seasons.  The  history  of  her  case  led  me 
to  suspect  common  articles  of  her  diet  as 
etiologic  agents. 

Sensitization  tests  to  foods,  however,  were 
unquestionably  negative.  Then  I tested  her 
against  many  other  substances,  150  to  160, 
the  number  of  test  substances  I possessed 
five  years  ago.  Included  in  the  tests  were 
a limited  number  of  bacterial  proteins.  She 
reacted  to  none  of  them  save  one — pertus- 
sis. This  reaction  was  clear  cut. 

She  was  promptly  started  upon  a highly 
dilute  pertussis  vaccine.  Improvement  was 
manifest  within  a week  or  even  less. 

She  was  accustomed  to  the  use  of  a hypo- 
dermic. her  finances  were  limited  and  she 
asked  to  be  allowed  to  give  herself  the  in- 
jections and  to  return  to  me  from  time  to 
time  for  more  concentrated  suspensions  of 
the  vaccine.  This  I consented  to  do.  All 
went  well  for  a few  weeks.  She  then  got  a 
notion  that  if  a littlei  does  so  much  good 
more  will  do  more  good,  or  that  the  vaccine 
was  innocuous ; she  increased  her  dosage 
faster  than  according  to  my  instructions. 
Her  asthma  returned  as  a response  to  the 
increased  doses. 

Up  to  this  time  she  had  been  skeptical.  I 
think,  about  the  pertussis  being  the  etiologic 
factor.  The  reaction  and  subsequent  ones 
convinced  her,  however,  that  the  diagnosis 
or,  at  least,  the  treatment,  was  correct. 

Reports  from  her  un  to  three  years  after 
her  first  relief  indicated  that  she  was  hav- 
ing no  return  of  her  asthma. 

It  is  an  interesting  speculation  as  to 
whether  the  pertussis  bacilli  were  being  har- 
bored bv  her  bodv  these  twenty-five  years 
or  whether  other  bacteria  in  her  body  were 
throwing  into  her  tissues  a toxin  closely 
enough  related  to  pertussis  toxin  to  pro- 
duce a sensitization]  to  pertussis  toxin.  It 
would  also  be  interesting  to  know  if  she  is 
well  at  present  and  if  she  is  likely  to  con- 
tinue in  good  health. 

My  own  experience  teaches  me  that  sensi- 
tization to  bacterial  proteins  or  products  is 
a reality.  We  also  know  that  bacteria  tend 
to  become  permanent  parasites  or  guests. 

The  conclusion  seems  warranted  that  this 
person  had  a chronic  pertussis  infection 
which  produced  her  asthma  and  she  was 
greatly  benefited  by  treatment  with  diluted 
pertussis  vaccine. 

The  suggestion  arises  from  this  case  that 
bacterial  sensitization  may  be  of  such  fre- 
quency anb  importance  as  to  demand  rou- 
tine search  for  it. 
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APPROVED  HOSPITALS  IN  ARIZONA 

The  list  of  “approved  hosptials”  issued  by 
the  American  College  of  Surgeons,  for  1927, 
includes  eight  hospitals  in  Arizona,  as  fol- 
lows : 

Mercy  Hospital,  Prescott — Fully  Approved. 

Veterans  Bureau  Hospital,  Tucson — Fully 
Approved. 

Miami-Inspiration  Hospital,  Miami — Fully 
Approved. 

St.  Joseph’s  Hospital,  Phoenix — Fully  Ap 
proved. 

Arizona  Deaconess  Hospital,  Phoenix — 
Fully  Approved. 

Gila  County  Hospital  Globe — Conditioned. 

St.  Mary’s  Hospital,  Tucson — Conditioned. 

Southern  Methodist  Hospital,  Tucson — 
Conditioned. 

“These  hospitals  have  adopted  the  funda- 
mental requirements  for  the  right  care  of 
the  patient  and  the  rendering  of  the  broad- 
est community  service  as  provided  for  in 
the  minimum  standard  laid  down  by  this 
organization  (College  of  Surgeons),  charged 
with  the  great  movement  known  as  Hos- 
pital Standardization.” 

Conditioned  approval  indicates  that  the 
hospital  has  accepted  the  requirements 
which  result  in  the  best  care  of  the  patient, 
but  for  lack  of  time  or  other  acceptable 
reasons,  have  not  put  them  fully  into  ef- 
fect. 


MEDICAL  PUBLICITY 

In  the  Arizona  Republican  (Phoenix),  of 
October  21,  there  is  a news  item  from  Wash- 
ington, D.  C.,  telling  about  the  plan  of  medi- 
cal publicity  in  Cerro  Gordo  County  Medical 
Society  in  Iowa,  with  the  brief  statement 
that  this  is  said  to  be  the  first  general  ad- 
vertising done  by  doctors  in  the  United 


States.  It  is  this  latter  statement  that  we 
wish  to  comment  on  here. 

The  El  Paso  County  Medical  Society  has 
been  engaged  in  a very  similar  activity  for 
more  than  two  years,  running  paid  adver- 
tisements in  the  daily  newspapers  of  El 
Paso,  over  their  name,  “El  Paso  County 
Medical  Society.”  From  the  trend  of  the 
article  in  the  Republican,  it  seems  that  the 
Iowa  society  has  followed  very  closely  the 
plan  of  the  El  Paso  doctors,  and  used  much 
of  the  same  material. 

There  is  no  question  at  all  that  publicity 
of  this  sort  will  come  to  be  the  rule  in  any 
community  whose  medical  profession  is 
properly  organized.  It  is  sanctioned  by  the 
American  Medical  Association,  is  being  act- 
ively fostered  and  engaged  in  by  such  or- 
ganizations as  the  Gorgas  Memorial,  and 
will  undoubtedly  soon  become  general  over 
the  country. 


FOLLOW-UP  THERAPY  ON  POLIOMYE- 
LITIS IN  NEW  MEXICO 

The  comprehensive  and  beautiful  piece  of 
public  health  work  done  in  New  Mexico  by 
the  Bureau  of  Public  Health,  in  their  epi- 
demic of  poliomyelitis,  did  not  cease  with 
the  subsidence  of  the  eoidemic.  Realizing 
that  the  state  had  an  obligation  to  the  doz- 
ens of  crippled  children  left  by  the  ravages 
of  this  outbreak,  the  Bureau  has  brought 
an  expert  physiotherapist  from  New  York, 
who  will  spend  six  months  in  the  state  and 
instruct  the  physicians  of  any  community, 
together  with  public  health  nurses  or  par- 
ents of  the  crippled  children,  in  the  prin- 
ciples of  deformity  prevention,  massage,  and 
exercises  required  to  bring  back  such  func- 
tion as  may  be  possible. 

This  seems  to  be  an  excellent  plan,  and 
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from  the  reports  so  far  received,  is  one 
which  is  thoroughly  appreciated  by  the  citi- 
zens in  New  Mexico.  It  is  sometimes  diffi- 
cult to  secure  the  hearty  approbation  and 
full  understanding  from  the  public,  -over 
some  plan  for  preventing  disease,  while  a 
project  which  aims  to  cure  manifest  disease 
or  to  relieve  the  suffering  which  follows  in 
the  wake  of  disease,  is  given  a cordial  and 
sympathetic  reception.  From  this  action 
should  come  a more  cordial  relation  between 
the  New  Mexico  Bureau  of  Public  Health 
and  the  people  of  that  state,  which  would 
not  be  the  least  of  the  desirable  results  to 
follow. 

Miss  Mollie  H.  Donnelly  is  the  physiother- 
apist who  has  been  engaged  for  this  work. 
The  final  results  will  be  watched  for  with 
interest. 


COLLECTION  AGENCIES 

Somewhere  in  the  perusal  of  a large  as- 
sortment of  medical  journals,  the  editor  has 
seen  the  statement  that  physicians  in  any 
community  can  nearly  always  find  some 
attorney,  merchants’  association  or  chamber 
of  commerce,  who  will  undertake  the  col- 
lection of  their  unpaid  accounts,  and  make 
larger  returns  to  the  physicians  than  can 
any  foreign  collection  agency. 

Physicians  will  do  well  to  bear  this  in 
mind  when  the  representative  of  some  col- 
lection agency  comes  into  their  officer,  with 
fine  words  and  big  promises  about  collec- 
tions. The  Federal  Credit  Bureau  of  San 
Francisco  is  a concern  which  has  left  many 
physicians  in  Arizona  sadder  and  wiser 
about  collections.  Their  approach  is  quite 
ingenious.  The  agent  usually  introduces 
himself  by  saying  that  he  has  run  across  a 
patient  who  owes  the  doctor  a bill  and  he 
(the  agent)  can  collect  it.  In  some  instanc- 
es he  even  says  that  he  HAS  collected  $5.00 
or  $10.00,  and  asks  for  some  more  bad  ac- 
counts which  he  offers  to  collect.  If,  among 
these  bad  accounts,  he  secures  one  or  two 
good  ones,  he  is  fixed.  He  will  collect  the 
good  ones  and  from  the  collection,  deduct 
charges  for  “tracing”  the  bad  accounts.  One 
physician  in  Arizona  for  whom  collections 
amounting  to  $47.50  were  made  from  two 
patients,  received  check  for  $9.75  in  full, 
the  balance  of  the  amount  being  charged  to 
him  for  “tracing”  some  twenty-five  bad  ac- 
counts and  finding  out  that  they  were  not 
collectible. 

Verily,  the  doctors  are  the  cream  of  the 
“come  ons”  and  no  one  knows  this  better 
than  oil  stock  salesmen  and  collection  agen- 
cies. 


DR.  LEONARD  WOOD:  PIONEER  ARI- 
ZONA PHYSICIAN 

No  medical  history  of  Arizona  would  be 
complete  without  recording  the  activities  of 
Lieut.  Leonard  Wood,  a young  medical  of- 
ficer on  the  staff  of  General  Crook,  during 
the  Indian  campaigns  against  Geronimo,  in 
1886.  Chiefly  because  of  the  fact  that  he 
began  his  career  in  Arizona,  rather  than  the 
long  and  honorable  career  terminated  by  his 
death  in  1927,  the  following  tribute  is  copied 
from  the  September  issue  of  THE  ATLAN- 
TIC MEDICAL  JOURNAL:— 

General  Wood,  “America’s  first  proconsul,”  died 
in  Boston  on  August  6th.  following  an  operation. 
The  medical  profession  is  proud  of  his  achieve- 
ments, for  his  career  has  not  been  surpassed  for 
sheer  devotion  and  inspiring  sacrifice  of  self  to 
duty.  He  was  graduated  from  Harvard  Medical 
School  in  18S4.  He  was  dismissed  from  the  hos- 
pital where  he  was  serving  an  internship  for  an 
infraction  of  the  rule  forbidding  interns  to  operate, 
because  he  did  a successful  emergency  operation 
on  a child.  Thus  early  in  his  medical  career  he 
showed  he  was  a man  of  action.  He  was  commis- 
sioned an  assistant  surgeon  in  the  Army  in  1886 
and  served  as  medical  and  line  officer  in  the 
great  campaign  of  1886  against  the  Apache  Indians. 
In  recognition  of  that  service  he  was  awarded  the 
Congressional  Medal  of  Honor  in  1898.  To  the  old 
Indian  fighters  he  was  known  as  “Bull  Bison.”  He 
was  “a  lean,  clean-cut,  yellow-white-headed  con- 
tract doctor”  who  “won  his  commission  as  a fight- 
ing man  in  the  sun-smitten  halls  of  the  canyons 
and  deserts  of  the  Southwest.” 

With  Theodore  Roosevelt,  then  a civilian,  as  lieu- 
tenant colonel,  and  Dr.  Wood  as  colonel,  he  organ- 
ized the  "Rough  Riders”  for  service  in  the  Spanish- 
American  War.  He  was  chief  of  staff  and  father 
of  the  “Plattsburg  Camps.” 

Dr.  Wood’s  career,  in  many  respects,  is  one  of 
the  most  remarkable  of  our  national  history.  The 
medical  profession  is  proud  of  his  accomplishment 
in  cleaning  up  Santiago,  which  a sea  captain  said 
“could  be  smelled  ten  miles  out  at  sea.”  He  de- 
veloped yellow  fever  at  this  post,  but  most  for- 
tunately recovered.  In  1899  he  was  made  governor- 
general  of  Cuba.  It  was  the  commission  appointed 
by  him  that  solved  the  mystery  of  yellow-fever 
transmission.  Lord  Cromer,  British  maker  of  mod- 
ern Egypt,  described  his  government  of  Cuba,  as 
“the  greatest  piece  of  colonial  administration  in  all 
history.”  The  brilliancy  of  General  Wood  in  the 
Philippines  and  in  Cuba  attracted  the  attention  of 
the  world. 

As  chief  of  staff  of  the  Army,  he  left  no  stone 
unturned  to  nlace  it  on  a modern  basis.  He  was 
a foe  of  pacifism,  and  was  the  father  of  military 
preparedness,  as  expressed  hv  training  camps  of 
the  Plattsburg  type,  for  the  development  of  civilians 
for  service  in  the  reserve  corps.  In  the  early  part 
of  the  World  War  he  suffered  many  rebukes  from 
the  Wilson  administration,  and  when  the  United 
States  entered  the  war.  he  was  “sidetracked”  and 
sent  to  Camp  Funston.  where  he  trained  the  Eighty- 
ninth  Division,  only  to  be  removed  rfom  command 
on  the  eve  of  its  departure  overseas.  He  was  a 
candidate  for  the  presidency,  but  the  Republican 
convention  at  Chicago  named  Warren  G.  Harding. 
What  a wonderful  thing  it  would  have  been  to 
have  a physician  as  president  of  our  country!  A 
year  later  the  press  announced  that  he  was  about 
to  become  provost  of  the  University  of  Pennsyl- 
vania, but  he  was  “drafted”  for  the  “Islands,” 
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where  he  was  supposed  to  serve  for  a year,  but  re- 
mained for  six  years. 

The  General’s  physical  misfortunes  are  familiar 
to  most  physicians,  but  his  certification  by  a medi- 
cal board,  as  “fit  for  active  field  service”  in  1917, 
when  he  was  the  ranking  officer  of  the  regular 
army,  has  been  vindicated  by  his  activities  in  the 
last  ten  years.  While  in  France  observing  warfare, 
prior  to  the  entry  of  the  United  States  into  the 
war,  he  was  wounded  by  a shell  fragment. 

Shortly  before  leaving  the  Philippine  Islands  this 
summer,  where  he  was  serving  as  Federal  Admin- 
istrator, he  was  operated  upon  for  double  hernia. 
He  reported,  despite  his  poor  physical  condition,  to 
President  Coolidge,  at  the  Summer  White  House 
in  North  Dakota,  and  submitting  again,  on  account 
of  brain  pressure,  for  the  second  time  to  the  sur- 
geon’s scalpel,  in  a Boston  hospital,  thus  suddenly 
ended  his  splendidly  busy  career. 

Medical  officers  subordinate  to  him  recently  in 
the  Philippine  Islands  have  told  us  of  his  continued 
interest  and  sympathetic  cooperation  in  their  war- 
fare against  leprosy  and  other  forms  of  sickness 
and  disease. 

Just  previous  to  submitting  to  operation,  he  de- 
livered an  address  in  Manhattan  in  advocacy  of  a 
fund  of  $2,000,000  now  being  quietly  collected  in 
the  United  States  to  alleviate,  study,  and  prevent 
leprosy.  The  experimental  work  will  be  conducted 
on  the  Island  of  Culion,  in  the  Philippines,  where 
there  are  5,200  lepers.  Dr.  Wood  stated  that  “It 
has  been  proved  that  cures  are  possible  at  nearly 
any  stage  of  the  disease,  and  more  likely  if  treat- 
ment is  started  quickly.” 

Interment  took  place  in  the  Rough  Rider’s  Sec- 
tion at  Arlington  Cemetery,  Washington,  D.  C. 

It  is  said  that  General  Wood  left  a diary  contain- 
ing the  story  of  each  day,  dictated  before  the  night 
passed.  May  it  soon  be  published,  telling  in  his 
own  words  the  story  of  his  life. 

Soldier,  surgeon,  administrator,  statesman — his 
work  is  done,  and  long  will  be  remembered,  al- 
though he  deserved  greater  recognition  than  his 
country  gave  him. 


FORREST  F.  FADELEY 
(Albuquerque,  N.  M.) 

Dr.  Forrest  F.  Fadeley,  who  had  prac 
ticed  in  Albuquerque  for  fifteen  years,  died 
at  his  home  in  Hampton,  Va.,  on  September 
30th. 

Dr.  Fadeley  practiced  the  specialty  of 
urology,  and  was  a member  of  the  Bernalil- 
lo County  and  the  New  Mexico  Medical  So- 
cieties. He  was  a graduate  of  George  Wash- 
ington University  Medical  School,  class  of 
1904,  locating  in  Albuquerque  in  1912.  He 
was  a member  of  the  American  Urological 
Society.  He  was  unmarried,  and  the  loss 
from  the  medical  fraternity  of  Albuquerque 
will  be  keenly  felt. 


GRANT  COUNTY  (N.  M.)  MEDICAL  SOCIETY 

The  Grant  County  Medical  Society  met  in  monthly 
session  Sept.  30,  1927,  and  roll  call  of  the  members 
present  were  as  follows  Drs.  Browne,  Parmenter, 
Edwards,  Danielson,  Davis,  Kramer,  Frazen,  Poliak, 
Lacy,  Ferrell,  Groom,  McFarland,  Groves,  Robinson, 
Wood,  Colvard  and  Mr.  Stockton. 

Minutes  of  the  last  meeting  were  read  and  ap- 
proved. 

Dr.  Danielson  read  notes  from  case  of  orchitis 


bilateral  without  periotitis.  This  was  a very  inter- 
esting and  unusual  case.  Discussion  was  entered 
into  by  most  all  present. 

Dr.  Poliak  s pape”  on  bronchial  asthma,  case  re- 
port c lid  postmortem  findings  was  well  presented 
and  was  a real  treat  to  all  present. 

Dr.  Kramer  presented  notes  and  x-ray  films  of 
an  interesting  case  of  primary  carcinoma  of  lung. 
Stained  section  of  an  excised  gland  was'  thrown  on 
+he  screen  by  means  of  the  projectoscope. 

Meeting  adjourned  at  10:30. 

J.  P.  Wood,  Sec.  and  Treas. 

D.  Kramer,  President. 


NO  POLIOMYELITIS  IN  EL  PASO 

The  El  Paso  Times  of  October  7th  quotes  DR. 
P.  R.  OUTLAW,  assistant  city  health  officer,  to  the 
effect  that  there  has  been  only  one  mild  case  of 
poliomyelitis  in  that  city.  This  is  a very  interesting 
illustration  of  the  totally  inexplicable  appearance  of 
this  disease.  With  New  Mexico  suffering  from  a 
severe  epidemic,  El  Paso,  which  is  geographically  a 
part  of  New  Mexico,  has  entirely  escaped  up  to  that 
time.  We  hope  that  it  will  continue  free  from  this 
infection. 

B.  J.  WEIGEL,  of  Albuquerque,  N.  M.,  a member 
of  the  staff  of  the  Albuquerque  Sanatorium,  sailed 
from  New  York  on  September  15,  for  Europe.  He 
expects  to  spend  several  months  in  the  University  of 
Munich  in  special  work  in  tuberculosis. 


DR.  L.  E.  WIGHTMAN  (Globe,  Ariz.)  WEDS 

On  the  evening  of  October  7th,  Dr.  L.  E.  Wight- 
man,  one  of  the  pioneer  physicians  of  Globe,  Ariz., 
was  married  to  Mrs.  Ida  Rocca,  also  a resident  of 
Globe  all  of  her  life. 

Dr.  Wightman  has  practiced  in  Globe  for  about 
thirty  years,  and  the  members  of  the  Arizona  State 
Medical  Association  join  with  the  Gila  County  Medi- 
cal Society  in  good  wishes  for  the  doctor  and  his 
bride. 


VIOLET  RAY  INTENSITY  REPORTS  IN  TUCSON 

Through  the  courtesy  of  the  Desert  Sanatorium, 
near  Tucson,  Ariz.,  the  Tucson  Citizen  will  add  to 
its  daily  weather  reports,  the  record  of  the  Ultra- 
violet ray  intensity  for  the  preceding  day.  This 
sanatorium  is  said  to  be  one  of  three  places  in  the 
United  Staets  equipped  with  a radiometer,  and  the 
Tucson  Citizen  claims  precedence  over  all  other  daily 
newspapers  in  presenting  such  climatic  information 
to  its  readers. 


EL  PASO  PERSONALS 

DR.  IRVING  McNEIL  has  presented  the  El  Paso 
County  Medical  Society  with  bound  volumes  of  the 
Journal  of  the  American  Medical  Association  for 
twenty  years.  This  very  valuable  addition  to  the 
society's  library  was  accepted  with  a note  of  thanks 
from  the  society. 

DR.  R.  E.  McBRIDE,  of  Las  Cruces,  has  been  a 
frequent  professional  visitor  in  El  Paso  the  past 
few  weeks. 

DR.  E.  B.  ROGERS  reports  that  there  is  quite  an 
epidemic  of  tertian  malaria  in  the  valley  about 
Hatch,  N.  M.  Dr.  McCamant  states  that  there  have 
been  a number  of  cases  in  the  upper  valley  about 
Las  Cruces  and  Dona  Ana,  during  the  past  summer. 

DR.  WALLER  has  closed  his  office  in  El  Paso 
and  moved  to  Kansas  City,  Mo.,  where  he  expects 
to  locate. 

DR.  R.  B.  HOMAN  was  operated  upon  at  the  Ma- 
sonic Hospital,  October  8th,  for  hernia.  He  is  con- 
valescing rapidly  and  will  soon  be  out  of  the  hos- 
pital. 

SISTER  DEMETRIA,  for  twelve  years  Superior 
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at  Hotel  Dieu,  was  transferred  to  a hospital  at  Mo- 
bile, Ala.,  Sept.  25th.  The  physicians  of  El  Paso, 
and  the  entire  community,  feel  keenly  their  loss  in 
this  transfer.  However,  El  Paso  is  fortunate  in 
having  assigned  to  the  Hotel  Dieu,  Sister  Vincent, 
formerly  Superior  of  St.  Paul’s  Sanitarium  of  Dal- 
las, one  of  the  largest  hospitals  in  the  state.  Her 
splendid  executive  ability  demonstrated  in  the  larger 
institution  will  be  a wonderful  asset  to  Hotel  Dieu 
and  to  the  El  Paso  people. 


ARIZONA  PERSONALS 

DR.  A.  M.  TUTHILL,  of  Phoenix,  has  recently  re- 
turned from  an  extended  visit  in  the  east.  Between 
his  tales  of  his'  wrestling  bouts  with  the  tiller  of  a 
sail  boat  in  Wood’s  Hole,  near  Boston,  he  is  willing 
to  talk  about  his  observations  of  the  work  of  Dr. 
H.  P.  De  Forest  of  New  York  upon  the  spine,  and 
of  Dr.  H.  R.  Allen,  orthopedist  of  Indianapolis,  in 
the  general  field  of  bone  and  joint  injuries. 

DR.  E.  PAYNE  PALMER,  of  Phoenix,  has  re- 
turned from  attendance  at  the  American  College  of 
Surgeons  at  Detroit.  Dr.  Palmer  had  the  distinction 
of  nominating  for  the  presidency  of  the  college,  Dr. 
Franklin  Martin  of  Chicago,  from  whos’e  brain  the 
idea  of  the  college  originated,  but  who  has  not,  until 
now,  ever  been  its  president. 

DR.F.  C.  JORDAN,  of  Phoenix,  has  recently  re- 
turned from  his  postgraduate  work  in  the  east,  and 
is  located  at  16  E.  Monroe  St.,  where  he  will  prac- 
tice the  specialties  of  obstetrics  and  pediatrics.  His 
special  work  was  'under  Dr.  Potter,  of  version  fame, 
Dr.  DeLee  of  Chicago,  and  with  Dr.  McKim  Mariott 
for  pediatrics. 

DR.  HARRY  R.  CARSON,  of  Phoenix,  was  re- 
cently stirred  by  memory  of  the  dog  sleds  which 
carried  the  diphtheria  antitoxin  from  Nome  to  the 
interior  of  Alaska,  to  rescue  the  children.  Having 
a poliomyelitis  case  upon  whom  he  desired  to  use 
human  convalescent  serum,  he  wished  to  secure  this 
in  a great  rush  from  the  coast.  Being  a lineal  de- 
scendant of  that  man  concerning  whom  it  was  said 
that  he  could  buy  from  an  Israelite  at  a discount 
and  sell  to  a Scotchman  at  a profit,  Dr.  Carson  man- 
aged to  enlist  the  aid  of  the  United  States  Govern- 
ment to  deliver  this  serum  in  Phoenix  by  aeroplane. 
When  these  aviators  descended  upon  the  Arizona 
canal,  north  of  Phoenix,  they  wondered  why  Dr. 
Carson  had  not  requisitioned  the  navy  department 
and  a hydroplane.  Anyhow,  Dr.  Carson  secured  his 
serum.  The  commendable  feature  of  the  incident 
was  that  in  the  newspaper  accounts,  which  were 
quite  prominent,  attention  was  not  attracted  from 
the  important  part  of  the  story  by  mention  of  the 
doctor’s  name  and  address.  Dr.  Carson  saw  to  it 
that  these  were  omitted. 

DR.  H.  A.  REESE,  of  Yuma,  the  full  time  health 
officer  of  Yuma  County,  has  been  busy  inspecting 
the  health  conditions  at  the  country  schools  of  that 
county,  and  examining  the  school  children.  In  this 
he  has  had  the  active  aid  of  Mrs.  Hansberger,  the 
county  school  superintendent  and  Mrs.  Robinson, 
the  county  school  nurse. 

DR.  CLARA  P.  SEIPPEL  WEBSTER,  formerly 
of  Chicago,  who  is  now  located  in  Tucson,  has 
been  appointed  dean  of  women  at  the  University 
of  Arizona. 

DR.  FRED  P.  PERKINS,  of  Florence,  Ariz.,  has 
been  appointed  physicain  for  the  University  of  Ari- 
zona, and  has  moved  to  Tucson. 

DR.  C.  A.  THOMAS,  of  Tucson,  attended  the  con- 
vocation of  the  College  of  Surgeons,  in  Detroit,  the 
first  week  in  October. 

DR.  A.  C.  CARLSON,  of  Jerome,  President-Elect 
of  the  Arizona  State  Medical  Association,  recently 


visited  Phoenix  and  Tucson,  conferring  with  the 
other  members  of  the  Program  Committee  relative 
to  the  forthcoming  meeting  of  the  Association,  to 
be  held  in  Tucson  next  April. 

DR.  P.  K.  GRAYBILL,  who  has  been  located  at 
Lake  Pleasant,  Ariz.,  in  charge  of  the  hospital  de- 
partment of  the  Beardsley  Development  Company, 
duringthe  construction  of  a large  irrigation  dam  on 
the  Agua  Fria,  has  moved  into  Phoenix,  following 
the  completion  of  the  dam. 

DR.  B.  F.  JEFFERS,  who  was  formerly  located 
at  Peoria,  Ariz.,  and  who  left  here  for  his  old  home 
in  Kansas,  proved  to  have  been  too  thoroughly  in- 
oculated with  Hassayampa  water,  and  has  returned 
to  Arizona.  He  will  be  located  in  Glendale. 

DR.  H.  B.  LEHMBERG  formerly  of  Los  Angeles, 
has  located  at  Casa  Grande,  Ariz.,  where  he  will 
engage  in  practice. 


DEACONESS  HOSPITAL,  Phoenix,  Ariz. 
July  Staff  Meeting 

The  Medical  and  Surgical  Staff  of  the  Arizona 
Deaconess  Hospital  met  Monday,  July  25,  1927,  8 
p.  m.,  at  the  hospital  with  fourteen  members  in  at- 
tendance. 

The  chairman  of  the  staff,  Dr.  J.  W.  Thomas,  pre- 
sided, and  in  the  absence  of  the  secretary,  Dr. 
Hamer  acted  in  this  capacity.  Dr.  Watkins'  of  the 
Records  Committee,  reported  upon  the  deaths  for 
June,  as  follows: 

No.  1004;  a man  who  died  following  an  operation 
for  cancer  of  the  splenic  flexure,  is  discussed  in  full 
later  on  in  these  records. 

No.  1006;  a male  of  30  years,  admitted  June  7, 
and  died  June  14,  following  tracheotomy  for  peri- 
tonsilar  abscesses  and  obstruction  of  the  larynx. 
Case  was  discussed  during  the  June  staff  meeting, 
and  no  further  comment  made  here. 

No.  1101;  a male  of  47,  who  entered  hospital  June 
20  and  died  Jnue  21,  following  operation  for  pelvic 
abscess,  peritonitis,  and  intestinal  obstruction.  Case 
is  up  for  discussion  tonight,  also. 

No.  1088;  a female  child  of  7 years,  entered  hos- 
pital June  4,  and  died  the  same  day.  Child  had  been 
sick  about  one  week  with  indefinite  symptoms.  On 
the  morning  of  June  4,  she  began  vomiting  and  re- 
gurgitating water  through  the  nose — a condition 
suggesting  poliomyelitis.  There  were  no  neurologi- 
cal signs  at  this  time.  At  3:00  that  day  the  child 
had  paralysis  of  diaphragm,  turned  blue  in  color  and 
started  to  expectorate  frothy  blood  from  the  lungs. 
She  was  brought  to  the  hospital,  and  died  two  hours 
later.  Spinal  fluid  contained  64  cells,  75  per  cent 
monos;  no  bacteria  in  culture  or  smear. 

Autopsy:  Marked  passive  hyperemia  of  all  the  ab- 
dominal and  thoracic  viscera.  Thymus  enlarged,  and 
evidently  had  not  undergone  the  normal  degree  of 
atrophy.  Meningeal  vessels  were  greatly  dilated, 
showing  marked  hyperemia  throughout.  No  definite 
gross  changes  were  found  in  the  brain  or  upper  por- 
tion of  the  cord.  Microscopic  sections  of  the  cervical 
portion  of  the  cord  showed  small  areas  of  inflam- 
matory infiltration  near  the  central  canal  and  about 
the  area  of  the  anterior  horn.  Sections  of  the  cord 
just  below  the  medulla  showed  no  additional  changes. 
Sections  through  the  medulla  showed  very  diffuse 
round  cell  infiltration,  most  marked  in  the  anterior 
portion.  There  are  shown  scattered  polynuclear 
cells  and  a tendency  toward  the  infiltrating  cells  to 
• accumulate  around  the  vessels.  No  inflammatory 
?■  change  seen  on  sections  through  the  pons.  Findings 
j&are  believed  to  be  quite  conclusive  for  a diagnosis 
■of  poliomyelitis. 

W No.  1062;  a female  who  entered  hospital  June  15, 
Jand  died  June  19,  with  a diagnosis  of  nephritis.  No 
■history^  obtained  from  patient  other  than  that  she 
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had  been  ill  for  several  weeks,  having  severe  pains 
in  abdomen,  was  unable  to  take  nourishments  for 
some  time,  and  had  been  having  frequent  involun- 
tary defecations.  No  past  history  obtained. 

Autopsy:  Kidneys  large,  about  seven  times  nor- 
mal size.  Kidney  tissue  reduced  to  about  one-third 
normal  but  kidneys  had  many  enormous  cysts,  mak- 
ing kidney  fully  seven  times  normal  size.  Large  di- 
verticulum from  lower  portion  of  ileum  about  the 
size  of  the  index  finger.  Uterus  and  liver  normal. 
Gall  bladder  contained  a large  number  of  stones. 

Case  990;  a male  of  46  years  of  age,  entered  June 
5 and  expired  June  11,  with  a diagnosis  of  pernicious 
anemia.  The  records  do  not  contain  sufficient  evi- 
dence to  justify  a diagnosis  of  pernicious  anemia  in 
this  case,  although  the  blood  picture  is  suggestive. 
No  history  attached  to  the  records. 

Case  978;  presented  by  DR.  GREER.  This  pa- 
tient has  had  a lump  in  the  right  groin  for  several 
years.  Seen  in  the  office  on  several  occasions.  She 
has  had  a high  blood  pressure,  in  April  the  systolic 
was  176,  in  May  it  was  200  mm. 

Four  days  before  entrance  to  the  hospital,  June 
2,  the  patient  became  ill  with  abdominal  pain,  nausea 
and  vomiting,  and  complained  of  severe  pain  in  the 
pit  of  the  stomach,  and  was  unable  to  take  food  or 
liquids.  Patient  was  brought  to  Phoenix  for  medical 
attention,  and  that  day  became  worse,  with  severe 
pain  at  the  site  of  the  hernia.  Patient  gives  a his- 
tory of  unusually  good  health,  until  the  past  several 
years  when  the  blood  pressure  has  been  high.  Two 
years  ago  she  had  a “poisoning  of  the  liver,”  and 
was  ill  for  about  ten  days.  She  is  the  mother  of 
three  children,  all  normal  pregnancies  and  deliveries. 
History  was  given  by  patient’s  daughter. 

Physical  examination:  an  old  lady,  very  thin,  and 
appears  acutely  ill.  Skin  dry  and  dark.  Pupils'  react 
to  light  and  accommodation.  Nose,  throat  and  ears 
negative.  No  cervical  adenitis,  no  thyroid  enlarge- 
ment. Chest;  percussion  note  slightly  increased; 
broncho-vesicular  breathing  on  auscultation  over 
both  fields;  no  moisture  in  chest.  Heart  normal  in 
size;  tones  regular,  rapid  and  with  no  increase  in 
pulmonary  second  sound.  Abdomen  flat,  scaphoid; 
no  tenderness  on  palpation;  in  right  groin,  in  region 
of  Poupart’s  ligament,  there  is  a small  tumor  which 
is  not  very  tender  to  palpation.  This  tumor  protrudes 
through  the  femoral  ring.  Extremities  negative.  Re- 
flexes normal. 

Patient  was  operated  June  2,  for  strangulated 
right  femoral  hernia,  probably  with  gut  in  the  hernic 
sack.  At  operation  a loop  of  ileum  was  found  in 
hernial  sac.  Gut  when  released  was  very  dark  in 
color  with  a fibrous  ring  at  one  end  of  loop  as  if  in- 
carcerated at  this  point  for  a long  period  of  time. 
Gut  was  patent.  Hot  towel  was  applied  to  discolor- 
ed gut.  There  was  considerable  free  fluid  in  pelvis. 

Patient’s  urine  on  entrance  was  amber,  slightly 
cloudy,  acid,  slight  trace  albumen,  no  sugar,  trace 
acetone,  no  casts,  occasional  pus  cell,  no  blood. 

This  patient  continued  to  run  a temperature,  and 
on  June  9,  the  incision  was  opened  and  a consider- 
able amount  of  pus  evacuated.  Culturally  the  ma- 
terial showed  streptococci  and  colon  bacilli,  the  blood 
picture  at  that  time  was  W.  B.  C.  20,200  with 
90  per  cent  polys,  and  10  per  cent  monos.  Wound 
irrigated  t.  i.  d.  with  chlorozene  solution  and  two 
per  cent  mercurochrome,  and  patient  continued  to 
improve  nicely. 

DR.  GREER,  in  discussing  the  source  of  the  in- 
fection, spoke  of  the  probable  sources,  the  surgeon, 
the  assistant,  a slip  in  technic  or  the  patient  herself. 

DR.  HAMER  assisted  with  the  operation  and  ob- 
served no  slip  in  the  technic.  A patient  at  this  age 
with  low  resistance,  and  with  this  low  incision,  prob- 
ably infected  herself.  Possibly  this  was  a skin  in- 
fection. The  condition  of  the  bowel,  with  necrotic 
fat,  low  body  resistance,  and  the  colon  bacillus  com- 


ing through  the  affected  bowel  itself  may  have  been 
the  source.  Dr.  Hamer  believes  that  the  infection 
came  from  the  patient  herself. 

DR.  KENNEDY  in  discussing  this  case  said  that 
he  had  irrigated  the  wound  t.i.d  with  Dakins  and 
mercurochrome,  and  that  the  infection  cleared  with- 
in two  weeks,  but  that  there  was  no  tendency  to 
date  for  the  wound  to  close,  and  that  he  had  been 
using  Balsam  of  Peru  in  the  hope  of  stimulating 
granulation. 

Dr.  Greer  asked  Dr.  Kennedy  what  was  his  idea 
of  the  source  of  this  infection.  Dr.  Kennedy  replied 
that  he  thought  the  patient  infected  herself,  pos- 
sibly by  the  colon  bacillus  migrating  through  the 
injured  bowel  wall. 

DR.  WATKINS  said  that  the  appendix  is  perfor- 
ated bateriologically  before  it  is  grossly;  that  this 
is'  probably  true  for  any  bowel  before  visible  per- 
foration, and  was  probably  true  in  this  case. 

DR.  GREER  thought  it  would  have  been  good 
judgment  to  have  cultured  the  ascitic  fluid  at  the 
time  of  operation. 

Case  1004;  by  DR.  C.  B.  PALMER.  The  patient, 
a white  man  of  44  years,  and  painter  by  trade,  en- 
tered the  hospital  June  7,  and  expired  June  10.  The 
patient  was  taken  sick  June  6,  with  severe  cramp  in 
abdomen,  and  a lump  appeared  on  the  left  side  of 
the  umbilicus;  when  seen  nine  hours  later,  there  was 
a lump  over  the  appendix  region.  For  the  past 
two  years  the  patient  had  trouble  with  the  ab- 
domen, but  never  vomited.  At  times'  he  would  be 
nauseated,  and  could  feel  a lump  in  the  abdomen, 
usually  on  the  right  side.  The  mass  at  times  seemed 
to  roll  over  to  the  right  side  in  region  of  the  ap- 
pendix. 


Open  All  the  Year 

with 


Pluto  Spring  Flowing  All  the  Time 


SIX  HUNDRED  AND  FIFTY  ROOMS 
(ALL  OUTSIDE)  IN  OUR  HOTEL 

A place  where  your  patients  can  find  attractive  surround- 
ings with  adequate  medical  service  and  superviaion. 

“Logan  Clendening  in  his  recent  clasic,  ‘Modern  Methods 
of  Treatment,’  says,  'The  benefits  to  be  derived  from  a Cure 
at  a Mineral  Springs  depend,  almost  entirely,  upon  the  effi- 
ciency of  the  medical  organization  thereat.'  This  principle 
has  always  been  and  still  is  the  one  which  has  so  largely 
contributed  to  the  deserved  fame  of  the  French  Lick  Springs 
Hotel  at  French  Lick,  Indiana.” 

When  your  patients  are  tired  of  home  or  hoeplta)  send 
them  to  French  Lick  for  final  recuperation. 
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Patient  gives  a negative  family  history  for  can- 
cer or  tuberculosis;  was  always  well  as  a child, 
having  only  had  measles.  No  other  illnesses.  In 
1918  he  had  a severe  attack  of  influenza,  and  was 
ill  for  about  three  weeks.  He  did  not  recover  from 
this  as  rapidly  as  he  should,  but  had  no  definite 
complications.  Bowels  always  move  with  difficulty. 
On  the  day  of  entrance  the  bowels  moved  twice. 
Patient  states  that,  seven  years  ago  he  noticed 
blood  in  urine,  but  has  noticed  none  since. 

Examination : Somewhat  emaciated  man  of  good 
color.  Head,  eyes,  ears  and  nose  normal.  Teeth  Dad, 
with  extensive  pyorrhea.  Tongue  coated.  No  adeno- 
pathies of  neck.  Chest  normal.  Pulse  regular,  heart 
sounds  normal.  Abdomen,  severe  cramps  that  come 
and  go,  (wife  states  they  are  like  severe  labor  pains 
when  most  severe).  Large  mass  as  though  cartilage 
or  distended  intestine  could  be  seen  over  appendix 
region.  This  is  due  to  peristaltic  movement  of  in- 
testines. Good  deal  of  gurgling.  Left  side  very  soft. 
Right  side  quite  rigid.  Soft  mass  felt  over  appendix 
region.  Kidneys  apparently  normal.  Very  little 
tenderness  over  gall  bladder  region.  Profuse  rigidity 
over  right  side  of  abdomen.  Patient  was  sent  into 
the  hospital  and  operated  as  soon  as  preparations 
cohid  be  made.  W.  B.  C.  at  that  time  was  12,100 
with  80  per  cent  polys,  temp.  97,  pulse  82,  respira- 
tions 19. 

With  a pre-operative  diagnosis  of  obstruction  of 
the  bowels,  the  abdomen  was  opened  by  right  rectus 
inqision.  Bowel  found  to  be  tied  down  to  splenic 
flekure  and  a large  angulating  carcinoma  of  large 
intestine  was  found,  which  it  was  not  possible  to 
remove  due  to  involvement  of  underlying  tissue  and 
its  ■ immobility.  An  anastomosis  with  Murphy  but- 
ton was  performed  between  cecum  and  sigmoid. 
Considerable  bowel  contents  was  lost  and  flowed 
ov^r  operative  field,  due  to  extreme  distension  of 
large  :ntestine,  although  suction  machine  was  used 
to  remove  this.  Closure  was  with  one  cigarette 
drhin. 

The  patient  died  on  the  third  day  after  operation. 
Soiling  with  onset  of  perito  litis  probably  was  the 
cause  of  death.  I would  probably  have  bee  t better 
to  have  made  an  artificial  anus,  but  in  ‘•his  case, 
pattient  only  had  a short  time  to  live,  so  that  prob- 
o1  ly  would  haVe  been  inadvisable.  This  is  a peculiar 
case  in  that  it  came  on  so  suddenly.  Althougn  this 
ntah  had  Intestinal  trouble  for  two  years,  yet  the 
acute  onset  came  on  suddenly.  (Dr.  Palmer  exhibited 
the- cancer  specimen). 

DR.  GREER  in  his  discussion  felt  that  Dr.  Palm- 
er did  the  tight  thing  even  though  the  patient  died 
of  peritonitis.  He  asked  if  anyone  could  give  a 


classification  of  the  type  of  cancer  involving  the 
bowel,  (no  response). 

Case  1101;  by  DR.  KENNEDY.  This  case  was  a 
male  of  47  years,  and  owing  to  the  critical  condition 
of  the  patient,  an  inadequate  history  was  obtained. 
He  had  felt  badly  for  two  weeks,  with  vague  in- 
definite condition,  and  was  out  of  town  when  taken 
sick,  with  a rectal  abscess,  and  did  not  return  to 
Phoenix  ur.iil  the  night  before  death.  Complained 
first  of  pain  in  the  abdomen  and  his  whole  com- 
plaint centered  there  rather  than  in  the  region 
of  the  rectal  abscess.  Had  been  running  a high 
fever.  His  pain  was  more  generalized,  similar  to  that 
of  an  obstruction,  and  when  seen  on  the  night  of  ad- 
mission he  refused  operation.  Physical  examination 
was  limited  to  abdomen.  There  was  a bulging  in  the 
right  inguinal  region  that  represents  a hernia  which 
s easily  reducicle.  There  is  a generalized  and  very 
market!  abdominal  ligidity;  no  definite  tumor  mass- 
es could  be  felt.  In  the  region  of  the  rectum  there  is  a 
definite  reddened  area  that  represents  an  ischiorectal 
abscess. 

Urine,  amber  color,  cloudy,  acid  reaction,  specific 
gravity  1.032,  heavy  trace  of  albumin,  no  sugar, 
positive  diacetic  acid,  no  acetone,  many  granulated 
casts,  occasional  pus  cells,  no  red  cells.  Blend,  hemo- 
globin 75,  leuccoytes  4100,  polynuclears  70,  mononu- 
clears 30.  Temperature  on  admission  was  101.2  de- 
grees, pulse  100,  respiration  2£.  Patient  was  seen 
the  next  morning  and  operation  again  advised  be- 
cause of  probable  ileus  of  the  bowels.  Right  rectus 
incision  made  and  considerable  slightly  cloudy  fluid 
escaped  from  the  abdomen  when  opened.  F’uid  had 
a bad  odor.  There  were  heavy  omental  adhesions 
irte  the  hernia!  sac,  the  omentum  and  intestines 
were  adhered  with  fibrosis  over  head  of  cecum  and 
appendix.  No  obstruction  was  found.  A hari  in- 
durated area  ir:  ihe  region  of  floor  of  pelvis  could 
be  palpated,  the  appendix  was  removed,  the  oment- 
al adhesions  were  clamped  and  cut  from  the  hernial 
sac.  A perenial  abscess  was  incised  and  drained. 

Post  operative  diagnosis,  peritonitis,  probably  due 
from  ischiorectal  abscess.  During  the  operation  the 
patient  was  in  profound  shock  and  intravenous  sa- 
line was  given  during  the  operation. 

DR.  KENNEDY,  in  his  comments  on  the  case, 
said  that  the  patient  refused  operation  when  ad- 
vised by  Dr.  Goodrich  on  the  night  of  the  patient’s 
admission.  There  was  definite  evidence  of  a pelvic 
peritonitis  when  abdomen  was  opened  and  the  fluid 
had  a most  peculiar  cadaverish  odor.  When  the  ab- 
scess was  opened  there  was  but  little  pus  but  a 
great  deal  of  necrotic  fluid.  This  case  simulated  an 
obstruction;  the  appendix  did  not  seem  to  be  the 
cause  of  the  peritonitis  because  it  was  small  and  had 
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only  small  amount  of  fibrous  exudate  on/  its  surface. 
The  patient  lived  about  three  hours  following  opera- 
tion. and  died  in  extreme  delirium.  The  cause  of 
death  was  probably  peritonitis  and  toxemia.  No 
discussion  further  on  this  case. 

Case  1186;  by  DR.  SHELLEY. 

This  patient  was  admitted  July  9,  and  discharged 
July  28,  well.  The  patient  is  a shipping  clerk,  32 
years  of  age,  male  and  married.  His  present  illness 
began  about  10:30  p.  m.  on  July  8.  At  that  time  he 
ate  some  ice  cream,  watermelon  and  drank  some 
beer.  A little  later  he  spoke  of  feeling  very  distend- 
ed. About  midnight  that  night  he  awoke  having  se- 
vere cramps  in  stomach.  He  felt  very  nauseated 
but  did  not  vomit.  Pain  was  continuous,  very  acute 
and  cramping  in  character.  He  complained  of  pain 
in  back  also.  Dr.  Shelley  visited  the  patient  that 
night;  repeated  enemas  were  given  with  very  poor 
results.  Patient  states  that  the  bowels  had  moved 
twice  that  day.  The  morning  of  admission  the  pa- 
tient began  to  vomit,  vomitus  appeared  to  be  undi- 
gested food  and  dark  brown  fluid  very  bitter  tast- 
ing. Condition  was  not  relieved  that  morning  so  pa- 
tient came  to  the  hospital  for  furfther  treatment. 

Patient  has'  always  been  a very  healthy  man.  No 
history  of  any  heart  or  lung  trouble;  no  tuberculosis 
in  the  family;  appetite  always  good.  For  some  time 
past  there  has  been  trouble  occasionally  with  gas, 
bowels  very  constipated,  he  has  been  in  habit  of 
taking  cathartics  about  three  times  a week.  The 
renal  history  is  of  no  consequence. 

The  patient  is  married,  wife  in  good  health,  no 
children.  (History  given  by  patient’s  wife). 

Physical  examination:  A well  nourished  man  who 


appears  to  be  one  that  has  been  well  and  healthy. 
Skin  is  clear,  pupils  react  to  light,  heart  and  lungs 
normal;  marked  rigidity  of  abdomen,  no  difference 
in  the  two  sides;  appears  as  if  the  right  lower 
quadrant  is  slightly  more  distended  than  the  left 
on  palpation ; no  particular  point  of  tenderness  was 
elicited  either  above  the  crest  of  the  ileum  or  in  the 
kidney  region.  Extremities  negative.  Urine,  amber 
in  color,  slightly  cloudy,  acid,  specific  gravity  1.025, 
slight  trace  of  albumin,  no  sugar,  no  acetone,  no 
diacetic  aced,  no  casts,  occasional  pus  cells,  20  to  30 
red  blood  cells.  Blood,  hemoglobin  85,  R.B.C.  5,2210.- 
000,  W.B.C.  15,100,  polynuclears  88,  mononuclears 
12.  Temperature  on  admission  was  99,  pulse  88,  re- 
spiration 25. 

Operation  was  advised,  with  diagnosis  of  intestinal 
obstruction,  probably  ileus,  cause  unknown.  There 
was  found  at  operation, a post-cecal  appendix  held 
down  with  heavy  adhesions,  making  a sharp  kink 
in  the  ileum  about  three  inches  from  the  ileo-cecal 
valve;  bowels  were  greatly  distended;  the  jejunum 
was  flat  and  collapsed. 

DR.  HAMER  was  asked  to  give  an  account  of 
what  was  found  and  done  at  the  operation.  He  said 
that  the  bowels  from  below  the  ileo-jejunal  junction 
were  greatly  distended  with  gas,  the  small  intestine 
above  that  point  was  very  flat;  the  cecum  in  par- 
ticular was  greatly  ballooned.  An  exploration  of  the 
bowels  was  made  from  one  end  to  the  other,  and 
the  only  cause  for  this  condtiion  which  could  be 
found  was  at  the  appendix  region.  The  appendix 
was  removed  after  being  freed  from  heavy  adhe- 
sions and  trocar  inserted  at  the  lower  end  of  cecum 
in  order  to  release  the  gas  and  fecal  contents  in 
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the  bowel.  Closure  was  made  with  one  cigarette 
drain.  Patient’s  condition  was  good. 

DR.  GREER,  in  discussing  this  case,  asked  why 
the  peculiar  type  of  obstruction  with  distension  of 
the  ileum-cecum  and  large  bowels.  He  thought  that 
with  such  a condition  the  obstruction  should  have 
been  in  the  sigmoid.  This  case  to  him  did  not  appear 
to  be  one  of  intestinal  obstruction. 

DR.  HAMER  in  reply  said  that  the  whole  bowel 
was  explored  and  nothing  was  found  except  from 
the  kink  in  the  ileum  due  to  appendiceal  adhesions. 
After  the  operation  the  patient  made  a very  nice 
recovery  and  has  had  no  further  trouble. 

Case  1099  by  Dr.  KENNEDY. 

A man  of  33  years,  admitted  to  the  hospital  June 
20  with  the  following  history:  Taken  sick  June  16. 
with  pain  in  the  epigastrium  and  took  sal  hepatic 
with  only  slight  relief.  Continued  to  have  a dull 
ache  in  the  upper  abdomen  but  he  continued  to 
work  all  day,  June  17.  On  Saturday  morning,  June 
18,  he  felt  so  much  worse  that  he  consulted  a doc- 
tor. and  was  given  calomel  but  no  relief.  That  after- 
noon he  began  vomiting,  projectile  and  watery  in 
type.  Was  given  morphine  that  evening,  but  began 
vomiting  again  the  following  morning.  The  night  of 
June  19,  took  large  dose  of  castor  oil  with  no  re- 
sults; enemas  had  been  given  but  with  only  fair  re- 
sults. On  Monday  patient’s  vomiting  contained  fecal 
matter,  the  abdomen  was  very  tender  and  pain 
more  severe.  That  night  he  came  a distance  of 
about  170  miles  by  automobile  to  the  hospital  and 
was  operated  at  once. 

Physical  examination  on  entrance:  Man  appeared 
to  be  extremely  toxic  and  dehydrated,  retching  and 
vomiting  of  dark  fecal  like  material,  with  board 
like  rigidity  in  the  abdomen;  with  evidence  of  gen- 
eralized bowel  distension;  no  tumor  masses  could 
be  felt.  Blood,  hemoglobin,  85,  leucocytes,  11,900, 
83  per  cent  polynuclears.  Urine,  muddy  in  color,  very 
cloudy,  alkaline,  specific  gravity  1.039,  trace  of  al- 
bumin, negative  sugar,  casts,  pus  cells  and  blood. 

The  patient  was  advised  immediate  operation: 
diagnosis  ileus  of  the  bowels.  A great  deal  of  clear 
fluid  poured  out  of  the  abdomen  when  it  was  opened 
and  a greatly  distended  ileum  protruded  with  force 
into  abdominal  incision.  This  was  an  enormously  dis- 
tended ileum,  as  large  as  a distended  colon.  ver\ 
red.  injected,  with  fibrous  deposits  on  it;  only  one 
half  of  the  lieum  was  inflamed.  This  loop  of  ileum 
from  the  region  of  the  left  upper  quadrant  was 
found  attached,  with  heavy  adhesions,  to  the  head 
of  the  cecum,  making  this  portion  into  a complete 
twist.  This  was  released  by  clamping  both  sides', 
and  cutting  the  adhesions,  holding  it  and  giving  the 
attached  forceps  two  turns.  The  man’s  condition  was 
very  poor,  pulse  was  weak,  irregular,  and  skin  was 
cyanotic;  for  that  reason  the  incision  was  closed 
with  through  and  through  sutures.  The  patient  was 
given  saline  during  the  operation. 

The  man’s  immediate  post-operative  condition  was 
very  grave;  he  was  given  3500  c.c.  of  saline  during 
the  night,  and  the  following  morning  appeared  much 
better.  From  that  time  on  the  patient  had  fairly 
steady  recovery,  and  left  the  hospital  a few  weeks 
later,  aoparently  well. 

DR.  GREER  in  discussing  this  case  asked  Dr. 
Watkins  about  the  use  of  the  fluoroscope  in  diagnos- 
ing intestinal  obstruction. 

DR.  WATKINS  replied  that  the  presence  of  ob- 
struction had  been  ascertained  a few  times  by  noting 
dilated  coils  of  bowels  which  could  differentiate  ob- 
struction from  peritonitis;  on  one  instance  he  diag- 
nosed the  presence  of  intussusception  and  in  one 
instance  saved  a patient  from  an  operation  by  prov- 
ing that  an  extensive  bowel  dilatation  was  not  due 
to  intestinal  obtruction. 

DR.  LITTLE  thought  perhaps  this  case  might 


have  been  a case  of  obstruction  at  the  hepatic  flex- 
ure and  cured  by  manipulation  of  the  bowels. 

DR.  GREER  did  not  think  that  it  was  anatomic- 
ally possible  to  get  a twist  of  the  bowel  at  the 
hepatic  flexure. 

There  was  no  further  discussion  on  the  case  and 
meeting  adjourned. 

J.  D.  HAMER,  M.  D.,  Sec’y  Protem. 


DEACONESS  HOSPITAL,  Phoenix,  Ariz. 

(September  Staff  Meeting) 

The  Medical  and  Surgical  Staff  of  the  Arizona 
Deaconess  Hospital,  met  Monday  evening,  Septem- 
ber 26,  at  the  hospital  with  25  in  attendance.  The 
following  cases  were  reviewed: 

Case  1391.  Presented  by  DR.  McINTYRE.  Two 
year  old  Mexican  baby,  admitted  to  the  hospital  in 
extremis.  The  spinal  fluid  count  was  189,  with  75 
per  cent  lymphocytes;  no  bacteria  on  smears.  The 
stool  examination  was  negative.  The  baby  had 
been  unconscious  for  seven  days.  The  head  and 
neck  were  negative.  Breathing  was  jerky  and  ir- 
regular; heart  and  lungs  were  normal;  pulse,  94, 
irregular.  Abdomen  was  markedly  distended  with 
gas.  Both  knee  jerks  were  greatly  exaggerated : 
pupils  were  apparently  normal.  Rectal  temperature 
was  102.  Diagnosis  of  encephalitis  was  made.  Baby 
lived  less  than  24  hours  after  its  admission  to  the 
hospital.  Dr.  Carson  saw  the  baby  in  consultation 
with  Dr.  McIntyre,  and  concurred  in  the  diagnosis 
of  encephalitis.  Dr.  McIntyre  said  there  was  very 
little  to  report  about  the  case  as  there  had  not 
been  sufficient  time  to  work  it  up  adequately. 

The  secretary  explained  that  the  reason  he  had 
put  this  case  on  the  program  was,  to  provoke  dis- 
cussion as  to  whether  the  diagnosis  might  have 
been  infantile  paralysis.  The  spinal  fluid  count  at 
least  was  suggestive  of  this. 
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Case  1267.  Reported  by  DR.  BAILEY.  Male,  53 
years  of  age,  American.  This  patient  was  seen 
October  1,  1926,  when  he  complained  of  severe  pain 
in  his  left  eye.  This  pain  had  been  there  two 
weeks.  There  was  marked  tension  of  left  eye,  and 
he  was  nearly  Blind  in  it.  The  retina  could  not  be 
seen  by  the  physician.  There  was  a cataract  pres- 
ent; the  conjunctiva  was  reddened;  the  right  eye 
was  practically  normal  at  that  time.  The  patient 
returned  to  the  doctor  on  July  15  of  this  year  again 
with  severe  pain  in  left  eye,  which  he  had  had  for 
two  days.  He  said  it  felt  as  though  the  eye  would 
burst,  and  the  room  appeared  to  be  full  of  smoke. 
The  tension  was  56;  the  conjunctiva  was  chem- 
osed;  the  right  eye  was  still  good.  His  right  arm 
and  right  leg  were  partially  paralyzed ; the  tongue 
was  paralyzed  so  that  it  interfered  with  speech. 
Diagnosis  of  acute  exacerbation  of  chronic  glau- 
coma was  made,  and  the  left  eye  was  enucleated. 
Th  pathological  examination  of  the  eye  showed 
nodular  thickening  of  the  sclera,  near  the  nerve 
head,  with  cellular  infiltration.  There  was  no  typi- 
cal arrangement  of  the  cells,  and  no  melanosis. 
Diagnosis  was  probably  sarcoma.  The  urine  nad  a 
very  slight  trace  of  albumin;  the  leucocyte  count 
was  4800.  The  patient  had  normal  course  and  was 
discharged  from  the  hospital  at  the  end  of  two 
weeks. 

DR.  FELCH.  in  discussing  this  case,  said  that 
this  man  bad  been  paralyzed  two  years,  and  had 
been  in  the  wheel  chair  all  this  time. 

DR.  D-RANE  said  that,  at  one  time  during  the 
convalescence,  the  patient  developed  an  acute  pain 
in  the  region  of  the  liver,  and  he  was  called,  but 
was  unable  to  find  the  cause  for  the  pain. 

DR.  MILLS,  in  discussing  the  case,  said  there 
was  evidence  that  the  tumor  mass  was  a new 
growth,  but  he  suggested  that  it  might  have  been 
a gumma  rather  than  a sarcoma.  He  said  that  a few 
months  ago  he  had  seen  a man  with  a small  dark 
melanotic  growth  in  the  canthus  of  one  eye.  This 
was  removed  and  the  man  has  remained  well  ever 
since. 

DR.  COUCH  asked  if  the  man  had  had  syphilitic 
treatment.  Dr.  Felch  replied : yes. 

Case  1279.  Reported  by  DR.  BAILEY. 

This  was  a male  negro.  50  years  of  age.  On  July 
18  he  was  unloading  bricks,  and  dust  blew  into  his 
left  eye.  He  considered  it  of  little  importance  and 
continued  working  until  July  23.  He  reported  at 
the  doctor’s  office  on  the  25th  with  corneal  opaci- 
ties. chemosis  of  conjunctiva,  and  much  pain.  No 
foreign  body  was  found.  On  the  27th  there  was  pus 
in  the  anterior  chamber.  Wasserman  reactions  neg- 
ative. Patient  was  sent  to  the  hospital;  iris  was  di- 
lated with  atropine  and  ice  compresses  were  ap- 
plied. The  pus  condition  gradually  cleared  up  and 
the  man  returned  home  on  the  8th  of  August  in 
good  condition. 

Case  1490, — anterior  poliomyelitis. — was  presented 
By  DR.  S.  T.  BLOOMHARDT.  (See  separate  article 
this  issue.) 

Case  1419.  Reported  by  DR.  V.  S.  KENNEDY. 

Male,  47  years  of  age,  complained  of  sharp  pain 
in  the  lower  left  quadrant  of  the  abdomen  and 
radiating  to  the  umbilicus  and  later  tended  to  radi- 
ate down  the  left  leg.  Seven  years  previous,  the 
patient  had  an  attack  which  was  considered  to  be 
bowel  obstruction,  and  has  had  three  or  four  sim- 
ilar attacks  since.  On  Monday,  the  22nd.  the  oatient 
had  nausea,  with  pains  as  described  above.  Enemas, 
castor  oil.  and  salts  were  given  but  did  not  seem 
to  move  the  bowels  to  any  satisfactory  decree.  Cas- 
tro-intestinal x-ray  was  done  and  there  was  definite 
spasm  of  colon  without  obstruction.  A few  days 
later  he  had  another  attack  of  sharp  pain  in  the 
lower  left  quadrant,  and  the  patient  was  sent  to  the 
hospital,  for  study  of  urine  and  for  sedatives. 


The  examination  showed  the  head  and  neck  nega- 
tive, heart  and  lungs  negative,  the  abdomen  was 
soft  and  doughy,  no  spasm  of  recti  and  no  masses; 
there  was  slight  tenderdness  in  lower  left  quadrant 
over  the  sigmoid  and  ureter  region;  reflexes  nor- 
mal; urine  had  many  blood  cells  but  was  otherwise 
negative.  The  leucocytes  were  12,750,  86  per  cent 
polynuclears;  subsequent  examination  of  the  urine 
showed  slight  trace  of  albumin.  Patient  made  a 
speedy  recovery  and  was  discharged  from  the  hos- 
pital on  the  third  day.  Diagnosis  was  left  ureteral 
stone  with  secondary  spasm  of  sigmoid.  Dr.  Ken- 
nedy said  he  had  also  seen  another  case  recently 
who  had  a similar  condition.  At  first  it  looked  much 
like  a bowel  obstruction,  but  subsequently  it  gave 
every  evidence  of  a kidney  stone. 

Vase  1388.  Reported  by  DR.  FRANKLIN. 

This  patient  was  in  an  auto  wreck.  The  exam- 
ination showed  there  were  scalp  wounds  on  the  top 
of  head  and  about  the  eye;  there  were  multiple 
abrasions  and  contusions  about  the  entire  body. 
The  chest  was  normal;  the  abdomen  had  loss  of 
sensation  below  umbilicus.  The  legs  were  complete- 
ly paralyzed  . The  x-ray  disclosed  fracture  of  cervi- 
cal vertebra.  Patient  entered  the  hospiatl  in  de- 
lirious condition.  Had  high  temperature  all  day  and 
vomited  a dark  fluid;  pulse  very  fast.  Condition 
gradually  grew  worse,  and  he  died  the  second  day. 
Temperature  was  105.6  axillary.  Dr.  Franklin  re- 
marked that  the  very  high  temperature  was  char- 
acteristic of  lesions  involving  the  medulla. 

DR.  WILKINSON  in  discussing  the  case  asked 
for  an  explanation  of  the  high  temperature. 

DR.  FRANKLIN  replied  that  it  was  due  to  the 
congestion  of  the  medulla. 

DR.  KENNEDY  said  that  he  had  seen  a case  in 
San  Francisco  in  which  there  was  a fractured  ver- 
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tebra.  The  patient  was  operated  upon  and  the  com- 
minuted bone  removed.  He  was  apparently  doiD^ 
very  well;  the  physician  called  for  a catheter,  and 
introduced  it  past  the  medulla;  almost  immediate- 
ly they  noticed  the  patient’s  skin  was  growing 
warmer  and  before  long  the  temperature  reached 
108,  and  the  patient  died. 

Case  1366.  Presented  by  DR.  DRANE. 

Male,  64  years  of  age,  who  had  extensive  swell- 
ing of  abdomen  and  legs.  This  began  about  a 
month  ago;  he  had  a great  deal  of  nausea  and  vom- 
iting and  sometimes  had  difficulty  in  swallowing 
food.  Past  history  was  relatively  unimportant.  The 
urine  had  a very  slight  trace  of  albumin,  Leucocytes 
9,850.  Examination  showed  that  the  head  was  nor- 
mal. Pupils  contracted  and  did  not  dilate  readily; 
teeth  were  in  bad  shape;  lungs  were  normal.  The 
apex  beat  of  the  heart  was  at  the  nipple  line;  the 
abdomen  was  very  tense;  the  anasarca  was  ex- 
treme and  there  was  much  edema  in  the  back,  up 
to  the  lower  ribs.  He  had  double  hernia.  He  grad- 
ually developed  extreme  jaundice.  On  the  17th  a 
mass  was  felt  below  the  xyphoid  cartilage  in  the 
region  of  the  gall-blader.  The  patient  gradually 
grew  worse  and  died.  Diagnosis  of  cancer  of  liver 
was  made. 

The  secertary  said  that  he  had  placed  this  case 
upon  the  program  for  the  purpose  of  calling  atten- 
tion to  the  importance  of  getting  autopsies.  The 
probabilities  are  that  Dr.  Drane’s  diagnosis  is  as 
satisfactory  as  any  that  could  be  advanced  in  the 
absence  of  the  pathological  findings.  There  are 
many  of  these  cases  that  can  be  autopsied  if  an  ef- 
fort be  made  to  get  consent.  The  secertary  made 
a further  plea  that  we  make  an  effort  to  raise  the 
percentage  of  autopsies  this  winter. 

Casel328.  Presented  b'y  DR.  J.  D.  HAMMER.  In 
February,  1927,  the  patient  had  several  convulsions 


and  stated  that  he  had  never  felt  well  since.  He 
was  exceedingly  nervous,  with  coldness  and  ting 
ling  of  extremities.  He  had  a disability  in  walking, 
legs  were  weak  and  mumified.  He  was  admitted  to 
the  hospital  on  August  4th  with  temperature  of  99, 
and  pulse  62,  respiration  22.  He  was  very  weak 
and  states  that  he  could  not  move  the  left  leg. 

Examination  shows  a male  60  years  of  age,  talka- 
tive, rational,  lies  in  bed  with  no  apparent  pain. 
Hearing  is  good;  vision  impaired;  pupils  react  slug- 
gishly; right  pupil  is  irregular;  no  strabismus  or 
ptosis  and  no  diplopia.  Nose  negative;  teeth  were 
not  in  good  condition;  tongue  protruded  to  the  left; 
throat  and  neck  negative;  lungs  negative;  heart 
was  negative;  blood  pressure  142/76.  Abdomen 
scaphoid;  otherwise  normal.  There  was  a paresis 
of  left  arm  and  a wrist  drop  on  left  side.  There 
was  a diminution  of  sensory  perception  over  dis- 
tribution of  radial  and  median  nerves;  reflexes 
more  active  on  the  right  than  the  left.  The  left  leg 
was  weak,  although  not  so  markedly  affected  as 
the  left  arm.  There  was  no  decrease  in  sensation. 
Paresis  was  present  also  on  left  side  of  face,  cheek 
and  tongue,  as  well  as  the  lips  and  the  intercostal 
and  abdominal  muscles.  Urine  showed  very  slight 
trace  of  albumin;  leucocytes  13.850.  At  the  end  of 
the  third  week  the  patient  was  allowed  to  be  tak- 
en home  by  ambulance,  although  he  did  not  appear 
to  be  in  good  condition.  Diagnosis  of  apoplexy  was 
made. 

Case  1317.  Presented  by  DR.  SHELLEY. 

Age  17,  married,  pregnant,  last  menstrual  period 
Feb.  28th;  about  five  months  pregnant.  Entered 
the  hospital  Aug.  3,  1927.  Urinalysis  at  monthly 
intervals  showed  a slight  trace  of  albumen  and 
some  times  an  occasional  pus  cell — three  to  four 
pus  cells  and  sometimes  none. 

Her  general  condition  was  good,  with  the  excep- 
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tion  of  some  vomiting  during  first  months  of  preg- 
nancy; appearance  healthy.  July  28  she  became 
ill;  had  chills  and  fever  ranging  from  near  normal 
to  104  or  105.  There  was  pain  in  the  right  side 
from  the  crest  of  hte  ilium  upward  and  backward 
in  the  region  of  the  right  kidney;  it  radiated  to 
the  bladder  region  at  times.  There  was  tender- 
ness over  region  of  kidney.  Urinalysis  showed 
slight  trace  of  albumen  and  hundreds  of  pus  cells 
to  the  high  dry  field.  There  was  much  tympanitis 
which  was  always  relieved  by  enemas.  This  condi- 
tion continued  with  intervals  of  apparent  improve- 
ment until  the  evening  of  Aug.  2,  when  she  be- 
came worse  and  the  conditions  seemed  to  change. 

In  the  meantime  she  had  been  given  hexamethy- 
lin  and  the  urine  was  kept  acid.  She  was  also  giv- 
en some  anodyne  but  no  morphine.  On  the  eve- 
ning of  Aug.  2,  he  was  called  because  she  was  much 
worse.  Pain  very  severe,  and  nausea,  with  a toxic 
type  of  pulse  and  toxic  in  appearance.  Abdomen 
more  distended  and  point  of  greatest  tenderness 
seemed  to  be  over  cecuin.  There  was  definite  rig- 
idity of  abdominal  muscles;  more  marked  on  right 
side.  A white  count  was  made  which  showed  6000 
leucocytes,  88  per  cent  polys. 
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He  then  called  Dr.  Goodrich.  After  a very  thor- 
ough examination  he  was  convinced  htat  she  must 
have  an  acute  append. x.  He  hesitated  to  operate 
on  the  theory  that  it  was  possible  htat  the  appen- 
dix had  already  ruptured.  The  question  was  then 
asked  whether  because  of  the  extreme  toxemia  it 
would  not  give  her  a better  chance  if  the  abdomen 
was  opened  and  drained  rather  than  let  her  con- 
tinue to  absorb. 

The  physical  examination  revealed  that  the  head 
was  negative;  no  enlargement  of  the  thyroid.  Car- 
diac dullness  normal,  no  murmurs.  Pulse  was  rapid 
and  weak.  Lungs  had  a few  fine  crackling  rales  on 
left  side  in  axillary  line;  abdomen  was  much  dis- 
tended with  gas.  Liver  dullness  was  normal  and 
it  had  no  tenderness.  Uterus  enlarged  from  five 
months  pregnancy.  Very  tender  over  cecum  and 
backward  to  kidney  region.  Skin  moist  and  anemic. 
Very  cyanotic  and  the  general  condition  was  one 
of  extreme  toxemia,  with  rigidity  of  abdominal  mus- 
cles. 

We  finally  decided  to  operate,  and  she  was  tak- 
en to  the  hospital  at  2 a.  m.,  Aug.  3,  and  opera- 
tion completed  at  4 a.  m.  The  appendix  was  found 
to  be  chronically  inflamed  and  the  right  kidney 
was  enlarged.  No  other  pathology  was  found. 

The  family  history  is  negative  and  the  past  his- 
tory reveals  only  an  attack  of  influenza  some  years 
ago,  and  some  nausea  during  the  first  months 
of  pregnancy. 

Since  leaving  the  hospjital  she  has  been  slowly 
improving  in  strength,  and  has  not  had  much  pain. 
She  still  has  some  pain  in  the  region  of  the  ab- 
dominal scar  but  has  just  as  much  pain  and  of 
same  character  on  left  side  which  seems  to  be 
in  the  descending  colon . She  seems  to  think  all 
the  pain  she  has  now  is  from  gas  in  the  bowels 
because  when  she  is  relieved  of  gas  pain  ceases. 
There  is  no  pain  nor  tenderness  over  either  Kid- 
ney. The  greater  number  of  reports  on  her  urine 
shows  hundred  of  pus  cells  to  macroscopic  pus,  anil 
a trace  of  albumen. 

Two  weeks  ago  she  had  pain  from  uterine  con- 
tractions. For  a few  hours  it  seemed  as  though 
there  would  be  premature  labor.  A dose  of  mor- 
phine relieved  her  and  since  then  there  has  been 
no  return  of  this  condition. 

The  conclusions  made  in  this  case  is  that  she  is 
suffering  from  a subacute  pyelitis  which  has  been 
responsible  for  most  of  her  symptoms.  It  has  prob- 
ably benefited  her  to  get  rid  of  her  chronically  in- 
flamed appendix. 
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Diagnosis  and  Treatment  of  Diseases  of  the 
Stomach  with  an  Introduction  to  Practical  Gastro- 

Enterology,  by  Martin  E.  Rehfuss,  M.  D..  Assistant 
Professor  of  Medicine  at  Jefferson  Medical  College; 
with  519  Illustrations;  some  in  colors;  Philadelphia 
and  London;  W.  B.  Saunders  Company;  1927; 
$12.00. 

It  is  such  a book  as  this  which  brings  unusual 
joy  to  the  reviewer.  All  books  or  nearly  all  books 
are  good  books;  but  some  are  superior  to  others. 
This  is  a superior  one.  Professor  Rehfus  has  pre- 
pared this  book  on  Gastro-Enterology  in  a scientific 
manner.  It  is  a monograph  or  at  least  it  is  mono- 
graphic in  style;  for  this  reason  it  will  not  grow 
useless  with  age  as  do  so  many  books.  There  are 
citations  of  literature  on  nearly  every  page.  On 
many  pages  there  are  a number  of  citations. 

The  subject  matter  is  presented  step  by  step  as 
the  knowledge  has  been  accumulated  and  points  a 
way  for  further  investigation.  The  author  himself 
has  done  a tremendous  amount  of  research  work 
and  this  he  has  fitted  in  with  the  research  work 
done  by  others.  The  author  in  his  preface  pre- 
sents what  is  probably  the  key  note  of  the  work 
by  saying:  “My  only  hope  is  that  this  volume  may 
justify  its  existence  by  stimulating  further  study 
in  this  fascinating  subject.” 

The  physician  who  is  looking  for  a work  upon 
gastro-enterology  to  give  him  long  lists  of  prescrip- 
tions to  try  in  this  or  that  condition  will  probably 
be  best  satisfied  with  another  book  than  this.  But 
that  physician  who  is  looking  for  something  to 
read  that  will  give  him  stimulation  of  thought  up- 
on the  problems  of  gastro-enterology  will  probably 
find  no  other  hook  that  will  help  him  better  than 
will  this  one. 

Chapters  have  been  contributed  by  Dr.  John  B. 
Deaver,  Dr.  Chevalier  Jackson.  Dr.  Willis  F.  Man- 
ges. Dr.  John  T.  Farrell.  .Tr..  Dr.  John  A.  Kolmer. 
Dr.  J.  Alexander  Clarke.  Dr.  Louis  H.  Clerf,  and  Dr. 
Hobart  A.  Hare.  The  author  has  made  an  effort 
to  have  the  book  as  complete  as  possible. 

The  -reviewer  would  criticize  but  little.  There 
are  numerous  cuts  and  pictures.  It  would  seem 
that  some  of  these  wojld  be  more  helpful  if  they 
had  more  description  under  them.  On  page  941 
the  seventh  line  from  the  top,  the  word  effect  is 
used  where  the  author  means  affect.  On  page  1063 
in  the  third  from  the  last  paragraph  in  number  five 
is  the  sentence  “The  total  acidity  is  usually  high 
in  case  of  achlorhydria.”  This  would  seem  to  be  an 
error  of  some  sort.  There  are  some  very  helpful 
tables  in  the  last  few  pages  of  the  book. 

This  's  one  of  the  great  medical  books  of  the 
year  ard  deserves  a place  in  the  libraries  of  all 
physicians  and  surgeons.  O.  H.  B. 


Clinical  Case-Taking;  Supplement  to  Methods  in 
Medicine,  by  George  R.  Hermann,  M.  D..  Ph.  D.. 
Assistant  Professor  of  Medicine,  Tulane  Univer- 
sity, New  Orleans;  the  C.  V.  Mosbv  Company;  St. 
Louis;  1927;  $1.50. 

This  book  is  particularly  timely  in  this  day  when 
the  doctors  should  be  preparing  themselves  for  the 
periodic  physical  examination.  A busy  physician 
is  probably  already  away  from  the  habit  of  going 
over  the  most  of  his  patients  in  a careful  sys 
tematic  routine. 

The  book  is  an  outline  ofi  those  things  which 
should  be  known  as  the  child  knows  his  ABC’s 
and  multiplication  table,  to  be  used  in  taking  his- 
tories and  in  making  physical  and  other  examina- 
tions. 

It  occurs  to  the  reviewer  that  a group  of  physi- 
cians could  use  this  book  as  a text  and  again  go 


to  school  with  one  of  their  group  as  teacher  and  fit 
themselves  for  making  the  periodic  health  examina 
tion.  O.  H.  B. 


Minor  Surgery,  by  Arthur  E.  Hertzler.  M.  D..  F. 
A.  C.  S.,  Chief  Surgeon,  Halstead  Hospital;  and  Vic- 
tor E.  Cheskv,  A.  B.,  M.  D.,  F.  A.  C.  S.,  Chief  Resi- 
dent Surgeon.  Halstead  Hospital;  with  438  illustra- 
tions; The  C.  V.  Mosby  Company;  1927;  $10.00. 

Hertzler's  reputation  as  a writer  is  sufficient 
guarantee  of  value  in  any  book  prepared  by  him. 

The  term  minor  surgery  is  made  to  do  duty,  in 
this  instance,  with  an  unusual  comprehensiveness. 
For  example:  in  chapter  XI,  on  diseases  of  the  ab- 
dominal wall,  he  discusses,  not  only  tumors,  cutane- 
ous tumors,  lipomas,  and  desmoids,  but  sarcoma, 
hernias,  umbilical  hernias,  hernia  of  the  linea  alba, 
inguinal  hernia  and  femoral  hernia.  There  ar" 
other  chapters  in  which  it  would  seem  that  major 
surgery,  or  even  medicine  in  general,  was  being 
discussed  rather  than  just  minor  surgery. 

The  subject  is  thoroughly  presented  and  yet 
there  is  a conciseness  and  clarity  about  the  lan- 
guage which  makes  it  easy  to  read  and  understand. 
On  page  85.  in  the  middle  of  the  last  paragraph,  a 
number  of  lines  are  jumbled  so  as  to  paralyze  the 
sense. 

The  book  would  seem  to  be  particularly  useful 
and  practical  for  the  medical  student — used  as  a 
text.  It  covers  such  a range  of  subjects,  however, 
that  it  is  also  useful  especially  to  the  general  prac- 
titioner as  a reference  work.  O.  H.  E. 
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Emergencies  of  a General  Practice,  by  the  lare 
Marthan  Clark  Morse.  A.  B.,  M.  D..  F.  A.  C.  S..  re 
vised  and  rewritten  by  Amos  Watson  Colcord.  M. 
D..  Surgeon.  Carnegie  Steel  Co.;  Surgeon,  Pennsyl- 
vania Railroad  sytsem;  ex-Pres'dent.  Association  of 
Railway  Surgeons,  Pennsylvania  Bines  East;  ex- 
Chairman.  Health  Service  Section.  National  Safety 
Council;  member  of  Board  of  Directors.  American 
Association  Industrial  Physicians  and  Surgeons; 
Second  Edition;  St.  Louis;  The  C.  V.  Mosbv  Com- 
pany; 1927;  810.00. 

Dr.  Colcord  has  revised  the  1918  issue  of  the 
late  Dr.  Morse’s  book  and  made  some  additions  of 
his  own.  In  other  places  he  has  omitted  material 
that  seemed  to  be  out  of  date.  The  purpose  of  the 
book  is  to  present  the  most  useful  and  practical 
methods  for  all  sorts  of  emergency  work  in  gen- 
eral practice.  The  chapter  on  fracture  work  seems 
to  be  exceptionally  full  and  practical.  The  book  is 
written  in  concise,  lucid  style. 

The  reviewer  finds  little  to  criticize.  Concerning 
the  treatments  of  hemoptysis,  the  author  advises 
that  the  patient  be  placed  as  flat  as  possible.  We 
do  not  agree  with  this;  the  patient  should  be 
placed  with  the  chest  as  high  and  with  the  legs 
as  low.  as  possible  so  as  to  make  a reservoir  of 
the  abdomen  and  legs  for  the  blood.  Likewise, 
in  the  treatment  of  apoplexy,  the  author  fails  to 
caution  that  the  head  should  be  kept  as  high  as 
possible  so  as  to  promote  anemia  of  the  brain. 
He  also  perhaps  does  not  emphasize  sufficiently 
that  the  patient  should  be  kept  quiet  for  a suffi- 
cient length  of  time.  The  word  isolation  is  repeat- 
edly used  in  place  of  insolation.  The  index  is  far 
from  complete.  The  author  presents  a great  many 
splendid  “tricks”  which  the  average  practitiouer 
must  needs  refresh  his  mind  about  from  time  to 
time.  This  book  will  serve  its  purpose  admirably. 

O.  H.  B. 


Diseases  of  the  Diaestive  Organs,  with  Special 
Reference  to  Their  Diagnosis  and  Treatment,  by 

Charles  D.  Aaron.  Sc.  D„  M.  D..  F.  A.  C.  P.:  Pro- 
fessor of  Gastro-Enterologv  and  Dietetics  in  the  De- 
troit College  of  Medicine  and  Surgery;  Professor 
of  Gastro-Enterologv  in  the  Detroit  Postgraduate 
School  of  Medicine;  Consulting  Gastro-Enterologist 
to  Harper  Hospital:  Fourth  Edition,  thoroughly  re- 
vised; illustrated  with  174  engravings.  70  roent- 
genograms and  13  colored  plates;  Lea  and  Febiger: 
Philadelphia;  1927;  811.00. 

The  fact  that  this  book  has  passed  through  four 
editions  in  a comparatively  few  years  bespeaks 
excellent  merit  for  the  work.  The  present  edi- 
t:on  is  revised  in  the  light  of  recent  advancem"nts 
in  the  field  of  gastro-enterologv.  The  author  has 


covered  the  subject  in  almost  an  encyclopedic  style 
so  that  it  matters  but  little  what  one  looks  for, 
he  is  apt  to  find  it  here.  It  is  easy  to  read. 

The  cuts  are  numerous  and  good.  Some  of  them 
are  a bit  antique.  Doctors  with  whiskers,  nurses 
with  constricted  waists,  and  women  with  long  nair 
give  a tinge  of  erstwhile  years,  not  reflected  by 
the  text. 

There  are  927  pages.  48  of  which  are  occupied 
by  the  table  of  contents  and  preface  and  53  by  the 
index.  The  words  and  lines  are  spaced  relatively 
narrow  but  not  to  such  an  extent  as  to  make  the 
reading  difficult.  The  headings  of  the  paragraphs 
and  chapters  are  in  bold  type. 

The  subject  of  allergy  is  not  discussed,  at  least 
so  far  as  the  reviewer  is  able  to  find.  The  relation 
of  this  subject  to  gastrointestinal  disturbances  or 
to  pathologic  states  thereupon,  would  seem  to  war- 
rant some  mention  of  it  in  the  text. 

Clinicians  will  find  this  a valuable  book.  The  re- 
viewer has  no  hesitancy  in  recommending  it. 

O.  H.  B. 


An  Analysis  of  Secretarial  Duties  and  Traits,  by 
Dr.  W.  W.  Charters  and  Miss'  Isadore  B.  Whitley 
of  the  Bureau  of  Retail  Selling,  University  of  Pitts- 
burgh; Williams  and  Wilkins  Company,  Baltimore, 
Maryland;  1924;  $2.50. 

Physicians  and  surgeons,  probably  more  than 
other  men,  need  carefully  trained,  thinking  secre- 
taries. A physician  who  is  meditating  over  life  and 
death  problems  cannot  properly  get  down  to  sordid 
questions'  of  making  methodical  records  of  three 
dollars,  five  dollars,  twenty-five  dollars,  or  even 
five  hundred  dollars  as  a routine.  Neither  can  he 
meet  the  patients  as  they  enter  the  waiting  room, 
extending  a welcome  by  a smile,  a pleasant  good 
morning  or  afternoon,  or  a jolly  hello,  or  just  the 
type  of  dignified  greeting  which  says  to  the  patient, 
“This  is  just  the  right  place  for  you.” 

There  are  many  things  that  a thoughtful,  tactful 
secretary  can  do  for  the  professional  man  which 
must  other%vise  go  undone. 

This  small  book  is  the  result  of  an  investigation 
into  those  characteristics  which  are  found,  most 
commonly,  in  successful  secretaries. 

It  will  do  well  for  each  physician  and  surgeon  and 
employer  of  secretaries  generally  to  possess  this 
book,  to  study  it,  and  then  to  pass  it  along  to  the 
secretary.  It  can  but  be  helpful  if  it  is  used. — O.H.B. 


Physioloqu  and  Biochemistry  in  Modem  Medicine, 
by  J.  J.  R.  MacLeod.  M.  B„  LLL.  D.  (Aberd.L  D.  Sc. 
(Tor.),  F.  R.  S.,  Professor  of  Physiology  in  the 
University  of  Toronto,  Toronto.  Canada;  formerly 
Professor  of  Physiology  in  the  Western  Reserve  Uni- 
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versity,  Cleveland,  Ohio;  assisted  by  Roy  G.  Pearce, 
A.  C.  Redfield,  N.  B.  Taylor,  and  J.  M.  D.  Olmstead, 
and  by  others:  fifth  edition;  with  291  illustrations, 
including  9 plates  in  colors;  The  C.  V.  Mosby  Co., 
St.  Louis,  Mo.;  $11.00. 

All  that  need  be  said  for  this  author  and  his 
book,  perhaps,  is  that  the  book  has  gone  into  five 
editions  since  its  first  appearance  in  1918. 

The  reviewer  marvels  at  the  work  involved  in  the 
preparation  of  the  manuscript  for  such  a work. 
There  are  1054  pages.  103  chapters,  291  illustrations 
and  many  references  to  the  literature.  At  the  end 
of  chapter  54,  on  shock,  are  75  references  to  the 
literature. 

The  author  has  attempted  to  correlate  the  ab- 
stract facts  of  physiology  with  the  practical  side  of 
medicine  and  he  has  succeeded.  Chapters  51  and  52 
discuss  electrocardiography  in  such  a way  that  med- 
ical students  and  doctors  who  are  new  to  the  subject 
may  grasp  the  fundamentals.  These  are  difficult  to 
find  elesewhere. 

Part  VIII  of  the  book,  with  chapters  72  to  77  in- 
clusive, deals  with  the  excretion  of  urine. 

Part  IX.,  with  chapters  78  to  97  inclusive,  discuss- 
es metabolism.  Part  X,  with  chapters  98  to  103, 
presents  the  proven  facts  of  endocrinology. 

When  one  wishes  to  cull  theory  from  fact,  the  un- 
proven from  the  proven,  MacLeod  is  a safe  port  in 
which  to  sail. 

As  we  have  said  before  all  physicians  should  read 
at  least  one  new  book  on  basic  sciences  each  year. 
This  one  is  a good  one  for  1927. 


Getting  Well  and  Staying  Well — A Book  for  Tu- 
berculous Patients,  Public  Health  Nurses,  and 
Doctors;  by  John  Potts.  M.  D.,  Fort  Worth  Texas; 
introduction  by  J.  B.  McKnight,  M.  D.,  Superin- 
tendent and  Medical  Director.  Texas  State  Tubercu- 
losis Sanatorium;  The  C.  V.  Mosby  Co.,  St.  Louis; 
1927;  82.00. 

This  type  of  book  must  be  judged  primarily  by 
one  criterion,  namely:  readability.  The  author 

writes  in  an  easy,  fascinating,  comprehensible 
style.  The  doctor  who  picks  up  this  book  early  in 
an  idle  evening  will  not  be  likely  to  lay  it  down 
until  he  has  raed  it  from  cover  to  cover.  The 
nurse  interested  in  tuberculosis — and  the  patient, 
too — wil  read  this  book  nearly  as  understandingly 
as  can  the  physician,  so  well  has  the  author  done 
his  task. 

Those  for  whom  the  book  is  intended  may  read 
it  with  profit.  Doctors  doing  tuberculosis  work 
will  find  it  a safe  book  to  recommend  to  their 
tuberculous  patients.  O.  H.  b. 
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GASTRON 

A complete  gastric  gland  extract 

A clinical  resource  against  disorders  of  gas- 
tric function,  acute  and  under  strain  and 
stress  of  exhausting  disease.  Gastron  con- 
tains the  enzymes,  co-ferments,  associated 
organic  and  inorganic  constituents  of  the  en- 
tire gastric  mucosa;  is  of  standardized  pro- 
teolytic energy;  grateful,  agreeable  to  the 
stomach.  Prescribed  simply  by  the  name 
GASTRON. 

Fairchild  Bros.  $ Foster 

New  York 


Erysipelas  Streptococcus  Antitoxin 


one 


Several  strains  of  the  erysipelas  streptococcus,  isolat- 
ed from  typical  cases  of  the  disease  are  used  in  the  prep- 
aration of  Erysipelas  Streptococcus  Antitoxin  (Lederle). 
The  various  strains  of  erysipelas  streptococci  vary  in  cer- 
tain immunological  characteristics,  so  that  it  is  desirable 
to  use  a polyvalent  antitoxin  for  treating  the  disease. 

Clinical  trials  with  Erysipelas  Streptococcus  Antitoxin 
(Lederle)  have  demonstrated  that,  when  used  early  in  the 
course  of  the  disease,  the  antitoxin  administered  intra- 
muscularly has  brought  about  prompt  improvement  so 
that  the  patient  has  usually  been  discharged  as  cured  at 
the  end  of  four  to  seven  days.  There  was  improvement  / 
in  the  toxemia;  critical  fall  in  temperature;  fading  and 
disappearance  of  the  erysipelatous  lesions ; and  absorption 
of  the  blebs. 

Erysipelas  Streptococcus  Antitoxin  (Lederle)  is  sup- 
plied in  syringes  containing  one  therapeutic  dose. 


PATHOLOGICAL  LABORATORY 
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PHOENIX,  ARIZONA 
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Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 


This  institution  provides  unexcelled  equipment  and  facilities  ft 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  < 


'or  the  use  of  Radium,  X-ray 
other  appropriate  diseases 


Radium  Therapy  — An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 

Deep  X-ray  Therapy — Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalization. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


We  desire  to  confer  and  cooperate  with  the  medical  pro- 
fession, and  welcome  inquiries  pertaining  to  this  work 


11 


Specialists  in  the  Southwest 


EL  PASO,  TEXAS 


E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 


W.  E.  VANDEVERE,  M.  D. 

Eye,  Ear.  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
218  Mills  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Re-publics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

1*01-2  Roberts-Banner  Bldg.  El  Paso 


PAUL  ELY  M’CHESNEY,  M.  D. 

Neurology  and  Psychiatry 

52U  Mills  Bldg.  El  Paso 


JOHN  W.  CATHCART,  M.  D. 

and 

C.  H.  MASON,  M.  D. 

Practice  Limited  to 

X-Ray  and  Radium 

Sll  Roberts-Banner  Bldg.  El  Paso 


J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetr  I os 

1*01*  Roberts-Banner  Bldg.  El  Paso 


1*11,  Mills  Bldg.  El  Paso 


W.  R.  JAMIESON,  M.  D. 

Genito-Urinary.  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 


W L.  BROWN,  M.  D.  C.  P.  BROWN.  M.  D. 

BROWN  AND  BROWN 

Suite  1*01*  Roberts-Banner  Bldg.  El  Paso 


H.  P.  DEADY,  M.  D. 

Special  Attention  to 

Surgery  and  Gynecology 

First  National  Bank  Bldg.  El  Paso 


L.  G.  WITHERSPOON,  M.  D. 

Plastic  Surgery 

311*  Roberts  Banner  Bldg.  El  Paso 


JAMES  VANCE,  M.  D. 

Practice  Limited  to 

Surgery 

313-1*  Mills  Bldg.  El  Paso 

HOURS:  11  TO  12:30 

■ ■ — ■■■■  r ■■ 

LESLIE  M.  SMITH,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

1029  First  National  Bank  Bldg.  El  Paso 


K.  D.  LYNCH,  M.  D. 

Genito  urinary  Surgery 


Ill 


PHOENIX,  ARIZONA 


CHAS.  S.  VIVIAN,  M.  D. 

UROLOGY 

306  Goodrich  Bldg.  Phoenix 


FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
U07  Goodrich  Bldg.  Phoenix 


H.  T.  BAILEY,  M.  D. 

Practice  Limited  to 

Eye.  Ear.  Nose  and  Throat 

323  Ellis  Bldg.  Phoenix 


T.  T.  CLOHESSY.  M.  D. 

Practice  Limited  to 

Diseases  of  the  Skin 

22U-5  Luhrs  Bldg.  Phoenix 


HARRY  R.  CARSON,  M.  D. 

Diseases  of  Children 

Heard  Building  Phoenix 


EDGAR  H.  BROWN.  M.  .D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

611t  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 
503  Goodrich  Bldg.  Phoenix 


I.  L.  GARRISON,  M.  D. 

Diseases  of  Women 
Intravenous  Chemotherapy 

205-6-7  Goodrich  Bldg.  Phoenix 

H.  M.  PURCELL,  M.  D. 

U ROLOGY 

207  Goodrich  Bldg.  Phoenix 

TUCSON,  ARIZONA 


M.  C.  COMER,  M.  D.,  F.  A.  C.  S. 

Eye.  Ear.  Nose  and  Throat 
Peroral  Endoscopy  and  Uranoplasty 
Thomas  Davis  Clinic  Tucson,  Arizona 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


Waite’s  Laboratory 


Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 
Clinical  Microscopy 
Autogenous  Vaccines 
Therapeutic  Dyes 
Neosalvarsans 
Sulpharsphenamine 
Tryparsamide 
Bismosol 
Information. 


PIONEER  LABORATORY  OF 
THE  SOUTHWEST 

Mailing  Address,  Box  63 

EL  PASO  TEXAS 
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Trademark 

Registered 


STORM 


Trademark 

Registered 


Binder  and  Abdominal 
Supporter 


(Patented) 


For  Men,  Women  and 
Children 


Trade 

Mark 

Reg. 


Trade 

Mark 

Reg. 


For  Ptosis,  Hernia,  Obesity,  Pregnancy,  Re- 
laxed Sacroiliac  Articulations,  High  and  Low 
Operations,  Floating  Kidneys,  Etc. 

Ask  for  36-page  Illustrated  Folder 

Mail  orders  filled  at  Philadelphia  only — within  24  hours 


Katherine  L.  Storm,  M.  D. 

Originator,  Patentee,  Owner  and  Maker 
1701  Diamond  Street  PHILADELPHIA 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


ALBUQUERQUE  SANATORIUM 


Located  in  the  heart  of  the  great  Southwest — the  Land  of  Sunshine.  Average 
annual  rainfall  less  than  7 inches.  Altitude  moderate.  On  the  main  line  of  the 
Santa  Fe. 

The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern,  fire-proo'  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available 

W.  A.  GEKLER,  M.  D.,  Medical  Director 
A.  L.  Hart,  M.  D.  H.  P.  Rankin,  M.  D.  B.  J.  Weigel,  M.  D. 
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doctor  has  just 
written  us  . . . ! The 

baby  is  now  up  to 


normal  wei 


CONSTANTLY  we  receive  letters  from  phy- 
sicians telling  us  the  results  they  have  ob- 
tained by  dissolving  and  adding  Knox 
Sparkling  Gelatine  to  babies’  milk  formulas. 
All  these  letters  are  enthusiastic  reports  of 
success,  following  the  methods  outlined  in  the 
bulletins  which  we  have  had  prepared  by  high 
dietetic  authorities. 

We  would  appreciate  having  your  permission 
to  send  you  the  facts  determined  in  supervised 
research  work. 

Knox  Gelatine  has  great  protective  colloidal 
ability  which  aids'  the  digestion  of  milk.  It  in- 
creases the  available  nourishment  and  largely 
prevents  digestion  ailments. 

The  approved  method  of  adding  Knox  Gela- 
tine to  milk  is  as  follows: 

Soak,  for  about  ten  minutes,  one  level  table- 
spoonful of  Knox  Sparkling  Gelatine  in  one- 
half  cup  of  milk  taken  from  the  baby’s  formu- 
la; cover  while  soaking;  then  place  the  cup  in 
boiling  water,  stirring  until  gelatine  is  fully 
dissolved;  add  this  dissolved  gelatine  to  the 
quart  of  cold  milk  or  regular  formula. 

Please  write  for  our  reports  — they  are 
worthy  of  your  careful  consideration. 

KNOX  GELATINE  LABORATORIES 
43S  Knox  Ave.,  Johnstown,  N.  Y. 


KNOX 

SPARKLING 

GELATINE 

“The  Highest  Quality  for  Health '* 
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From  raw  material  to 
finished  product  Knox 
Sparkling  Ge  atine  iis 
constant  ly  under 
chemical  and  bacteri- 
ological control,  and 
is  never  touched  by 
hand  while  in  pro- 
cess of  manufacture. 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 


Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 


Tycos 

APPARATUS  FOR 
CARDIO  RESPIRATORY 
TEST 

(NEW  ENGLAND  MUTUAL  METHOD) 


Literature  upon  request 


PACIFIC  SURGICAL  MFG.  Co. 

61G  SO.  FIGUEROA  ST. 

LOS  ANGELES,  CAL. 

P.  S. — On  your  next  trip  to  Los  Angeles  visit  this  store — the  most  attractive  surgical 
store  in  the  west. 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments!  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 

Write  vs  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 


Dr  Frost’s  article  sent  gratis  on  request 
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Southwestern  Surgical  Supply  Company 


No.  11  North  Third  Ave. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc. 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 

ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


SPECIAL  ATTENTION  UROLOGISTS 

We  are  now  carrying*  a very  complete  stock  of  the 
products  of  the  Eynard  Factory  in  Paris,  consisting  of 
catheters  and  bougies,  both  urethral  and  ureteral  in  a 
variety  of  sizes  and  styles. 

Telephone  orders  given  prompt  attention.  We  will 
be  glad  to  take  care  of  your  patient’s  needs  for  this 
class  of  goods. 

KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Everything  for  the  hospital  and  doctor 

A good  stock  of  Kny-Scheer©r,  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  of  Stille-Scanlon  Company. 
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MELLIN’S  FOOD 


100  GRAMS,  or  3 Vz  OUNCES  (avoir,  wgt.) 
Consist  of 


PROTEINS  (Cereal) 

10.35 

GRAMS, 

or 

160  GRAINS 

MINERAL  SALTS 

4.30 

66 

66 

66 

66 

MALTOSE  (Malt  Sugar) 

58.88 

66 

66 

908 

66 

DEXTRINS 

20.69 

66 

66 

319 

66 

FAT 

.16 

66 

66 

2% 

66 

WATER 

5.62 

66 

66 

87 

66 

Mellin’s  Food  is  frequently,  and  erroneously,  spoken  of  as  simply  a “sugar”. 
The  actual  facts,  as  stated  above,  are  that  the  sugar  content  (maltose)  is  58.88% 
and  that  35.5%  represents  nutritive  material  other  than  sugar,  viz:  dextrins 
20.69%,  cereal  proteins  10.35%,  fat  .16%,  mineral  salts  4.3%;  the  latter  con- 
sisting of  potassium,  calcium,  sodium,  magnesium,  phosphatic  salts  and  iron. 


liiimiiiiiiiiiiiimiiiiimiiiiiMiiiiiiiiiiMiimmiiimimiiiimiimmiiimmiiiiimimiiiiimiiiiiiiiMiimiiiiimiimmiiii 

ST0VARS0L 

(REG.  U.  S.  PATENT  OFFICE) 

Acetylamino-oxyphenylarsonic  Acid 

Indicated  in  Amebic  Dysentery 

Accepted  by  Council  of  Pharmacy  and  Chemistry  A.  M.  A. 

Distributed  in  bottles  of  25  tablets,  each  tablet  0.25  grams 
May  be  obtained  through  your  druggist 


Literature  furnished  on  request 


MANUFACTURED  BY 

P0WERS-WEIGHTMAN-R0SENGARTEN  CO. 

New  York  Philadelphia  St.  Louis 

MERCK  & CO.,  INC.,  Successors 
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SQUIBB  Professional  Service  Representa- 
tives are  serving  thousands  of  physicians 
yearly,  bringing,  as  they  do,  valued  infor- 
mation concerning  improvements  on  old- 
established  products,  and  vital  facts  concern- 
ing recent  discoveries. 


These  Representatives  are  proud  of  their 
work,  proud  of  their  House,  and  the  Prod- 
ucts which  bear  its  name.  Physicians  every- 
where recognize  their  helpfulness  and  are 
ever  pleased  to  welcome  them. 


The  Squibb  Triple  Control  is  assurance  of  safety 


. ...  of  potency,  too! 


11  Satisfactory  clinical  results, 

Doctor,  most  certainly  can  be  expected  if 
you  use  Squibb  Authorized  Scarlet  Fever 
Products. 

“Large  numbers  of  your  patients  have 
read  of  the  value  of  the  modern  method  of 
treating  scarlet  fever.  They  rely  upon  you 
tochoose  a thoroughly  dependable  product. 

“Squibb  Scarlet  Fever  Antitoxin  and 
Toxin  are  AUTHORIZED  PRODUCTS 
prepared  under  the  following  triple  control: 

1.  By  laboratory  tests  and  clinical 
trials  in  our  own  Biological  Laboratories. 

2.  By  approval  of  the  Hygienic  Labor- 
atories at  Washington,  D.  C. 

3.  By  approval  of  samples  of  each  and 
every  lot  after  laboratory  tests  and  clinical 
trials  by  the  Scarlet  Fever  Committee,  Inc. 


“This  Triple  Control  assures  products 
of  absolute  and  maximum  Potency.” 


Are  you  using  these  important 
Squibb  Products  in  your  daily 
practice? 


SQUIBB  AUTHORIZED  SCARLET 
FEVER  PRODUCTS  are  accurately 
standardized,  carefully  tested,  and  dis- 
pensed in  adequate  dosage. 

SCARLET  FEVER  ANTITOXIN 
SQUIBB — Therapeutic  Dose. 

SCARLET  FEVER  ANTITOXIN 
SQUIBB — Prophylactic  Dose. 

SCARLET  FEVER  ANTITOXIN 
SQUIBB — For  Diagnostic  Blanching  Test. 

SCARLET  FEVER  TOXIN  SQUIBB 
For  Dick  Test. 

SCARLET  FEVER  TOXIN  SQUIBB 
For  Active  Immunization. 


IPRAL  SQUIBB-A  Superior 
Hypnotic.  Non-habit- forming; 
rapid  in  action;  produces  sleep 
which  closely  approximates  the 
normal. 

INSULIN  SQUIBB-Ac- 
curately  standardized  and  uni- 
formly potent.  Highly  stable 
and  particularly  free  from  pig- 
ment impurities.  Has  a note- 
worthy freedom  from  reaction- 
producing  proteins. 

OCCULT  BLOOD  TEST 
SQUIBB-A  convenient  and 
accurate  test  for  occult  blood. 
Marketed  as  tablets  in  bottles 
of  100  with  a dropping  bottle 
of  glacial  acetic  acid. 


->sH[  Write  to  the  Professional  Service  Department  for  Full  Information  jH**- 


ER:  Squibb  & Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 

Nearest  Squibb  Biological  Depot 

728  South  Hill  St.,  Los  Angeles,  California 


Correct  refrigeration  of  Biological  Products  is  vital  to  their  potency  and  efficacy.  Insist  that  the  source  of  your  supply  be  equipped 

with  adequate  refrigerating  facilities. 


Er 
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The  Tulane  University  of 
Louisiana 

Graduate  School  of  Medicine 

Reorganized  to  meet  all  require- 
ments of  the  Council  on  Medical  Edu- 
cation of  the  A.  M.  A. 

Post  graduate  instruction  offered  in 
all  branches  of  medicine.  Courses 
leading  to  a higher  degree  have  also 
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The  average  case  of  frank  pulmonary  tu- 
berculosis may  be  diagnose:!  with  compara- 
tive ease  by  those  who  are  conversant  with 
the  well-established  methods  of  examining 
the  chest,  but  there  are  certain  borderline 
cases  which  are  difficult  for  the  most  ex- 
perienced. Likewise,  tuberculosis,  at  times, 
involves  structure-  other  than  pulmonary 
and  causes  difficultv  to  the  chagnostician. 

There  are  three  groups  of  patients  which 
offer  especial  difficultv  in  diagnosis,  and 
which  I wish  to  consider  at  this  time,  viz., 
children  with  unhealed  primary  focus  or  in 
whom  earlv  reinoculation  has  taken  place; 
adults  with  unstable  nervous  and  psychical 
balance,  and  indiv'duals  who  make  a slow 
recovery  from  acute  respiratory  infections. 

TUBERCULOSIS  IN  CHILDHOOD 

Since  tuberculous  infection  takes  place  in 
childhood,  and  since  this  infection  of  early 
years  often  fails  to  heal  and  so  remains  a 
potential  and  often  an  actual  menace  to 
the  health  and  life  of  the  child  in  providing 
a source  whence  reinoculations  may  take 
place,  it  is  incumbent  upon  the  medical  pro- 
fession to  learn  to  recognize  unhealed  le- 
sions and  early  metastases  which  arise  from 
them,  in  order  to  avert  serious  disease. 

It  is  not  my  purpose  to  discuss  the  lesions 
found  in  the  various  organs  in  childhood, 
such  as  those  of  bones,  joints,  meninges 
and  visible  lymphatic  glands,  but  I wish 
rather  to  draw  attention  to  that  form  of 
the  disease  which  results  from  a failure  of 
the  primary  pu'monary  focus  and  its  ac- 
companying involvement  of  regional  lym- 
phatic glands  to  heal. 

That  tuberculosis  both  in  children  and  in 


adults  is  capable  of  remaining  in  an  un- 
healed state  without  producing  serious  ex- 
tensions and  grave  symptoms,  is  well  rec- 
ognized. During  the  unhealed  state,  how- 
ever, extensions  mav  occur  and  toxins  mav 
make  their  escaoe  from  the  foci  of  disease 
and,  derendmv  ir:on  t’  e degree  of  stabil- 
ity of  the  nervous  and  psychical  state  of 
the  patient,  produce  a variable  picture  of 
disturbed  growth  and  development. 

It  is  a very  important  thing  to  know 
when  to  suspect  activity  in  such  unhealed 
’esions.  The  fact  of  the  presence  of  tuber- 
culosis in  the  child  mav  be  determined  by  a 
positive  reaction  to  one  of  the  various  tu- 
berculin tests,  the  cutaneous  and  intrader- 
mal  being  especially  suited  to  children.  In 
respect  to  the  tuberculin  test,  however,  it 
must  be  remembered  that  there  are  certain 
conditions  of  stress,  particularly  those 
which  accompanv  such  acute  diseases  as  the 
exanthemata  and  iuf'uenza.  and  many  con- 
ditions of  ’ow  physical  vitality,  which  cause 
a disappearance  of  ahergy  for  a time,  and 
so  may  cause  a negative  reaction  to  tuber- 
culm  even  though  tuberculous  infection  be 
present. 

A positive  reaction  to  tuberculin  may  al- 
wavs  be  interpreted  as  showing  that  tuber- 
culous infection  :s  present,  which  is  in- 
formation of  great  value  at  times.  Some  go 
further  and  believe  that  a marked  prompt 
react1' on  signifies  activitv,  and  with  this  I 
am  inclined  to  a^ree.  This,  however,  leaves 
us  in  doubt  in  many  undernourished  chil- 
dren who.  because  of  a depressed  allergy 
produced  b"r  their  low  physical  state,  might 
fail  to  react  markedly,  even  though  active 
tuberculosis  were  present. 

lesions  a'so  may  be  detected  by  the  x-ray 
in  those  children  in  whom  calcification  of 
the  primary  focus  has  partly  or  completely 
taken  place.  It  must  be  borne  in  mind,  howr- 
ever,  that  not  all  tuberculosis  can  be  visual- 
ized by  the  x-ray  and,  further,  that  the  de- 
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gree  of  activity  of  those  unhealed  lesions  in 
childhood  can  not  be  accurately  judged  by 
shadows  shown  on  the  plate. 

A child  who  shows  a strong  reaction  to 
tuberculin  and  who  fails  to  grow  and  de- 
velop normally,  who  develops  an  unstable 
nervous  system,  shows  a disinclination  to 
play,  has  a disinterestedness  in  or  re- 
pugnance to  food,  shows  a loss  in  weight  or 
at  least  fails  to  gain,  is  subject  to  cold': 
which  take  the  form  of  bronchitis,  and 
shows  an  elevation  of  temperature,  and  in 
whom  no  other  cause  for  these  symptoms 
can  be  found,  should  be  considered  as  prob- 
ably suffering  from  an  unhealed  tubercu- 
lous focus,  even  though  no  localizing  fac- 
tors may  be  found.  The  probability  of  an 
active  tuberculous  process  being  present  is 
the  greater,  the  stronger  and  the  more 
quickly  the  tuberculin  reaction  aucears,  and 
the  younger  the  child;  and,  particularly,  if 
the  child  has  had  a prolonged  intimate  as- 
sociation with  open  tuberculosis. 

The  active  lesions  in  such  cases,  as  a rule, 
are  in  the  tracheo-bronchial  Ivmphatie 
glands  and  not  readily  detected  by  the  usual 
methods  of  examination.  If.  on  the  other 
hand,  the  unhealed  lesion  should  be  in  the 
lung,  it  is  more  easily  detected  and  moi”' 
likely  to  be  found  bv  some  of  the  more  re- 
fined methods  of  physical  examination  ap- 
plicable to  that  organ,  such  as  will  be  dis- 
cussed later  in  this  naper. 

A careful  clinical  history  should  be  taken 
and  a thorough  phvsica1  examination  with 
tuberculin  test  and  x-rav  should  be  made 
of  all  underdeveloped,  nervous  children,  to 
determine  whether  or  . not  there  are  symp- 
toms or  siens  of  tuberculous  involvement. 
Unfortunately,  lesions  of  the  tracheo-bron- 
chial glands,  as  a rule,  show  onlv  svmotoms 
due  to  toxemia  and  there  is  nothing  char- 
acteristic in  the  toxic  svmotoms  of  tuber- 
culosis to  aid  one  in  differentiat’ng  them 
from  symptoms  produced  by  other  toxins. 
Reflex  and  local  symptoms,  as  a rule,  are 
absent,  although  recurrent  attacks  of  bron- 
chit's  are  not  uncommon.  The  diagnosis  in 
man^  of  these  ea«es  must  be  based  on  a 
careful  analysis  of  all  data  obtained  and  be 
presumptive  rather  than  positive. 

TUBERCULOSIS  IN  THE  PHYSIOLOGICALLY 
UNSTABLE  PATIENT 

Many  members  of  the  human  family  pos- 
sess an  unstable  or  broken  nhvsiologic  bal- 
ance. Some  are  ablp  to  meet  the  ordinary 
demands  that  are  made  upon  them  and  fail 
only  to  meet  the  unusual,  while  others  are 
unable  to  accomplish  ordinary  tasks  with  ef- 
ficiency. Such  individuals  ma1-  be  well 
nourished  or  poorly  nourished.  The  essen- 
tial condition  is  disturbance  in  function.  It 


may  be  caused  by  an  inability  properly  to 
adjust  to  pathologic  stimuli,  such  as  we  find 
in  those  with  unstable  nerves,  with  endo- 
crine imbalance,  and  with  inherently  un- 
stable body  cells;  or  a failure  to  adjust 
psychically  to  one’s  surroundings.  To  this 
group  belong  so-called  neurasthenics  and 
psychasthenics,  and  many  suffering  from 
such  endocrine  disturbances  as  hypo  and 
hyperthyroidism  of  mild  degree,  hypo  and 
hyperpituitrism,  hypo  and  hypergonadism, 
and  hypoadrenia. 

These  various  groups  show  variation  in 
the  problems  which  they  present  for  solu- 
tion, but  I am  considering  them  together 
for  clinical  convenience.  They  all  present 
more  or  less  the  same  problems  in  diagnosis 
in  the  tuberculosis  clinic,  because  of  the 
fact  that  they  all  possess  a very  unstable 
physiologic  balance. 

The  readiness  with  which  constitutional 
or  reflex  symptoms  on  the  part  of  any  pa- 
tient make  their  appearance,  depends  on  the 
stability  of  his  neuromuscular  mechanism; 
in  other  words,  on  the  amount  of  pathologic 
stimulation,  either  of  physical  or  psychical 
origin,  that  his  neurocellular  mechanism  is 
able  to  withstand  without  response.  An  in- 
dividual with  unstable  equilibrium  will,  at 
times,  withstand  continuous  and  prolonged 
bombardment  of  his  nerve  centers  and  cells 
without  departure  from  normal.  This  fact 
does  not  seem  to  be  sufficiently  considered 
in  dealing  with  patients. 

Physiologically,  we  speak  of  the  point  at 
which  nerve  reaction  occurs  as  the  threshold 
of  response.  While  this  threshold  differs 
in  different  individuals  and  under  different 
circumstances,  it  shows  one  particular  char- 
acteristic under  all  circumstances,  that  is, 
when  once  lowered  as  it  is  bv  being  broken 
over,  or  still  further  lowered  by  being  fre- 
quently broken  over,  it  may  become  so  low 
that  the  patient  shows  symptoms  on  what 
might  seem  to  be  very  slight  cause. 

When  this  natural  protective  inhibition  is 
broken  down,  as  it  always  is  in  the  group  of 
patients  which  we  are  now  discussing,  their 
equilibrium  becomes  unstable.  Any  stimu- 
lus which  exerts  a harmful  effect  on  nerves, 
endocrine?,  or  the  bodv  cells  themselves, 
such  as  the  toxins  of  tuberculosis;  or  any 
emotional  adiustment  required  of  them,  such 
as  that  to  the  fact  of  having  a serious  ill- 
ness with  its  domestic,  social  and  economic 
stresses,  produces  a new  harmful  stimula- 
tion which  results  in  widespread  neurocellu- 
lar imba!ance.  Unfortunately  the  group  of 
general  symptoms  found  in  tuberculosis,  as 
readily  can  be  seen,  are  much  the  same  a; 
those  usually  manifested  by  this  group  ol 
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patients.  This  adds  to  the  difficulty  of  di 
agnosis. 

On  account  of  the  instability  in  the  neuro- 
cellular  mechanism,  such  patients,  when  suf- 
fering from  tuberculosis,  show  symptoms 
very  easily.  Lesions  which  would  not  affect 
the  more  stable,  produce  definite  symptoms 
in  these.  While  the  patient  whose  reactive 
balance  is  so  delicate  that  it  is  overturned 
at  the  least  provocation,  deserves  unusual 
attention,  he  usually  receives  less  than 
average  and  is  branded  as  a complainer  or 
impostor,  those  coming  in  contact  with  him 
failing  to  appreciate  that  he  shows  symp- 
toms with  a minimum  of  pathologic  stim- 
ulation. 

When  such  patients  harbor  an  active  tu- 
berculosis in  their  bodies  they  usually  re- 
spond readily  to  the  effect  of  the  toxins  and 
show  some  of  the  following  toxic  or  gen- 
eral group  of  symptoms: 

SYMPTOMS  OF  PULMONARY 
TUBERCULOSIS 

GROUP  I. 

(General  and  Toxic) 

Caused  by  harmful  Symptoms 


stimidation  of 

1. 

Malaise 

I.  Nervous  system  in 

2. 

Lack  of  endurance 

general. 

3. 

Loss  of  strength 

II.  Endocrine  system 

4. 

Nervous  instability 

in  general. 

III.  Body  cells. 

5. 

Diminished  digestive 
activity 

6. 

Increased  metabolic 

IV.  Sympathetic  nervous 

rate 

system. 

7. 

Loss  of  weight 

Sympathetic  endoc- 

8. 

Increased  pulse  rate 

rines,  particularly 

9. 

Night  sweats 

adrenals  and  thy- 

10. 

Temperature 

roid. 

(partially) . 

The  fact  t^at  these  patients  show  this 
same  group  of  symptoms  whether  tubercu- 
lous or  not,  adds  to  the  difficulty  in  diagno- 
sis. They  usually  suffer  from  malaise,  lack 
of  enduracne  and  nerve  irritability;  loss  of 
appetite  and  weight,  and  rapidity  of  heart 
action  affect  them  at  recurring  intervals; 
and  even  a rise  of  a few  tenths  in  tempera- 
ture mav  result  from  the  increased  meta- 
bolism often  found  in  the  nervous  patient, 
together  with  an  interference  with  heat 
elimination  d]ue  to  a slight  constriction  of 
the  vasomotor  control  of  his  skin. 

So,  from  this  group  of  symptoms  we  can 
hardly  expect  to  diagnose  an  early  active 
tub'-r^Mosis  in  patients  who  normally  pos- 
sess this  background  of  neurocellular  insta- 
bility. 

If  the  lesion  is  in  the  tracheo-bronchial 
glands  the  only  symptoms  which  are  regu- 


larly present  will  be  those  of  this  group 
and  we  are  forced  to  make  a diagnosis  of 
suspected  tuberculosis  only,  and  keep  the 
patient  under  surveillance  until  we  can  sat- 
isfy ourselves  of  the  truth  or  error  of  our 
suspicion. 

If  the  lesion  is  in  the  lung,  on  the  other 
hand,  even  though  it  be  slight,  other  symp- 
toms come  to  our  aid.  Some  of  those  be- 
longing to  the  reflex  group  will  manifest 
themselves  as  shown  in  table  on  next  page. 

Among  the  most  common  reflex  symp- 
toms to  manifest  themselves  in  the  pres- 
ence of  active  pulmonary  tuberculosis,  are 
those  on  the  part  of  the  larynx  and  the 
muscles  of  the  shoulder  girdle  and  dia- 
phragm. Hoarseness  and  irritation  of  the 
throat  with  a tendency  to  clear  the  throat 
or  cough,  and  the  reflex  in  the  muscles  of 
the  shoulder  girdle  and  the  diaphragm  are 
commonly  present.  This  muscle  reflex 
s’-’ows  both  as  an  increased  tension  in  the 
palpable  muscles  of  the  shoulder  girdle  and 
in  a fixing  of  the  hemithorax  on  the  side  of 
active  disease,  noted  as  a lessened  motion. 
This  latter,  being  due  to  the  reflex  shorten- 
ing of  the  scaleni  attached  to  the  first  and 
second  ribs  above  and  the  crura  and  cen- 
tral tendon  of  the  diaphragm  below,  belongs 
to  the  group  of  defense  reactions  of  the 
bodv,  and  is  constant  in  the  presence  of 
active  disease. 

When  these  symptoms  are  present  in  con- 
junction witv  some  of  those  of  Group  I. 
the  evidence  is  convincing  of  a pulmonary 
involvement. 

I recognize  the  fact  that  limited  motion 
of  the  thorax  may  be  caused  by  pleural  in- 
volvement acute  or  chronic,  lessened  elastic- 
ity of  the  pulmonary  tissue,  or  a fixing  of 
the  med;astmai  structures,  as  a result  of 
med:a 7 tinitis.  If  any  of  these  conditions 
are  present  to  cause  lessened  motion,  an 
acute  process  such  as  an  active  tuberculosis 
in  the  corresponding  lung  may  still  be  sus- 
pected if  increased  tension  is  present  in  the 
neck  muscles,  particularly  the  sterno  cleido 
mastoideus,  scaleni,  trapezius  and  levator 
anguli  scapulae. 

Rarely  do  we  find  any  of  the  following 
localizing  symptoms,  those  due  to  the  tu- 
berculous process  per  se,  present  in  this 
group  of  cases  as  early  as  the  symptoms  of 
Groups  I and  II.  TMs  is  evident  from  the 
fact  that  an  unstable,  physiologic  equili- 
brium is  upset  and  shows  general  and  re- 
flex effects  before  the  lesion  becomes  exten- 
sive, although  it  should  be  remembered,  as 
an  occasional  exception,  that  a pleural  in- 
volvement might  be  present  very  early. 
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Inflam- 
ation 
of  lung: 


SYMPTOMS  OF  PULMONARY  TUBERCULOSIS 


Afferent  nerves 


j Afferent 
through 
(vagus)  pa- 
rasympa- 
thetics 


Afferent 

through 

sympa- 

thetics 


GROUP  II. 
(Reflex) 

Symptoms 

Hoarseness  

Laryngeal  irritation 

Cough  


Inhibition  of  heart 

Increased  muscle  tonus,  and 
glandular  secretion  in  gas- 
trointestinal canal 

Pylorospasm  

Flushing  of  face 

Spasm  of  sternocleidomastoideus 
and  trapezius 

Degeneration  and  deviation  of 
tongue  from  median  line 

Degeneration  of  facial  muscles 


Flushing  of  ear 

Dilatation  of  pupil 


Spasm  of  muscles  of  shoulder 
girdle  and  diaphragm 

Lessened  motion  of  chest-wall, 
partly  due  to  muscle  spasm  as 
above 

Pain  above  2nd  rib  and  spine  of 
scapula  (superficial) 

Pain  in  muscles  of  shoulder  gir- 
dle (deep  pain) 

Degeneration  of  skin  and  subcu- 
taneous tissue  above  2nd  rib 
anteriorly  and  spine  of  scapu- 
la posteriorly 

Degeneration  of  muscles  of 
shoulder  girdle 


Efferent  nerves 
Laryngeal  nerves 
Superior  laryngeal  nerve 

Laryngeal,  and  nerves  to  all 
expiratory  muscles  with  inhi- 
bition of  nerves  to  inspiratory 
muscles. 

Motor  fibres  of  cardiac  vagus 


Motor  fibres  of  gastric  and  in- 
testinal parasympathetics 

Motor  fibres  of  pyloric  parasym- 
pathetics 

Sensory  fibres  of  trigeminus 

Spinal  accessorius 

Ilypoglossus 
Trigeminus  and  facialis 


Third  sensory  cervical 

Motor  from  Budge’s  Centre 
(lower  cervical  and  upper 
dorsal) 

Cervical  motor  nerves,  Ilnd  to 
VUIth 

Cervical  sensory  nerves,  Ilnd  to 
VUIth 

Cervical  motor  nerves,  particu- 
larly Illrd,  IVth  and  Vth 

Cervical  sensory  and  motor, 
Ilnd  to  VUIth. 


Cervical  sensory  nerves, 
Illrd,  IVth  and  Vth 

Cervical  sensory  and  motor, 
Ilnd  to  VUIth 
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SYMPTOMS  OF  PULMONARY 
TUBERCULOSIS 

GROUP  III 

(Due  to  the  Tuberculous  Process,  per  se) 

Spitting  of  blood. 

Sputum  (with  or  without  tubercle  bacilli). 

Pleurisy  (tuberculosis  of  the  pleura) 

Frequent  and  protracted  colds  (tuberculous  bron- 
chitis).* 

Active  tuberculosis  in  this  group  of  pa- 
tients is  very  difficult  to  diagnose  if  we 
rely  on  clinical  history,  auscultation,  per- 
cussion, sputum  and  x-ray  examination;  yet 
its  recognition  is  made  possible  in  most  in- 
stances if  a careful  analysis  of  all  available 
data  is  made. 

We  must  always  remember  that  they 
show  symptoms  with  a lesser  stimulation 
than  those  with  more  normal  balance;  also, 
that  we  can  not  place  much  reliance  on  the 
toxic  or  general  group  of  symptoms  alone ; 
and  further,  that  some  of  the  reflex  group 
is  nearly  always  detectable  if  the  lung  par 
enchyma  is  involved,  particularly  those  on 
the  part  of  the  larynx,  the  increased  ten- 
sion of  the  muscles  of  the  shoulder  girdle 
and  lessened  motion  of  the  hemithorax  in 
which  the  active  disease  is  present.  Fre- 
quent colds  may  be  present  when  the  hilum 
glands  are  enlarged  and  unhealed;  pleurisy 
and  blood-spitting  may  be  occasionally  pres- 
ent; but  bacillary  sputum  is  rarely  found. 
The  diagnosis,  as  a rule,  must  be  based  up- 
on a combination  of  symptoms  belonging 
to  Group  I and  some  of  either  Group  II 
or  III. 

TUBERCULOSIS  AND  CONDITIONS  WHICH 
FOLLOW  ACUTE  RESPIRATORY 
INFECTION 

During  the  last  few  years  a group  of 
cases  following  acute  respiratory  diseases 
has  appeared  in  the  chest  clinic,  which  have 
been  very  hard  to  differentiate  from  pul- 
monary tuberculosis.  The  difficulty  has 
been  exaggerated  because  reactivation  of  tu- 
berculosis often  follows  these  acute  infec- 
tions. Patients  suffering  from  both  condi- 
tions quite  often  show  a slight  rise  in  tem- 
perature, a persistent  cough,  more  or  less 
depression  of  their  general  strength,  and, 
at  times,  recurrent  attacks  in  which  there 
is  an  increase  in  cough  and  temperature  and 
expectoration,  the  latter  sometimes  contain- 
ing blood.  It  is  very  difficult  to  determine 
in  such  instances  whether  we  are  dealing 
with  tuberculosis  or  postinfluenzal  infec- 
tions. 

In  such  cases  we  can  not  rely  so  much  on 
clinical  history,  because  of  the  fact  that  a 
tuberculous  infection  may  be  reactivated  by 
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an  acute  respiratory  infection.  Nor  can  we 
rely  on  the  toxic  group  of  symptoms,  be- 
cause they  may  be  identical  in  both  instanc- 
es. In  the  reflex  group,  however.  I would 
like  especially  to  emphasize  the  fact  that 
the  reflexes  from  the  lung  are  not  so  gen- 
eral in  the  acute  respiratory  infections, 
where  the  lesion  is  more  definitelv  confined 
to  the  bronchi,  as  they  are  in  pulmonary  tu- 
berculosis, where  we  have  parenchymal  in- 
flammation. To  be  sure,  the  reflex  on  the 
part  of  the  larynx,  the  hoarseness  and  irri- 
tation and  the  tendency  to  cough,  is  present 
in  both  diseases,  but  the  reflex  in  the  mus- 
cles which  leads  to  increased  tension  of 
those  of  the  shoulder  girdle  and  a fixing  of 
the  side  rarely  is  found  in  the  non-tubercu- 
ious  diseases.  On  the  contrary,  it  is  prac- 
tically always  found  in  active  pulmonary  tu- 
berculosis, because  the  latter  produces  a 
more  widespread  parenchymal  involvement. 

Should  tubercle  bacilli  be  present,  there 
should  be  no  difficulty  in  making  the  diag- 
nosis. In  order  to  avoid  wrong  infoivnation, 
however,  the  sputum  in  these  doubtful  cases 
should  be  collected  for  twenty-four,  forty- 
eight,  or  even  seventy-two  hours,  and  be 
examined  by  some  of  the  methods  which 
require  concentration  of  the  bacilli. 

On  physical  examination  of  these  two 
types  of  infection,  there  is  usually  some 
difference  in  the  rales  that  are  present,  and 
yet  this  can  not  always  be  relied  upon,  be- 
cause we  may  find  both  conditions  present 
without  rales,  and,  further,  we  may  find  no 
other  readily  detectable  changes  by  the 
stethoscope.  The  x-ray  may  or  may  not 
show  a difference  in  shadows.  However,  if, 
upon  the  injection  of  tuberculin,  rales  should 
be  detected  by  the  stethoscope,  or  shadows 
indicative  of  a focal  allergic  reaction  should 
appear  on  the  plate,  then  our  diagnosis  of 
tuberculosis  is  definite. 

These  pulmonary  conditions  are  among 
our  most  difficult  to  differentiate,  but,  with 
careful  observation  and  not  too  great  hur- 
ry, an  exact  diagnosis  may  usually  be  made. 
It  seems  to  me  that  the  clearest  conception 
of  tuberculosis  is  obtained  by  analyzing  the 
cause  of  the  signs  and  symptoms  which  are 
found  on  examination.  The  analysis  of 
symptoms  is  also  of  the  greatest  aid  in  dif- 
ferential diagnosis.  The  constancy  of  the 
reflex  muscle  tension  in  the  presence  of  pul- 
monary tuberculosis  commends  it  as  one  of 
our  most  dependable  symptoms,  and,  when 
we  consider  it  along  with  symptoms  belong 
ing  to  the  other  groups,  we  have  a very  de- 
pendable basis  for  diagnosis,  even  in  these 
borderline  cases. 
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TUBERCULOSIS  CLINIC 

DR.  F.  M.  POTTENGER, 

Monrovia,  Calif. 

Hotel  Dieu,  El  Paso,  Nov.  3,  1927. 

(As  a part  of  the  program  of  the  Clinical  Con- 
gress of  the  Medical  and  Surgical  Association  of  the 
Southwest,  El  Paso,  Nov.  2 to  5,  1927). 

The  first  two  cases  were  used  to  study 
the  significance  of  the  history  and  symp- 
toms, from  the  diagnostic  standpoint.  The 
other  four  cases  were  used  to  demonstrate 
physical  findings,  with  some  discussion  as 
to  treatment. 

CASE  I. 

Male,  age  about  35  years.  Never  sick  until  about 
the  age  of  13;  then  developed  cough  with  profuse 
expecioration.  Though;  at  he  time  to  be  tubercu- 
losis, though  sputum  was  negative.  Chills  and 
fever  from  the  age  of  13  on;  lived  in  a malarial 
country.  At  the  age  of  17,  he  had  what  the  doctors 
thought  was  abscess  of  lung.  He  had  pain  in  the 
right  lung  which  came  on  suddenly;  in  about  a 
week  the  abscess  burst  with  lots  of  sputum.  He  had 
fever  for  quite  a while  and  lost  some  weight.  He 
would  cough  up  purulent  mucus,  then  white  foam. 
Finally  this  disappeared.  He  had  typhoid  fever 
at  the  age  of  19.  He  had  lobar  pneumonia  at  22, 
and  a second  attack  of  pneumonia  at  30.  Was  sick 
only  a week  or  ten  days.  Has  neveir  been  well  since 
last  attack.  When  he  works  hard  he  develops  fever. 
He  is  now  ten  pounds  below  normal  weight.  Has 
periodic  spells  of  temperature  with  increased  sput- 
um, which  is  negative  for  tubercle  bacilli. 

This  case  is  very  interesting.  The  patient 
says  he  has  coughed  since  childhood  and 
thinks  he  inhaled  a piece  of  grass  when 
about  twelve  years  of  age.  I am  quite  sure 
from  his  history  that  he  is  mistaken  about 
this,  because  he  would  have  had  trouble  im- 
mediately or  within  a very  short  time,  and 
he  did  not  cough  until  about  a year  later. 
He  states  that  there  was  considerable  odor 
to  the  sputum  at  the  time  of  the  lung  ab- 
scess. Apparently  the  abscess  discharged 
and  healed,  and  is  not  the  cause  of  his  pres- 
ent symptoms.  He  states  that  if  he  stays 
in  bed  for  a week  his  fever  will  be  gone ; 
then  he  can  go  back  to  work  for  two  or 
three  days  and  he  has  fever  again.  His 
cough  is  undoubtedly  of  the  bronchiectatic 
type;  it  began  about  the  age  of  thirteen, 
apparently  starting  with  an  acute  cold  or 
an  acute  infection.  A cough  which  persists 
for  that  length  of  time  is  nearly  always 
bronchiectatic.  One  cannot  say  that  this 
condition  may  not  become  tuberculous,  but 
I would  say  that  it  is,  primarily,  a non-tu- 
berculous  process.  You  can  nearly  always 
diagnose  bronchiectasis  by  studying  the 
history.  It  is  apt  to  start  from  whooping 
cough,  pneumonia  or  influenza — pneumonia 
or  whooping  cough  particularly — with  the 
cough  persisting  over  a long  period  of  time. 

Ques.  How  do  you  treat  bronchiectasis? 

Ans.  It  is  a most  difficult  thing  to  treat. 
A case  of  this  type  I treat  much  the  same 


as  tuberculosis.  Emptying  the  bronchi  twice 
daily  is  of  the  utmost  importance,  using  a 
tilted  table  or  the  edge  of  the  bed.  By  keep- 
ing the  bronchi  well  emptied  you  take  away 
a good  deal  of  the  tendency  for  the  bron- 
chiectatic condition  to  increase.  I give  these 
patients  iodine  over  long  periods  of  time. 

Ques.  How  about  compression? 

Ans.  It  is  not  much  good.  This  is  not  the 
type  for  compression.  When  such  a condi- 
tion is  distinctly  one-sided,  it  can  be  oper- 
ated upon,  and  chest  surgery  has  been  fair- 
ly successful  in  some  of  these  cases.  Gra- 
ham has  devised  a technic  in  which  he 
makes  a window  posteriorly,  brings  the  vis- 
ceral pleura  up  and  lets  it  become  adherent; 
then  he  goes  in  and  cauterizes  out  the  dis- 
eased area.  He  has  been  fairly  successful, 
but  if  the  condition  is  double  you  cannot 
carry  that  out.  These  patients  ought  to  be 
given  a trial  on  intensive  treatment,  by 
emptying  the  bronchi  twice  daily,  improve- 
ment of  the  general  condition  and  building 
up  their  resistance  so  they  do  not  take  cold. 
Vaccine  will  help  in  many  cases,  but  we 
must  give  the  vaccine  over  long  periods  of 
time.  I prefer  autogenous  vaccine.  The  in- 
jection of  lipiodol  has  resulted  in  a good 
deal  of  disappointment,  but  a few  cases  have 
been  helped  very  materially,  so  that  it 
should  be  tried.  Iodine  in  some  form  over 
long  periods  of  time  I think  is  the  best  rem- 
edy. 

CASE  II. 

Male,  age  about  35.  Had  pneumonia  in  November, 
1918,  and  was  in  bed  until  January  first,  with  tem- 
perature and  cough  all  the  time,  but  very  little 
sputum.  Normal  weight  was  144;  wpight  in  February 
after  getting  up  was  118.  Doctor  said  he  had  ab- 
scess of  the  lung.  Reached  normal  weight  in  three 
months;  went  back  to  work  and  went  to  pieces,  los 
ing  weight  and  coughing  a great  deal.  Went  to  rail- 
road hospital  where  they  said  he  had  tuberculosis. 
He  came  west.  Was  running  temperature  to  99.2, 
with  quite  a bit  of  sputum.  Sputum  was  not  ex- 
amined until  he  came  west,  when  tubercle  bacilli 
were  found.  Has  had  hemorrhages  of  three  or  four 
ounces.  Not  much  pleurisy.  At  the  present  time 
he  has  a little  fever,  possibly  to  98.8  if  he  stays  in 
bed.  If  he  exercises,  pulse  and  temperature  go  up. 
Appetite  is  good. 

It  seems  strange  to  me  that  so  many  tu- 
berculous patients  come  under  my  observa- 
tion with  the  statement  that  they  have  nev- 
er had  sputum  examined.  I think  the  doc- 
tors in  the  east  are  not  quite  so  keen  on 
this  as  the  doctors  in  the  west.  A slow  re- 
covery from  pneumonia  or  influenza  always 
makes  us  suspicious  of  tuberculosis.  Lung 
abscess  behaves  in  a different  way,  as  in 
Case  I.  This  finding  of  tuberculosis  follow- 
ing pneumonia  or  a similar  infection,  can 
only  be  explained  on  the  ground  that  the 
tubercle  bacilli  are  dormant  in  these  lungs, 
and  are  stirred  up  by  such  an  infection  as 
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influenza  or  pneumonia  when  the  patient’s 
resistance  is  lowered.  When  these  acute  in- 
fections come  on,  the  immunity  mechanism 
is  interfered  with  for  the  time  being,  and 
the  conditions  are  the  same  as  they  are 
when  the  bacilli  are  sowed  on  virgin  soil, — 
ripe  for  the  spreading  of  the  disease.  In 
this  case,  the  history  of  pneumonia,  then  a 
slow  recovery,  and  a residual  condition 
which  does  not  clear,  points  to  a tubercu- 
lous process.  The  positive  sputum,  finally, 
definitely  proved  the  diagnosis. 

This  patient’s  temperature  is  normal 
when  he  stays  in  bed ; when  he  exercises, 
the  pulse  and  temperature  go  up.  One  of 
the  big  problems  in  dealing  with  such  cases 
is  how  to  get  them  out  of  invalidism.  Such 
patients  need  to  be  guided  very  carefully, 
and  sometimes  I disregard  the  general  rule 
and  put  them  on  exercise.  We  hear  the  sur- 
geons talk  about  technic,  but  there  is  just 
as  much  technic  required  in  medicine  as  in 
surgery,  but  we  do  not  seem  to  realize  it. 
I do  not  tell  such  patients  to  go  and  walk 
so  many  minutes ; I like  the  idea  of  dis- 
tance, rather  than  time,  as  it  is  more  ac- 
curate. If  the  patient  has  been  an  invalid 
for  a long  time,  he  cannot  go  from  bed 
right  back  to  work,  or  from  no  exercise  at 
all  to  any  kind  of  work.  I start  getting  him 
up,  say  ten  minutes  a day;  if  everything 
goes  right  this  is  increased  very  gradually, 
until  he  is  sitting  up  three  hours  a day. 
Then  let  him  play  around  a few  days  before 
starting  him  walking.  The  first  day  he 
walks,  he  will  go  perhaps  a hundred  feet, 
and  the  distance  is  gradually  increased.  Do 
not  let  him  overdo  or  he  will  fail;  if  he 
will  keep  within  bounds  he  will  succeed. 
If  they  will  build  up  and  get  exercise  slow- 
ly, they  will  eventually  come  out  all  right. 

Contrary  to  general  belief,  tuberculosis 
does  not  always  begin  in  the  apices.  It  can 
be  in  any  part  of  the  lung;  very  often  I 
find  it  in  the  second  interspace  and  have 
seen  a great  manv  cases  of  tuberculosis  in 
the  lower  lobes.  These  patients  have  their 
own  x-rays  on  the  outside  of  their  chests, 
if  the  doctor  knows  how  to  interpret  them. 
In  this  Case  II,  you  would  know  that  he 
has  tuberculosis  and  that  he  has  had  the 
disease  for  many  years,  because  of  the 
amount  of  muscle  degeneration,  while  Case 
I does  not  have  degeneration,  though  his 
disease  is  of  longer  standing,  and  you  would 
say  that  he  is  probably  non-tuberculous. 

CASE  III. 

Female,  age  about  25.  Always  in  good  health  un- 
til August,  1926.  Started  with  bad  cold  in  throat, 
then  in  the  head.  Took  treatment  from  nose  and 
throat  specialist.  Was'  running  a high  temperature, 
but  kept  on  working.  Had  no  loss  of  weight,  did  not 
feel  normal,  did  not  sleep  well,  was  nervous  and 


general  health  declined.  Cold  persisted  until  about 
first  of  December,  when  she  had  a hemorrhage.  Fol- 
lowing this,  cough  continued,  and  sputum  was  posi- 
tive for  tubercle  bacilli.  Continued  work  until  De- 
cember 18th,  when  she  went  to  bed. 

This  brief  history  illustrates  the  type  of 
case  in  which  the  early  symptoms  were  pre- 
dominantly general  and  toxic.  With  few  or 
no  local  signs,  she  had  the  general  symp- 
toms of  toxemia,  loss  of  strength,  nervous- 
ness and  general  decline.  The  hemorrhage 
finally  pointed  the  way  to  correct  diagnosis. 

In  the  observation  of  this  patient,  we  re- 
call that  she  is  now  above  her  normai 
weight,  but  although  she  has  filled  out 
quite  well,  there  is  still  muscle  degeneration 
on  both  sides.  There  is  lessened  motion  of 
the  left  base  as  compared  with  the  right. 
This  is  due  to  a reflex  which  comes  from 
the  upper  five  or  six  thoracic  nerves  along 
with  the  phrenic.  If  you  have  inflamma- 
tion here,  whether  at  the  top  or  the  bottom- 
impulses  go  back  to  the  cord,  and  in  the 
cord  are  distributed  to  the  phrenic  nerve 
that  passes  to  the  crura  of  the  diaphragm 
in  the  costal  portion.  This  stimulation  caus- 
es contraction  of  the  diaphragm  and  of  the 
scaleni  and  sternomastoid  muscles  and  you 
have  fixation  above  and  below.  That  will 
come  early,  before  there  has  been  pleurisy 
or  involvement  that  will  reduce  the  elastic- 
ity of  the  lung.  That  lessened  motion  is 
one  of  the  important  things  to  determine  in 
examination  of  the  chest.  If  you  find  les- 
sened motion,  feel  the  muscle  above  and 
see  if  there  is  increased  tension.  In  testing 
muscle  tension,  be  sure  you  have  the  room 
warm,  as  a cold  room  (as  this  one  is)  will 
cause  the  muscles  to  become  tense.  While 
this  patient  has  filled  out,  we  can  see  that 
there  is  loss  of  subcutaneous  tissue  on  the 
right  side  above  the  second  rib.  There  is 
degeneration  on  the  left  side  also  and  it  ap- 
parently goes  a little  bit  lower.  As  she  is 
above  normal  weight,  it  is  easily  seen  that 
she  has  involvement  of  both  lungs.  Some  of 
these  cases  will  fill  out  entirely,  but  very 
rarely.  There  is  lessened  motion  on  the 
right  side  in  front;  that  may  be  due  to 
changes  in  the  lung  tissue  itself  rather  than 
to  reflex  at  this  time.  In  palpating  the 
muscles,  palpate  very  lightly.  In  this  case, 
the  lesions  have  not  entirely  healed,  be- 
cause there  is  still  muscle  tension;  the  mus- 
cle comes  back  against  the  finger  like  the 
string  of  a bow.  The  same  thing  is  present 
on  the  left,  though  the  right  shows  more 
degeneration.  Text  books  tell  you  that  the 
right  sided  muscles  are  larger;  that  is  not 
true  except  in  people  who  use  the  arms  a 
great  deal.  The  levator  anguli  scapulae  and 
the  rhombodei  are  nearly  always  larger  on 
the  right,  so  that  you  will  feel  a fullness  on 
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the  right  which  is  not  necessarily  abnor- 
mal. That  is  due  to  the  fact  that  these 
muscles  are  in  better  tone,  from  use  of  the 
right  arm.  In  this  patient,  there  is  some 
loss  of  tone  in  these  muscles,  probably  due 
to  degeneration. 

The  physical  examination  would  indicate 
an  old  lesion  because  of  the  degenerations 
mentioned,  and  it  is  not  yet  healed  because 
of  the  muscle  tension.  There  is  not  much 
density  in  the  lung,  although  there  is  some. 

X-ray  shows  infiltration  at  the  right  apex 
and  into  the  first  and  second  interspaces  on 
the  right,  with  rather  marked  hilus  den- 
sities. On  the  left  there  is  slig  it  degree  of 
infiltration  into  the  upper  lobe,  with  pleural 
density  over  the  apex. 

CASE  IV. 

Young  man,  age  about  30.  Always  in  good  health 
until  fall  of  1918,  when  he  had  a rather  severe  at- 
tack of  influenza,  but  thinks  he  made  a complete  re- 
covery. He  had  a severe  cold  in  1924  from  which 
he  made  slow  recovery.  In  August,  1925,  he  had  a 
severe  attack  of  left  sided  pleurisy,  with  night 
sweats,  and  suffered  a general  break-down  in  health 
from  which  he  has  not  recovered.  Developed  cough 
at  same  time  as  pleurisy  occurred.  Diagnosis  of 
tuberculosis  confirmed  by  x-ray  and  sputum.  Some 
time  ago  diagnosis  of  tuberculous  laryngitis  was 
made,  and  he  has  not  been  doing  so  well  since.  Has 
spent  some  time  in  sanitarium. 

X-ray  examination  shows  infiltration 
densities  into  the  apices,  with  a very  fine 
mottling  throughout  the  upper  lung  field  of 
each  side.  Fine  fibrous  striation  and  bead- 
ing, with  marked  fibrous  change  about  each 
lung  hilum. 

This  patient’s  having  lost  weight  makes 
some  difference  in  the  examination,  as  you 
cannot  tell  how  much  of  the  muscle  change 
is  due  to  loss  of  weight  and  how  much  to 
atrophy,  but  even  with  the  loss  of  weight 
in  mind,  we  can  see  that  there  has  been  a 
marked  degeneration  of  the  subcutaneous 
tissue.  There  is  much  difference  in  the 
breathing,  the  right  base  moving  consider- 
ably less  than  the  left.  When  you  compare 
the  physical  examination  and  the  x-ray 
findings,  do  not  try  to  make  them  agree,  be- 
cause they  will  not  do  it.  Neither  the  x- 
rav  nor  the  physical  examination  will  find 
everything.  Many  men  think  that  the 
x-ray  film,  because  it  visualizes,  will  show 
everything,  but  it  does  not.  Have  recently 
been  doing  some  interesting  work,  which 
was  original  with  me,  though  I find  that  it 
has  been  done  long  before.  The  usual  x-ray 
of  the  chest  is  taken  postero-anteriorly 
(front  to  the  film),  and  I noticed  that  the 
discrepancies  between  x-ray  findings  and 
physical  findings  were  usually  on  the  pos- 
terior part  of  the  chest.  So  I began  to  turn 


the  patients  around  and  have  them  rayed 
antero-posteriorly  (back  to  the  film).  I 
found  that  the  antero-posterior  film,  in 
those  cases  where  most  of  the  pathology 
was  in  the  back,  would  show  very  different- 
ly from  the  postero-anterior  film  on  the 
same  patient.  I found  out,  afterwards, 
that  this  fact  had  been  pointed  out  in  1910, 
when  some  investigator  took  some  tubercu- 
lous tissue,  pasted  it  on  the  chest,  and  it 
would  not  show  in  the  film,  unless  it  was 
turned  next  to  the  film.  If  we  want  ac- 
curacy, it  is  better  to  take  films  both  ways. 
In  this  patient’s  chest,  you  can  feel  a dif- 
ference in  the  resistance ; over  the  upper 
part  there  is  more  than  below.  While  the 
x-ray  does  not  indicate  particular  involve- 
ment of  the  pleura,  there  is  some  thicken- 
ing that  is  quite  characteristic.  I would 
1 ke  to  show  an  interesting  thing.  If  you 
turn  the  patient’s  head  to  one  side,  as  very 
many  men  do,  the  neck  muscles  pull  up  on 
the  first  and  second  ribs  of  the  other  side 
and  fix  them,  so  that  you  will  get  a high- 
er percussion  note  on  the  side  away  from 
which  the  head  is  turned.  That  is  what 
happens,  many  times,  when  one  doctor  finds 
dullness  at  one  apex  and  another  doctor 
finds  just  as  much  dullness  at  the  other 
apex.  There  is  only  one  correct  way  to  per- 
cuss and  that  is  to  have  the  head  directly 
forward.  The  same  thing  would  happen  be- 
hind, if  the  head  were  turned,  but  there  is 
not  the  inclination  to  turn  the  head  to  the 
side,  when  examining  behind.  (Demon 
strates  difference  in  percussion  note  with 
the  head  turned  and  with  it  directly  for- 
ward, showing  how  the  pitch  rises  as  the 
head  is  turned.) 

CASE  V. 

Female,  age  31  years.  Childhood  history  nega- 
tive until  age  of  12,  when  she  had  measles,  mumps 
and  whooping  cough;  pneumonia  at  21.  Before  she 
recovered  from  this,  she  got  inflammatory  rheuma- 
tism and  has  never  fully  regained  her  strength. 
Family  history  negative.  In  January,  1921,  small 
tumorous  mass  found  in  left  supraclavicular  region. 
She  had  recently  been  vaccinated,  and  thought  it 
was  some  infection  from  vaccination.  Grew  gradu- 
ally worse  until  March  or  April  of  the  same  year. 
Then  she  began  to  experience  a sense  of  “clutching, 
tender  to  touch.  Thought  of  goiter  and  consulted 
doctor  who  gave  local  applications  without  result. 
Nothing  more  done  until  August,  1921.  Temperature 
usually  went  up  a little  in  afternoon.  About  this 
time  more  glands  became  involved  on  both  sides  of 
neck,  with  a sense  of  pressure,  also  tenderness  to 
pressure.  In  September,  1921,  went  to  hospital  for 
x-ray  picture,  and  diagnosis  of  Hodgkin’s  disease 
was  made.  In  October,  x-ray  treatments  were  com- 
menced and  she  got  some  better.  Biopsy  was  done 
and  diagnosis  confirmed  pathologically.  All  labor- 
atory tests  negative.  Size  of  glands  decreased.  Pa- 
tient continued  x-ray  treatment  at  varying  inter- 
vals for  a period  of  four  years.  In  spring  of  1925 
she  developed  sudden  severe  pain  in  right  thigh  radi- 
ating downward,  similar  to  sciatic  neuritis;  pain 
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was  sudden  and  very  severe.  It  was  also  present  in 
small  of  back;  usually  occurred  in  the  night  and 
lasted  3 to  5 hours.  Temperature  up  very  markedly, 
and  usually  chill  before  temperature.  Attacks  ex- 
tremely irregular.  Pain  would  subside  when  she  be- 
gan to  sweat.  X-ray  treatments  have  apparently 
helped. 

If  there  is  anybody  in  the  audience  who 
knows  anvthine  about  Hodgkin’s  disease,  I 
wish  he  would  take  the  stand.  There  is 
very  little  known  about  it.  Several  years 
ago.  Yates  of  Milwaukee  discovered  a bacil- 
lus which  h°  thought  was  the  cause  ot 
Hodgkin’s  disease,  but  this  has  not  been 
general lv  accented.  There  mav  be  a much 
closer  relationship  between  Hodgkin’s  dis- 
ease and  tuberculosis  than  we  now  know. 
T^ere  is  much  about  bacteria  that  we  do 
rot  yet  know.  Contrary  to  former  belief, 
streotococc’  do  not  always  appear  in  chains. 
The  tubercle  bacillus  is  not  alwavs  a long 
rod.  Many  years  ago  ^pengler  called  atten- 
tion to  the  “splitter”  forms  of  tubercle  bac- 
illi, and  there  is  no  doubt  that  this  bacillus 
takes  many  forms  and  sometimes  a form 
that  we  are  not  able  to  stain.  We  know 
that  the  tubercle  bacillus  goes  through  a 
process  of  growth  and  that  the  younger 
forms  are  not  as  stainable  as  the  older 
ones.  So.  there  mav  be  a closer  relation- 
ship between  Hodgkin’s  and  tuberculosis 
than  we  think. 

This  patient  has  a general  glandular  in- 
volvement. On  inquiry  we  find  that  the 
x-ray  treatments  were  180  k.  v.  for  thirty 
minutes  over  each  area,  under  which  she 
improved.  We  can  tell  very  quickly  wheth- 
er the  condition  in  her  chest  is  an  inflam- 
matory one  or  not ; if  it  is  inflammatory, 
we  will  have  reactions  in  the  muscles.  We 
find  a rather  interesting  thing  in  this  chest. 
There  is  degeneration  of  the  subcutaneous 
tissue  above  the  second  rib  in  the  left,  and 
there  mav  be  a little  on  the  right  also.  That 
would  indicate  an  inflammatory  process 
which  involves  probably  considerable  lung 
tissue.  As  you  go  over  the  chest  you  can 
outline  this  mass  that  is  shown  on  the  x-ray 
film.  It  is  not  as  dense  as  might  be 
thought ; the  glands  are  not  very  large. 
There  is  no  glandular  enlargement  of  con- 
sequence at  this  time.  The  patient  states 
that  she  feels  fine,  works  about  eight  hours 
a day  right  along;  has  no  pain  in  the  chest 
at  the  present  time.  There  is  muscle  ten- 
sion present  on  both  sides  but  not  high 
grade  like  a tuberculous  process. 

Ques.  Would  the  pleural  reaction  which 
sometimes  follows  radiation  of  the  chest 


act  upon  the  muscles  like  an  inflammatory 
process?  Ans.  No. 

Ques.  What  is  your  opinion  of  tuberculin 
therapy  ? 

Ans.  I would  use  tuberculin  on  this  case, 
on  a chance.  I have  used  tuberculin  since 
1896.  It  is  never  going  to  be  popular  be- 
cause of  the  fact  that  it  requires  that  very 
close  watch  be  kept  on  the  patient  and  adds 
greatly  to  the  burden  of  treatment.  But  it 
is  scientifically  correct  in  the  treatment  of 
tuberculosis. 

CASE  VI. 

Bov.  age  13.  Chief  complaint,  loss  of  weight  an-.I 
strength.  No  cough.  Enlargement  of  a gland  in 
right  side  of  neck.  Usual  diseases  of  childhood. 
Typhoid  fever  latter  part  of  1918.  Influenza  and 
pneumonia  in  1925;  sick  about  five  weeks.  Similar 
attacks  in  1926,  when  he  was  sick  about  four  weeks. 
After  the  typhoid  in  1918,  he  was  diagnosed  tuber- 
culous and  advised  to  go  on  a ranch  and  regain  his 
strength.  He  fell  and  broke  his  nose  latter  part  of 
1924.  Tonsils  removed  in  1923.  Teacher  told  him 
he  was  underweight. 

With  regard  to  the  height  and  weight 
charts  used  by  the  schools;  standards  are 
useful  only  in  a general  way.  How  are  you 
going  to  make  a small  boy,  who  has  a small 
father,  small  mother  and  small  grand-par- 
ents, fit  a certain  rule?  And  how  are  you 
going  to  have  a large,  rotund  person  do  the 
same  thing?  You  cannot  do  it. 

Examinat'on  of  this  boy  shows  glandular 
involvement.  The  glands  in  the  neck  have 
been  incised;  the  doctor  says  he  got  ous. 
Removal  of  one  gland  which  is  tuberculous 
does  not  do  the  patient  much  good.  I would 
have  this  boy  eat  well,  run  around  without 
his  clothes  on  and  get  plenty  of  sun  baths, 
sleep  in  the  open,  and  live  the  life  of  a nor- 
mal healthy  boy.  Let  him  go  to  school  and 
be  normal.  Keep  him  out  of  competitive 
sports  and  too  violent  exercise,  for  a time 
at  least.  Treat  these  cases  intelligently. 
There  is  no  reason  why  this  boy  should  not 
develop  normally  and  grow  into  a strong 
man.  We  know  this  tvne  of  infection  takes 
place  in  from  forty  to  sixty  per  cent  of  peo- 
ple before  they  reach  this  boy’s  acre.  We 
know  they  heal  completely  without  symp- 
toms in  about  sixty  per  cent  of  the  cases. 
We  know  in  about  forty  per  cent  they  do 
not  heal  completely  and  produce  some  slight 
symptoms,  usually  a slight  toxemia.  All 
you  need  to  do  in  this  case  is  build  up  the 
boy’s  resistance,  have  him  sleep  in  the  o 4en, 
eat  good  food,  take  cold  baths  so  he  will  re- 
sist colds,  take  sun  baths,  and  not  overlo 
during  the  period  when  there  is  suspicion 
of  this  condition.  But  DO  NOT  make  an  in- 
valid out  of  him. 
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LOCALIZATION  OF  FOREIGN  BODIES 
IN  OR  ABOUT  THE  EYE 

HARLAN  P.  MILLS,  M.  D„  and 
W.  WARNER  WATKINS,  M.  D„ 
Pathological  Laboratory,  Phoenix,  Arizona 

Read  before  the  Radiological  Society  of  North 
America,  at  Milwaukee,  Nov.  29-Dec.  4,  1926. 

Also  before  the  Maricopa  County  Medical  Society 
at  Phoenix,  Ariz. 

(Article  and  illustrations  published  in  “Radiol- 
ogy,” Marcih,  1927.  Reprinted  by  permission  of 
that  journal.) 

Whenever  an  eye  is  injured  by  a foreign 
body,  it  immediately  becomes  of  fital  import- 
ance to  determine  (1)  whether  the  globe 
was  penetrated  by  the  body  and  (2)  wheth- 
er the  foreign  body  remained  within  the 
globe  or  passed  through  it.  The  proper 
management  of  such  injuries  depends  upon 
the  early  and  accurate  determination  of 
these  points.  Sometimes  examination  with 
the  ophthalmoscope  will  give  the  necessary 
information,  but  usually  a penetrating  wound 
of  the  globe  will  so  cloud  the  transparent 
fluids  and  structures  of  the  eye  that  oph- 
thalmoscopic examination  is  not  satisfac- 
tory. Therefore,  following  the  discovery  of 
the  x-ray,  the  advantages  of  determining 
the  presence  of  a foreign  body  by  radi- 
ography, and  its  accurate  localization,  were 
quickly  recognized,  and  the  work  in  this 
field  was  one  of  the  earliest  developments 
in  clinical  radiology. 

The  first  recorded  localization  of  a for- 
eign body  in  the  eye  is  said  to  have  been 
the  one  made  by  Dr.  Francis  H.  Williams 
and  Dr.  Charles  H.  Williams,  of  Boston,  on 
June  5,  1896,  reported  by  Dr.  Charles  H. 
Williams,  in  the  Boston  Medical  and  Surgi- 
cal Journal  of  August  13,  1896,  the  x-ray 
work  being  done  at  the  Rogers  Laboratory 
of  Physics  of  the  Massachusetts  Institute 
of  Technology. 

Dr.  W.  M.  Sweet,  of  Philadelphia,  report- 
ed localization  by  his  method  in  the  Archives 
of  Ophthalmology  of  November  27,  1898. 
Dr.  Charles  F.  Bowen,  of  Columbus,  Ohio, 
also  reported  his  method  of  localization 
about  the  same  time. 

Since  the  perfection  of  localization  tech- 
nic, ophthalmologists  have  been  placed  in  a 
position  of  decided  advantage  in  handling- 
foreign  body  injuries  of  the  eye.  The  abil- 
ity to  determine  definitely  the  location  of 
the  foreign  body,  its  size,  shape  and,  within 
limits,  its  nature,  permits  the  proper  treat- 
ment of  such  injuries  to  be  given  early  and 
has  conserved  the  vision  of  many  eyes 
which  would,  otherwise,  have  been  lost. 

Among  the  writers  on  this  subject,  from 
the  radiologic  standpoint,  during  recent 
years,  may  be  mentioned  the  following: 

John  S.  Derr,  in  the  American  Journal  of 


Roentgenology,  August,  1916,  emphasized 
the  value  of  x-ray  in  determining  the  pres- 
ence of  foreign  bodies  and  the  ability  to 
recognize  very  small  foreign  bodies.  He 
described  the  old  Sweet  apparatus  and  re- 
ported sixteen  cases  of  localization. 

James  G.  Van  Zwaluwenburg,  in  the 
American  Journal  of  Roentgenology,  for 
October,  1917,  emphasized  the  necessity  of 
fixation  of  the  head  and  globe,  and  dis- 
cussed various  sources  of  error  and  their 
avoidance. 

Ancil  Martin  and  W.  W.  Watkins,  in 
Southwestern  Medicine,  for  November,  1919, 
discussed  the  value  of  radiography,  and 
the  varying  density  of  different  substances 
encountered  as  foreign  bodies,  reporting 
twelve  selected  cases. 

M.  B.  Titterington,  in  the  Journal  of  Ra- 
diology, for  January,  1920,  described  in  de- 
tail methods  with  the  Sweet-Bo  wen  local- 
izer, and  also  with  the  improved  Sweet  lo- 
calizer. Emphasis  was  laid  on  the  necessity 
for  complete  fixation  of  the  globe.  Films 
should  be  checked  against  each  other,  and  if 
there  is  a variation,  a new  set  should  be 
made. 

James  M.  Patton,  in  the  Journal  of  the 
American  Medical  Association,  Sept.  23, 
1922,  writing  on  the  “Localization  and  Ex- 
traction of  Intra-ocular  Foreign  Bodies,” 
emphasized  that  in  every  eye  injury  the 
possibility  of  intra-ocular  foreign  body 
should  be  considered.  The  eye  seems  to  tol- 
erate copper  or  brass  more  kindly  than 
other  non-magnetic  substances.  The  x-ray  is 
the  most  valuable  aid  in  diagnosing  and  lo- 
cating foreign  bodies  in  the  eye. 

The  technic  of  localization  with  the  Sweet 
localizer  has  been  described  by  several  writ- 
ers, especially  by  Titterington,  and  will  not 
be  repeated  here.  We  wish  to  emphasize, 
along  with  the  writers  mentioned,  the  ne- 
cessity for  scrupulous  exactness  in  technic. 
In  manv  cases,  however,  exact  technic  be- 
comes impossible  on  account  of  the  nature 
of  the  injury.  When  both  eyes  are  injured 
and  Dhotophobia  is  present,  it  may  be  im- 
possible to  secure  fixation  of  vision  on  the 
mirror.  Even  when  only  one  eye  is  injured, 
fixation  of  vision  with  the  good  eye  may 
not  prevent  nystagmus  or  involuntary  move- 
ment in  the  injured  eye.  When  fluid  has 
been  lost  from  the  eye,  the  cornea  may  col- 
lapse or  the  globe  shrink  so  that  the  chart- 
ed measurements  become  inaccurate  for  the 
eye  under  examination.  The  globe  may  be 
displaced  by  hemorrhage  into  the  orbit,  by 
edema  around  the  eye,  or  bony  injuries  to 
the  orbit,  so  that  the  charted  localizations 
are  uncertain. 

These  and  many  other  factors  make  lo- 
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calization  difficult  and  uncertain  in  some 
cases.  In  spite  of  these  sources  of  error, 
however,  localization  by  the  Sweet  appara- 
tus is  remarkably  accurate  and  can  usually 
be  taken  as  a reliable  guide  in  handling  for- 
eign bodies  in  or  about  the  eye.  Even  in 
those  cases  where  there  are  multiple  small 
foreign  bodies,  as  after  a blast  or  other  ex- 
plosion into  the  face,  usually  the  particles 
within  the  globe  area  can  be  selected  and 


suspected  foreign  body,  made  by  us  from 
Jan.  1,  1918,  to  July  1,  1926,  we  have  lo- 
calized foreign  bodies  within  or  about  the 
eye  in  146  patients. 

The  large  number  of  cases  giving  nega- 
tive results  illustrate  how  important  this 
examination  is  regarded  by  the  ophthalmol- 
ogists for  whom  we  work.  The  eye  special- 
ists of  Arizona  who  handle  industrial  work 
have  every  eye  injury  radiographed,  there 
being  about  three  reported  negative  as  to 
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Fig.  1.  F.  G.,  injured  Oct.  9,  1924,  examined  Oct.  30;  complained 
of  loss  of  vision  and  photophobia;  no  pain;  cornea  clear,  without 
evidence  of  wound.  Anterior  chamber  normal  in  depth;  lens  clear; 
in  the  irido-corneal  angle  of  temporal  side,  slight  bulging  of  iris 
and  inflammatory  changes;  fundus  normal.  X-ray  showed  a totally 
dense  foreign  body  2x1x114  mm.,  in  ciliary  region,  temporal  side, 
5 mm.  back  of  cornea,  6 mm.  to  temporal  side  and  in  vertical 
plane.  This  corresponded  to  the  bulging  mentioned.  On  Nov.  9, 
foreign  body  extracted  by  giant  magnet,  anterior  route;  body  be- 
came entangled  in  iris  and  iridectomy  was  done,  foreign  body  be- 
ing drawn  through  this  opening.  On  Nov.  28,  vision  was  15/70 
plus  and  eye  quiet.  On  Feb.  10,  1925,  vision  was  15/50.  Comment. 
— History  indicated  that  eye  was  struck  by  rock.  There  was  no 
visible  wound  of  entrance  when  examined  by  ophthalmologist,  yet 
there  was . a fairly  large  foreign  body,  which  proved  to  be  iron. 
Illustrates  the  necessity  for  x-ray  examination  in  every  injury  to 
the  eye. 


localized  with  respect  to  the  eye.  In  such 
cases,  the  errors  are  such  as  are  inherent 
in  the  nature  of  the  foreign  particles,  since 
tiny  particles  of  hard  dirt  or  some  kinds  or 
rock  cast  hardly  any  shadow  and  are  some- 
times not  visible  on  the  radiograph. 

In  the  analysis  of  any  large  group  of 
cases,  the  value  of  localization  soon  becomes 
apparent,  and  certain  kinds  of  injury  be- 
come impressive  by  their  recurrence.  In 
500  consecutive  examinations  of  eyes  for 


foreign  body  to  one  in  which  we  need  to 
localize.  There  is  submitted  herewith  a tab- 
ulation showing  the  interesting  features  of 
the  146  cases  upon  whom  localization  was 
necessary.  Supplementary  to  this,  we  wish 
to  outline  briefly  several  classes  of  injury 
in  which  radiography  is  especially  valuable, 
with  one  or  two  typical  illustrative  cases  in 
each  class.  Other  instances  of  each  of  these 
groups  will  be  found  in  the  tabulation. 

1.  In  some  injuries  there  is  demonstrable 
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intra-ocular  damage  but  foreign  body  is  not 
found  in  or  about  the  globe. 

Example:  Ser.  No.  108 — J.  T„  on  Oct.  25,  1925, 
was  breaking  rock  with  a hammer  when  something 
flew  into  his  left  eye.  Examination  in  afternoon  of 
same  (lay  showed  incised  wound  of  lower  lid;  also 
an  incised  wound  extending  from  the  limbus  mar- 
gin into  the  cornea  and  into  the  anterior  chamber; 
through  this  opening  the  iris  had  prolapsed.  X- 
ray  (our  No.  27.261)  showed  no  shadow  of  foreign 
body  localizing  within  the  globe  area.  Prolapsed 
iris  was  amputated,  and  recovery  was  satisfactory, 
vision  on  November  10  being  15/15  with  correction. 


no  pain;  complained  of  loss  of  vision.  Cornea  was 
clear  and  there  was  no  visible  wound  of  entrance; 
anterior  chamber  was  normal  in  depth,  with  fine 
pin-points  of  uveal  pigment  visible;  balance  of  lens 
clear.  In  the  irido-corneal  angle  of  the  temporal 
side  there  was  a slight  bulging  of  iris  and  evidence 
of  inflammatory  changes.  Fundus  was  normal. 

X-ray  showed  foreign  body  (No.  27,324)  2xlxl% 
mm,  of  total  density  .(metal)  localiznig  in  the  cil- 
iary area  of  the  temporal  side,  in  the  spot  corre- 
sponding with  the  bulging  mentioned. 

This  was  extracted  on  November  9,  by  giant 
magnet,  anterior  route.  Foreign  body  became  en- 


Fig.  2.  J.  B.,  injured  April  2,  1917.  Right  eye  became  red  and 
painful,  with  objects  blurred.  On  April  3 there  was  marked  ciliary 
injection,  with  clear  cornea  and  lens,  though  vitreous  was  filled 
with  blood  clots.  There  was  wound  of  bulbar  conjunctiva  and  un- 
derlying sclera  6 mm.  to  temporal  side  of  limbus  in  horizontal 
plane.  Application  of  magnet  gave  no  result.  X-ray  on  April  3,  by 
Dr.  W.  H.  Sargent,  showed  the  foreign  particle  posterior  to  the 
globe,  in  the  same  location  as  subsequently  found  by  us.  No  fur- 
ther attempt  at  removal.  On  July  20,  eye  was  quiet,  no  redness, 
lens  clear,  large  mass  of  floating  shreds  in  vitreous.  Vision  7/200. 
On  Oct.  25,  1921,  x-ray  showed  foreign  body,  measuring  4x2x2  mm., 
lying  posterior  to  the  globe,  28  mm.  back  of  cornea,  2 mm.  below 
horizontal  plane,  and  4 mm.  to  temporal  side  of  vertical  plane. 
Eye  was  quiet;  vision — light  perception.  Comment. — Illustrates 

value  of  localization  before  attempting  extraction.  Magnet  in  this 
case  did  no  harm,  but  in  some  cases  magnetic  pull  might  be  harm- 
ful. After  ascertaining  the  location  of  this  fragment,  it  was  plain 
that  extraction  was  not  indicated. 


2.  With  surprising  frequency,  cases  pre- 
sent in  which  very  careful  search  has  failed 
to  reveal  any  wound  of  entrance,  and  yet 
foreign  body  is  localized  in  the  globe  by  x- 
ray.  This  is  more  likely  to  happen  when  the 
injury  is  old,  but  may  occur  even  when  the 
injury  is  quite  recent. 

Example  (Fig.  1):  Ser.  No.  109— On  Oct.  9,  1924, 
while  the  patient  was  breaking  rock  with  a ham- 
mer, a foreign  body,  supposedly  rock,  struck  his 
left  eye.  When  examined  in  Phoenix  on  October 
30,  there  was  lachrvmation  and  photophobia,  but 


tangled  in  iris  and  iridectomy  was  done,  the  par- 
ticle being  drawn  through  this  opening.  On  Feb. 
10,  1925,  vision  was  15/15. 

3.  The  foreign  body  may  have  passed 
through  the  globe,  and  the  intra-ocular 
structures  be  so  disturbed  that  ophthalmo- 
scopic examination  is  of  little  value.  In 
such  cases,  localization  may  prevent  need- 
less and  sometimes  injurious  attempts  to 
find  the  body  or  remove  it. 

Example  (Fig.  2):  Ser.  No.  59 — J.  B.,  on  April  2, 
1917,  while  at  work  as  boiler-maker,  was  struck  in 
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the  right  eye  by  a piece  of  chipping.  On  April  3, 
there  was  marked  ciliary  injection,  with  clear  cor- 
nea and  lens,  though  vitreous  was  filled  with  blood 
clots.  There  was  wound  of  bulbar  conjunctiva  and 
the  underlying  sclera,  6 mm.  to  temporal  side  of 
limbus  in  horizontal  plane.  Application  of  magnet 
did  not  bring  foreign  body  into  view,  and  localiza- 
tion by  Dr.  William  H.  Sargent  showed  the  foreign 
body  to  be  posterior  to  the  globe  in  the  same  loca- 
tion subsequently  found  by  us.  No  further  attempt 
at  removal  was  made  and  on  July  20  eye  was  quiet 
and  vision.  7/200. 

On  Oct.  25,  1921,  he  was  re-examined  by  us 
(18,213),  localizing  foreign  body,  4x2x2  mm„  lying 
posterior  to  the  globe.  Eye  was  quiet  with  light 
perception.  It  is  probable  that  application  of  mag- 


4.  In  cases  of  non-magnetic  foreign 
bodies,  like  copper  or  rock,  it  is  very  essen- 
tial to  know  whether  there  are  intra-ocular 
particles,  as  the  indications  for  enucleation 
or  conservative  treatment  may  depend  on 
this  information. 

Example:  Ser.  No.  135 — C.  C.,  miner,  age  18, 
struck  a blasting  cap  with  pick  on  Dec.  22,  1925,  re- 
ceiving wound  in  right  eye.  Examined  on  Decem- 
ber 26.  Lens  opaque;  wound  in  center  of  cornea, 
with  wound  through  lens.  Minute  particles  of  cop- 
per in  depths  of  corneal  tissue. 

X-ray  (33,0/2)  showed  a foreign  body  about  2 
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Fig.  3.  O.  A.,  injured  April  28.  1921.  Large  central  corneal 
wound  in  right  eye,  with  swollen  and  floeculent  lens;  pupil  irregu- 
lar in  size;  tension  minus.  X-ray  showed  a large  foreign  body, 
5x2x3  mm.  in  size,  located  just  posterior  to  the  globe,  in  the  ver- 
tical plane,  and  just  below  the  horizontal  plane,  having  the  density 
of  heavy  metal.  Wound  of  exit  evidently  between  macular  region 
and  nerve  disc  and  may  have  injured  both.  Through  a canthotomy 
opening  into  orbit  on  temporal  side,  foreign  body  was  extracted 
with  magnet.  Patient  discharged  May  17  with  eye  quiet,  tension 
normal,  traumatic  cataract.  Light  perception  present.  Comment. 
— Accurate  localization  of  this  foreign  body  permitted  its  removal 
without  further  injury  to  the  eye. 


net  did  no  harm  in  this  case,  but  after  localization 
it  was  evident  that  removal  was  not  indicated  and 
its  attempt  would  be  futile. 

Example  (Fig.  3) : Ser.  No.  54 — O.  A.,  on  Oct.  28, 
1921,  while  using  cold  chisel  on  steel,  was  struck 
in  right  eye  by  flying  particle.  Corneal  wound  cen- 
tral and  very  large;  lens  floeculent  and  swollen; 
pupil  irregular  in  size;  tension  minus. 

X-ray  (16,616)  showed  a large  foreign  body,  5x2x2 
mm.,  located  just  posterior  to  the  globe  in  the 
vertical,  and  just  below  the  horizontal,  plane. 

This  foreign  body  having  evidently  passed  through 
the  globe,  a canthotomy  opening  was  made  in  the 
temporal  margin  of  the  orbit  and  foreign  body 
pulled  through  this  with  magnet.  Patient  was  dis- 
charged on  May  17,  with  eye  quiet,  traumatic  cat- 
aract, but  with  light  perception. 


mm.  square  in  the  vitreous  chamber;  particle  was 
too  dense  for  rock  and  was  probably  copper. 

Eye  continued  to  be  inflamed  and,  with  knowl- 
edge that  it  contained  copper,  enucleation  was 
done  on  Jan.  2,  1926.  An  irregular  piece  of  copper 
was  found  in  the  vitreous  surrounded  by  a green- 
stained  focus  of  pus. 

5.  Where  multiple  foreign  bodies  have 
been  blown  into  or  about  the  eye,  as  after  a 
blast,  the  treatment  is  usually  guided  by  the 
presence  or  absence  of  intra-ocular  particles 
in  one  or  both  eyes. 

Example:  Ser.  No.  81 — T.  J.,  on  July  9,  1923. 
picked  into  missed  hole  and  received  blast  in  face2 
When  seen  on  July  12  he  had  extensive  laceration 
of  each  cornea  and  numerous  foreign  bodies  in  the 
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substance  of  the  cornea.  Traumatic  cataract  in 
each  eye. 

(Note:  Left  eye  was  apparently  the  least  injured, 
but  the  presence  or  absence  of  foreign  bodies  with- 
in the  globe  would  determine  the  treatment.) 

Radiographs  of  each  eye  area  (22,922)  showed 
numerous  foreign  bodies  about  each  orbit.  Two  par- 
ticles definitely  localized  within  the  vitreous  cham- 
ber of  the  right  eye,  but  no  particles  were  local- 
ized within  the  left  globe  (5a). 

Right  eye  was  subsequently  enucleated,  chiefly 
to  avoid  sympathetic  irritation  of  the  left  eye. 
Traumatic  cataract  was  removed  from  the  left  eye. 
the  visual  impairment  ini  this  eye  being  due  to 
corneal  scars  which  limited  vision  to  the  percep- 
tion of  large  objects  nearby. 


41.  On  July  3,  1923,  while  holding  bar  for  driller, 
something  flew  into  left  eye.  When  examined  four 
days  later,  there  was  a perforating  wound  of  in- 
ferior portion  of  left  cornea,  with  prolapsed  iris, 
hemorrhage  into  anterior  chamber,  and  large  clot 
in  the  vitreous. 

X-ray  (22,896)  showed  a large  foreign  body,  4x3 
mm.,  in  the  vitreous  chamber,  above  and  to  nasal 
side  of  lens. 

In  view  of  the  location  and  size  of  the  particle, 
a new  scleral  opening  was  made,  6 mm.  posterior 
to  the  limbus  in  the  superior  nasal  quadrant,  and 
foreign  body  was  drawn  through  this  with  magnet. 
The  inflammatory  disturbance  gradually  subsided 
and  eye  became  quiet,  with  light  perception  pres- 
ent. 


Fig.  4.  C.  M.,  injured  July  3,  1923.  Examination  of  left  eye 
showed  perforating  wound  of  inferior  portion  of  left  cornea,  with 
prolapsed  iris.  Hemorrhage  into  anterior  chamber  and  pupil  dis- 
placed downward.  Large  clot  in  vitreous.  X-ray  showed  a triangu- 
lar shaped  foreign  body  4x4x3  mm.  in  vitreous  chamber,  12  mm. 
back  of  center  of  cornea,  4 mm.  above  horizontal,  and  3 mm.  to 
nasal  side  of  vertical  planes.  Density  of  heavy  metal.  Scleral 
opening  was  made  6 mm.  posterior  to  the  limbus  in  the  superior 
nasal  quadrant,  L-shaped,  and  foreign  body  extracted  by  giant 
magnet.  Inflammatory  disturbance  gradually  subsided  and  eye  be- 
came quiet  but  with  light  perception  only.  Comment. — Localiza- 
tion, by  showing  the  size,  shape,  and  location  of  this  particle, 
guided  surgeon  in  making  posterior  extraction  through  a new 
opening,  thereby  avoiding  further  intra-ocular  injury. 


6.  The  determination  of  the  exact  size, 
location,  and  shape  of  foreign  bodies  by  x- 
ray  frequently  furnishes  the  necessary  in- 
dication for  the  route  of  extraction  of  mag- 
netic foreign  bodies,  or  suggests  the  possi- 
bility of  extraction  by  forceps  of  non-mag- 
netic  bodies.  This  improvement  in  technic 
has  permitted  the  conservation  of  the  eye 
or  the  vision  in  many  instances  where,  with- 
out this  guidance,  the  eye  would  have  been 
totally  lost. 

Example  (Fig.  4):  Ser.  No.  80 — C.  M.,  miner,  age 


Example:  Ser.  No.  103 — W.  J.  M.  On  June  22, 
1924,  while  chipping  on  a brass  plug,  something 
struck  him  in  the  right  eye.  Examined  June  26; 
Derforating  wound  of  sclera  on  nasal  side  about 
1%  mm.  from  limbus.  Anterior  chamber  normal; 
lens  cloudy;  hemorrhage  into  vitreous;  fundus  not 
visible;  vision,  fingers  at  four  feet. 

X-ray  (26,240)  shows  a large  dense  foreign  body, 
measuring  9x9  mm.,  in  the  vitreous,  with  one  end 
close  to  the  inferior  temporal  scleral  wall. 

With  this  guidance,  an  incision  was  made  through 
the  sclera  over  the  end  of  the  foreign  body.  Appli- 
cation of  magnet  proved  it  to  be  non-magnetic,  and 
it  was  grasped  with  forceps  and  extracted.  It 
proved  to  be  a piece  of  brass,  measuring  9x9x2 
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mm.  Eye  quieted  down;  on  August  14  patient  was 
discharged  with  vision  of  hand  movements  at  one 
foot;  lens  and  cornea  were  clear,  the  loss  in  vision 
being  due  to  vitreous  opacities.  On  September  9, 
there  was  noticeable  improvement  in  vision. 

7.  When  foreign  bodies  change  position, 
either  unassisted,  or  after  application  of 
magnet,  it  is  frequently  very  desirable  to 
determine  this  by  re-localization 

Example  (a):  Ser.  No.  96 — P.  M.,  miner,  age  41. 
On  Jan.  30, 1924  while  working  on  cement  floor,  was 
struck  by  flying  particle  in  left  eye.  Examination 


ligament  into  the  anterior  chamber  and  extracted 
through  wound  of  entrance. 

Example  (b):  Ser.  No.  121 — Interesting,  but  of 
less  practical  importance,  is  an  instance  of  a mo- 
bile non-magnetic  foreign  body.  Patient  was  struck 
in  right  eye  March  15,  1925,  by  piece  of  rock.  First 
examining  physician  said  that  he  could  see  it  in 
the  anterior  chamber.  Ophthalmologist  could  not 
see  it,  and  x-ray  examination  (29,154)  localized  it 
in  the  posterior  chamber,  on  the  nasal  side,  it 
apparently  having  fallen  through  the  pupil  into 
the  posterior  chamber.  On  June  15,  x-ray  examina- 
tion showed  the  particle  to  be  in  the  anterior  cham- 
ber on  the  temporal  side. 


Fig.  5.  D.  S.,  aged  12,  injured  June  20,  1923.  Examination  of 
left  eye  four  days  later  showed  wound  at  upper  margin  of  cor- 
nea; lens  swollen  and  opaque;  anterior  chamber  shallow.  X-ray 
showed  two  foreign  bodies  of  about  the  same  size  and  density,  in 
the  vitreous  chamber,  13  and  15  mm.  back  of  cornea,  8 mm.  below 
horizontal  and  4 mm.  to  nasal  side  of  vertical  plane.  They  were 
of  the  density  of  heavy  metal  and  lay  close  together  without  vis- 
ible union  between  them.  The  two  particles  were  extracted  by  the 
posterior  route,  through  a new  scleral  opening;  they  came  togeth- 
er, but  dropped  apart  when  magnet’s  attraction  was  removed. 
Comment. — Two  magnetic  foreign  bodies  in  the  same  eye  is  an 
unusual  finding,  but  is  another  illustration  of  the  necessity  for 
x-ray  localization.  The  indications  for  extraction  by  the  posterior 
route  were  also  furnished  by  the  x-ray  findings. 


showed  a linear  wound  in  nasal  limbus,  2 mm.  in 
length.  Eye  was  irritable,  lens  opaque  and  photo- 
phobia present. 

X-ray  (24,616)  showed  a foreign  body  2x1  mm., 
in  the  vitreous  chamber  against  the  posterior  scleral 
wall.  Density  was  that  of  metal. 

Magnet  was  applied  on  February  1,  which  pro 
duced  pain;  foreign  body  did  not  appear  in  the 
anterior  chamber,  so  that  it  became  desirable  to 
know  whether  it  was  dislodged.  Re-examination 
showed  the  foreign  body  had  been  drawn  directly 
forward  and  was  now  at  the  lower  internal  angle 
of  lens.  It  was  then  pulled  through  the  suspensory 


Being  a small  foreign  body  and  non-magnetic, 
and  the  eye  being  quiet  with  good  vision,  no  at- 
tempt at  extraction  was  made. 

8.  It  is  frequently  possible  to  give  a 
fairly  reliable  opinion  as  to  whether  a for- 
eign body  is  metal  or  rock.  For  example,  in 
the  case  described  under  Example  (a), 
above,  in  which  the  patient  was  chipping  on 
cement,  from  the  density  of  particle  it  could 
almost  certainly  be  placed  in  the  class  of 
heavy  metals. 
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9.  Cases  of  more  than  one  magnetic  for- 
eign body  are  encountered.  It  is  possible 
to  extract  one  of  these  and  leave  others,  if 
localization  is  not  used. 

Example  (a):  Ser.  No.  132— M.  I.,  was  struck  in 
right  eye  by  piece  of  flying  steel  on  Sept.  27,  1925. 
One  piece  of  steel  was  removed  by  physician  in 
Nacozari,  Mexico.  Examination  in  Phoenix  on  Oct. 
23,  1925  (No.  32,044)  showed  a small  particle  in  the 
anterior  portion  of  lens;  this  was  removed  by 
giant  magnet. 

Example  (b)  (Fig.  5):  Ser.  No.  79 — D.  S.,  on 


tional  trauma,  when  the  size,  shape,  and 
best  route  for  extraction  are  indicated  by 
x-ray. 

Example  (Fig.  6);  Ser.  No.  16 — Patient  was 
struck  in  right  eye  by  piece  from  head  of  bolt  on 
March  17,  1919.  Cornea,  lens,  and  anterior  chamber 
not  injured.  Injury  to  floor  of  vitreous.  X-ray  ex- 
amination (No.  S.751)  showed  very  large,  thin  for- 
eign body,  more  than  half  an  inch  long  and  quarter 
of  an  inch  wide,  shown  projecting  into  the  floor 
of  the  vitreous.  By  pulling  directly  back  with  the 
magnet,  it  was  removed  without  additional  trauma. 
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Fig.  6.  C.  L.,  injured  in  right  eye  March  17,  1919.  Incised 
wound  of  lower  lid,  with  soft  tissues  edematous;  cornea  and  an- 
terior chamber  uninjured;  lens  clear;  fundus  clear  in  upper  por- 
tion; large  dark  mass  in  floor  of  vitreous;  vision  in  lower  field 
only.  X-ray  showed  a very  large,  thin  foreign  body  localizing  part 
way  within  the  vitreous  chamber  and  protruding  posteriorly  be- 
yond the  globe.  By  giant  magnet,  this  was  drawn  back  through 
wound  of  entrance.  On  April  7 he  was  discharged  with  eye  of 
good  appearance  and  with  vision  of  fingers  at  three  feet.  Com- 
ment.— It  is  extraordinary  to  have  so  large  a foreign  body  pene- 
trat  the  globe  and  yet  to  preserve  the  globe  after  its  removal.  It 
was  very  thin  and  its  shape  and  position,  as  shown  by  the  local- 
ization, enabled  the  surgeon  to  withdraw  it  with  the  magnet  with 
a minimum  of  trauma. 


June  20.  1923,  while  chiseling  out  a rivet,  felt  some- 
thing strike  him  in  left  eye.  There  was  a single 
wound  at  upper  margin  of  cornea,  with  lens  swol- 
len and  opaque;  anterior  chamber  shallow. 

X-ray  (22,837)  showed  two  foreign  particles, 
about  the  same  size,  one  directly  behind  the  other, 
in  the  lower  portion  of  vitreous. 

New  opening  was  made  in  the  sclera  in  the  in- 
ferior temporal  quadrant,  and  magnet  applied. 
Both  particles  came  out  together. 

10.  Extraordinarily  large  foreign  bodies 
can  frequently  be  removed  without  addi- 


and  with  preservation  of  the  globe  and  partial 
vision. 

In  summarizing  this  review  of  our  work 
with  foreign  bodies  in  the  eye,  we  would 
conclude  that  accurate  localization  of  such 
particles  is  not  only  desirable,  as  so  con- 
servatively stated  in  most  papers  on  this 
subject,  but  is  so  necessary  to  the  intelligent 
management  of  most  injuries  of  this  type 
that  the  procedure  cannot  safely  be  omitted 
in  any  foreign  body  injury  to  the  eye. 
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TABULATION  OF  FOREIGN  BODY 

LOCALIZATIONS  IN 

THE  EYE 

Ser. 

No. 

Date  and 
X-ray  No. 

History  and  Injury 

Localization 

Treatment  and  Result 

1 

1-11-18 

(5,230) 

Oper.  mch.  drill;  left 
eye  wound,  lower  cor- 
nea. 

F.  b.  4x1  mm.  in  vit- 
reous. 

Not  removed;  vision  perma- 
nently lost. 

M.  and  S. 

2 

i-3-18 

(6,251) 

Injury  month  old  from 
striking  drill  with  ham- 
mer. 

F.  b.  in  vitreous. 

Magnet  extraction  of  flake 
lxy2  mm.  in  diam.  Vision 
15/50;  will  grow  less. 

M.  and  S. 

3 

8-13-18 

(7,288) 

Chip  from  mch.  drill 
in  L.  eye;  wound  tem- 
poral limbus. 

Large  f.  b.  in  vitreous. 

Magnet  extraction;  hypo- 
pyon; enucleation. 

M.  ana  S. 

4 

10-1-18 

(7,557) 

“Dust”  fell  in  L.  eye; 
incised  wound  inf.  na- 
sal limbus. 

F.  b.  in  vit. ; density 
of  metal. 

Magnet  extraction,  ant. 
route;  iridectomy;  L.  P.  only 
account  traumatic  cataract. 

M.  and  S. 

5 

10-3-18 

(7,586) 

Hammering  pipe;  small 
perforating  wround  of 
cornea. 

F.  b.  below  and  to 
temp,  side  of  globe. 

Not  removed;  dense  lens 
opacity;  vision  6/60.  Evi- 
dently passed  through  eye. 

D.  F.  H. 

6 

10-10-18 

(7,656) 

Chiseling;  struck  L 
eye;  wound  to  nasal 
side  of  cornea. 

F.  b.  3x2  mm.  in  vit- 
reous. 

Magnet  extraction  through 
wound  of  entrance;  infec- 
tion; enucleation. 

M.  and  S. 

7 

10-11-18 

(7,697) 

Using  drill;  rock  in 
eye  9 days  before  ex- 
amination. 

F.  b.  3x2  mm.,  appar- 
ently in  the  vitreous. 

Panophthalmitis;  enucleation. 
Bodv  in  vitreous. 

D.  F.  H. 

8 

11-11-18 

(7,944) 

No  record  obtainable. 

In  vitreous  to  temp, 
side  against  scleral 
wall. 

No  record  obtainable. 

R.  R.  B. 

9 

11-23-18 

(7,998) 

Struck  on  side  of 

head;  no  recent  eye 
injury;  blind  in  R. 

eye. 

Large  f.  b.  2x5  mm. 
behind  and  below 
globe. 

No  treatment;  evidently  old 
injury  as  shown  by  intra- 
ocular changes. 

M.  and  S. 

10 

1-10-19 

(8,247) 

Hammering,  28  days 
before;  struck  in  R. 
eye;  no  def.  scar  of 
entrance. 

F.  b.  2x1x1  mm.  in  vit 
hind,  to  nasal  side  of 
lens. 

Magnet  removal  ant.  route; 
lens  opacity;  vision  15/40 
with  correction. 

M.  and  S. 

11 

1-20-19 

(8,302) 

Dyn.  cap  explosion; 
perfor.  wound  of  cor- 
nea and  lens. 

Small  f.  b.  lxl  mm. 
far  back  in  vit. 

Enucleation  4 days  after  in- 
jury; copper  found,  with  pus 
focus  surrounding. 

M.  and  S. 

12 

2-12-19 

(8,494) 

Injured  7-3-18;  drill; 
do  wound  of  globe 
seen;  vis.  now  fail- 
ing. 

F.  by  2x1x1  mm.  in  vit- 
reous, to  temp.  side. 

Magnet  removal  post,  route; 
vision  15/20  with  correction 
on  2/25. 

M.  and  S. 

13 

2-18-19 

(8.534) 

Corneal  injury  by  f.  b. 
Lateral  film  showed 
shadow  over  orbit. 

F.  b.  shown  by  locali- 
zation to  be  external 
to  globe. 

Corneal  ulcer  healed;  eye 
became  quiet.  F.  b.  not  mo- 
lested. 

M.  and  S. 

14 

2-28-19 

(8,598) 

Blasting  cap  injury  to 
both  eyes;  only  R.  has 
vision. 

F.  b.  in  R.  vit.  L.  eye 
not  exam. 

L.  eye  enucleated;  R.  eye 
has  tubular  vision;  prognosis 
uncertain  account  f.  b.  in  it. 

M.  and  S. 

15 

2-28-19 

(8,599) 

(nj.  12-9-18  by  cap  ex- 
plosion; no  visible 

wound  of  entrance. 

F.  fc.  in  vit.;  movable; 
varies  position. 

Not  removed;  eye  quieted; 
vision  15/100  when  last  seen. 

M.  and  S. 
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16 

3-19-19 

(8,751) 

Piece  from  head  of  bolt 
struck  R.  eye,  lower 
edge  of  solera. 

Large  thin  f.  b.  partly 
through  floor  of  vit- 
reous. 

Magnet  extraction;  eye  of 
good  appearance;  vision  L. 
P.  only. 

M.  and  S. 

17 

4-8-19 

(8,887) 

Piece  of  rock  in  eye  2 
mosi.  before;  no  vi- 
sion; wound  sup.-int. 
quad. 

Small  f.  b.  of  low  dens- 
ity in  vit. 

> 

Other  eye  was  irritable  and 
enucleation  was  performed; 
rock  found. 

M.  and  S. 

18 

5-5-19 

(9,302) 

Inj.  3-3-19;  drilling;  R. 
eye  inj.  Eye  painful 
and  no  vision  on  5-5- 
19. 

F.  b.  (rock?)  in  temp, 
side  of  eye;  none  with- 
in eye. 

By  June  30,  eye  was  quiet 
but  cornea  was  cloudy  and 
little  vision;  old  injury. 

M.  and  S. 

19 

6-12-19 

(9,469) 

Old  inj.  (in  1917);  re- 
cent injury  left  no  vis- 
ible signs  in  eye. 

Very  small  f.  b.  in  vit- 
reous. 

Intra-ocular  evidence  of  old 
injury;  f.  b.  not  molested; 
of  medico-legal  interest. 

M.  and  S. 

20 

6-13-19 

(9,485) 

Inj.  2 yrs.  before  while 
idgging;  corneal  scar, 
intra-ocular  changes. 

F.  b.  2y2xl  mm.  to 
nasal  side  of  eye. 

Magnet  applied;  no  impulse. 
F.  b.  not  recovered;  vision 
4/200. 

M.  and  S. 

21 

6-23-19 

(9,554) 

Steel  in  R.  eye;  wound 
at  upper  temp,  limbus; 
lens  cloudy. 

F.  b.  7xlxt4  mm.  in  R. 
vitreous. 

Magnet  removed  by  ant. 
route;  hemorrhage;  no  vi- 
sion; enucleation  advised. 

M.  and  S. 

22 

7-4-19 

(9,647) 

Dyn.  cap  explosion; 
lens  opacities;  fundus 
normal. 

Two  small  particles  in 
right  vitreous. 

F.  b.  not  removed. 

Vision  20/50. 

J.  J.  M. 

23 

8-15-19 

(9,908) 

Flying  steel  in  R.  eye; 
wound  through  cornea; 
lens  cloudy. 

F.  b.  3x2x2  mm.  just 
behind  lens  in  vitreous. 

Magnet  removal ; infection 
followed  and  eye  was  enucle- 
ated. 

M.  and  S. 

24 

9-3-19 

(9,999) 

Hammering  board;  f. 
b.  in  L.  eye;  small 
wound  at  temp,  lim- 
bus; lens  cl. 

F.  b.  3x2x1  mm.  in  vit- 
reous. far  back. 

Extracted  by  magnet,  ant. 
route;  later  became  irritable 
and  was  enucleated. 

M.  and  S. 

25 

9-22-19 

(10,148) 

Scleral  wound;  lens 
and  cornea  clear. 

4x4x3  mm.  f.  b.  in  vit- 
reous. 

Magnet  extract,  through 
wound  of  entrance;  much  in- 
tra-ocular injury;  L.  P.  only. 

M.  and  S. 

26 

9-25-19 

(10,197) 

Explosion. 

F.  bs.  about  each  eye; 
2 localize  inside  .R 
globe. 

Enucleation  of  R.  eye. 

E.  C.  B. 

27 

9-27-19 

(10,200) 

Blast;  extensive  injury 
to  both  eyes. 

F.  bs.  in  each  eye. 

Eyes  destroyed;  no  sight. 

M.  and  S. 

28 

10-13-19 

(10,337) 

Cap  explosion;  incised 
wound  across  cornea; 
lens  extruded. 

F.  b.  2x1  mm.,  prob- 
ably copper,  in  vit- 
reous. 

Enucleated;  copper  found  as 
localized,  in  pus  focus  in  vit- 
reous. 

M.  and  S. 

29 

10-17-19 

(10,375) 

Shot  in  face;  no  vis- 
ible wound  of  globe; 
blood  in  vitreous. 

1 

Shot  size  f.  b.  behind 
globe  near  optic  nerve. 

Shot  not  molested;  no  L.  P. 
Probably  injury  to  nerve. 

M.  and  S. 

30 

11-14-19 

(10,638) 

Cap  explosion;  large 
wound  in  temp,  side  of 
cornea;  f.  bs.  seen  in 
ant.  chamber. 

No  definite  shadow  of 
f.  b.  shown  by  x-ray. 

Infection;  enucleation;  f.  b. 
found  in  ant.  chamber  as 
noted;  not  shown  by  x-ray. 

M.  and  S. 
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31 

11-28-19 

(10,742) 

Rock  fell  in  eye;  f.  b. 
buried  in  cornea. 

Shown  on  dental  film 
beside  eye. 

li  i 

Non-magnetic;  not  removed, 
iridectomy  for  old  iritis. 

M.  and  S. 

32 

12-23-19 

(11,011) 

L.  eye  struck;  wound 
in  sclera  7 mm.  from 
temp,  limbus 

F.  b.  4x3x3  mm.  in 
vitreous. 

Magnet  removal  through 
wound  of  entrance;  mo.  later 
no  vision,  detached  retina; 
enucleation  rec. 

33 

1-5-20 

(11,123) 

Hammering;  struck  in 
R.  eye;  no  wound  of 
globe. 

F.  b.  below  and  in 
front  of  globe. 

Could  be  felt  in  margin  of 
orbit;  not  molested. 

M.  and  S. 

34 

1-6-20 

(11,138) 

Wound  in  R.  eye  re- 
gion by  bird  shot. 

Shot  localized  in  or- 
bit, near  but  not  in  the 
globe. 

Not  removed,  as  vision  was 
not  affected. 

V.  M. 

35 

1-9-20 

(11,167) 

Hammering  on  metal 
(1918);  struck  in  eye; 
scotoma  and  vit.  opac- 
ities. 

Small  f.  b.  not  def.  lo- 
calized in  globe. 

No  treatment  recorded;  not 
seen  afterwards. 

M.  and  S. 

36 

1-19-20 

(11,672) 

Blasted  1-1-20;  ext.  inj. 
to  L.  eye. 

No  f.  b.  localized  in 
globe;  one  to  temp, 
side. 

Vision  15/200;  R.  eye  15/15. 
No  surgical  treatment,  unless 
eye  becomes  irritable. 

M.  and  S. 

37 

2-20-20 

(11,676) 

Picking  in  rock;  L. 
eye  struck;  claims  no 
prior  injury;  no 
wound. 

Small  f.  b.  (rock?)  in 
lower  part  of  vitreous. 

Old  intra-ocular  changes;  in- 
jury positvely  not  of  recent 
occurrence. 

M. and  S. 

38 

3-22-20 

(12,058) 

6 yrs.  L.  eye  injury;  2 
yrs.  before,  when  ham- 
mering in  steel. 

F.  b.  in  scleral  wall  of 
temp,  side;  5x3  mm. 

Removed  with  giant  magnet; 
no  visual  disturbance. 

M. and  S. 

39 

4-8-20 

(12,306) 

(12,350) 

2 mos.  ago  had  f.  b.  in 
R.  eye  while  grinding 
on  emery  wheel. 

F.  b.  in  ant.  chamber; 
movable;  two  loca- 
tions. 

Removed  by  magnet,  ant. 
route;  lens  was  cloudy  and 
was  later  extracted. 

M. and  S. 

40 

4-20-20 

(12,481) 

F.  b.  in  R.  eye  14  yrs. 
before;  spots  in  front 
of  eyes  now. 

Very  small  f.  b.  shown 
in  globe;  not  definitely 
localized. 

Spots  not  due  to  f.  b.  Vision 
normal.  F.  b.  doing  no  harm 
and  not  molested. 

M. and  S. 

41 

5-29-20 

(12,932) 

Steel  in  R.  eye  2 wks.; 
scleral  wound  on  nasal 
side. 

F.  b.  post,  to  globe  in 
midline  of  orbit. 

Not  molested;  vision  lost  ac- 
count vitreous  hemorrhage; 
F.  b.  went  through  globe. 

M.  and  S. 

42 

6-1-20 

(12,962) 

Dyn.  cap ; extensive 
injury  to  each  eye. 

F.  b.  found  in  each 
globe. 

F.  bs.  not  removed;  left  eye 
total  loss;  L.  P.  in  right. 

M. and  S. 

43 

6-9-20 

(13,068) 

Blasted  in  face;  ext. 
injury  to  each  eye. 

One  f.  b.  located  in  R. 
eye;  none  in  left. 

Corneal  f.  bs.  removed  and 
traumatic  cataracts  operated 
on;  L.  P.  only  account  cor- 
neal opac. 

M.  and  S. 

44 

M.  and  S. 

7-31-20 

(13,625) 

F.  b.  injury  to  each 
eye;  cap  explosion 
(?);  R.  eye  injured 
more. 

2 f.  b.  in  R.  vit.;  1 f.  b. 
against  L.  sclera. 

R.  eye  enucleated  8-5-20.  F. 
b.  in  L.  sclera  not  molested. 
No  eye  disturbance  up  to 
8/10. 

45 

M.  and  S. 

10-7-20 

(14,219) 

Explosion;  piece  of 
rock  seen  in  lens; 
more  f.  bs.  in  each  cor- 
nea. 

Particles  not  »>own  by 
x-ray. 

L.  P.  only  in  R.  eye;  corneal 
particles  removed;  enuclea- 
tion of  R.  eye  advised. 
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46 

M. and  S. 

10-9-20 

(14,249) 

Dyn.  explosion  6/10, 
linear  soar  across  cor- 
nea of  L.  eye;  mucli 
.ntra-ocular  damage. 

Many  f.  bs.  about  eye; 
none  localized  in  globe. 

R.  eye  had  been  removed;  L. 
eye  had  L.  P.  only  and  was 
irritable;  probably  small  f. 
b.  particles  in  globe. 

47 

M.  and  S. 

10-22-20 

(14,429) 

R.  eye  struck  by  steel 
which  was  buried  deep 
in  cornea. 

Localization  indicated 
ant.  chbr.  (error  of  1 
mm.). 

Removed  by  giant  magnet. 
No  visual  disturbance.  Error 
due  to  edema  of  conjunctiva. 

48 

M.  and  S. 

12-11-20 

(14,982) 

4 wTks.  before,  hammer- 
ing on  steel;  L.  eye 
injured;  corneal  scar.- 

Small  dense  f.  b.  be- 
hind center  of  cornea 
in  vit. 

Magnet  extraction  through 
inf.  temp,  opening  in  sclera; 
steel  2 mm.  diam.  Eye  quiet; 
L.  p.  on  12-5-21,  with  cataract. 

49 

M.  an  d S. 

12-21-20 

(15,062) 

2 mos.  old  injury  to  L. 
eye;  scar  ext.  limbus; 
lens  opaque. 

Small  f.  b.  lying 
against  post,  border  of 
lens. 

Magnet  extraction,  ant.  route; 
cataract  left;  eye  quiet. 

50 

M.  and  S. 

■ i: 

12-22-20 

(15,278) 

12-11-23 

(24,077) 

Inj.  4 years  before; 
rock  (?)  in  R.  eye; 
lens  opaque;  L.  P. 
only;  2 exams.,  both 
same. 

Each  localization 
shows  double  shadow 
in  vit.;  has  density  of 
rock. 

No  treatment  first  exam.  At 
second,  magnet  applied  but 
no  impulse;  not  disturbed 
further. 

51 

M. and  S. 

1 

I 

1 

1-11-21 

(15,058) 

Blasted  12/23;  many 
corneal  f.  bs.;  both 
lenses  clear. 

Locates  f.  b.  in  each 
vitreous,  besides  cor- 
neal. 

Many  superficial  corneal  bod- 
ies removed;  deep  corneal 
bodies  left  1/28,  vision  R. 
15/20;  L.  5/50;  localization 
considered  error. 

52 

M.  and  S. 

1 

1-14-21 

(15,320) 

Struck  in  R.  eye  by 
stick;  corneal  wound; 
lens  opaque;  vision  nil. 

Dense  f.  b.  below  and 
to  nasal  side  of  eye. 

Has  been  mechanic;  does  not 
recall  any  accident  to  explain 
steel  f.  b.  Not  removed. 

1 

53 

M.  and  S. 

1-22-21 

(15,478) 

Rock  in  L.  eye  in  1919; 
eye  quiet;  lens  doudy. 
Sept.,  1920,  struck  in 
R.  eye  with  rock. 

F.  b„  of  low  density,  1 
mm.  diam.  in  vitreous 
R.  eye. 

R.  eye  being  best  eye,  noth- 
ing was  done  8x20x22,  eye 
becoming  irritable  and  L. 
cataract  wras  extracted. 

54 

M. and  S. 

5-2-21 

(16,616) 

R.  eye  struck  by  par- 
ticle from  cold  chisel; 
large  wound  cornea. 

F.  b.  5x2x2  mm.  in  or- 
bit posterior  to  globe. 

Removed  through  canthotom 
opening  by  magnet,  without 
disturbing  eye.  Eye  pre- 
served with  L.  P. 

55 

M. and  S. 

6-15-21  .. 

(17,012) 

Blasted;  many  f.  bs.  in 
each  cornea. 

F.  bs.  in  contact  with 
globe. 

Corneal  f.  bs.  removed;  vi- 
sion good  on  R.;  2/200  on  L. 

5? 

F.  L.  R. 

1 , 

8-10-21 

(17,393) 

Working  on  car; 
wound  over  R.  pupil: 
lens  injury. 

F.  b.  localized  in  vit- 
reous. 

Advised  extraction  with  mag- 
net; refused;  patient  not  seen 
since. 

D.  F.  H. 

57 

M.  an  d S. 

8-16-21 

(17,416) 

Steel  in  L.  eye  1908; 
one  mo.  particle  in  cor- 
nea removed. 

F.  b.  2x1  mm.  in  ciliary 
area  lower  edge. 

Claims  disability  from  recent 
slight  injury;  eye  changes 
all  old;  not  removed. 

58 

M.  and  S. 

10-17-21 

(17,855) 

Blasted ; many  corneal 
f.  bs.  Perforation  in 
center  of  L.  cornea. 

One  f.  b.  in  ant.  cham- 
ber L.  eye;  none  in  R. 
globe. 

Superficial  f.  bs.  removed. 

F.  b.  not  removed  from  L. 
eve;  vision.  O.  D.,  15/20;  O. 
S',  15/50. 

59 

M. and  S. 

10-25-21 

(18,213) 

F.  b.  in  R.  eye  in  1917 
shown  post,  to  globe; 
eye  now  quiet. 

F.  b.  3x1  mm.  is  just 
behind  globe,  temp, 
side. 

Doing  no  damage;  vision 
7/200;  not  molested. 

60 

M.  and  S. 

11-26-21 

(18,219) 

Blasted  4-13-21;  bad 
injury  to  each  eye  with 
cataract. 

Multiple  f.  bs.;  one  in 
left  vitreous;  R.  side 
doubtful. 

Treated  elsewhere  until  sent 
for  operation,  for  new  pupil 
in  R.  eye.  Rock  in  each  eye. 
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61 

M. and  S. 

3-17-22 

(19,128) 

Blasted  Oct,.  1921; 

many  f.  bs.  removed 
from  cornea. 

Innacurate  on  account 
inability  to  fix  vision. 

Corneal  f.  bs.  removed;  one 
f.  b.  from  iris;  cataract  re- 
moved from  L.  eye. 

62 

J.  J.  M. 

6-16-22 

(19,817) 

Dyn.  cap  explosion ; 
perforated  iris  and 
traumatic  cataract. 

F.  b.  not  localized  in 
globe. 

Needled  cataract  7/15:  3 

mos.  later  reported  by  mail 
vision  normal. 

63 

M.  and  S. 

6-30-22 

(19,913) 

3 yrs.  before  gun  shell 
exploded  near  him;  R. 
eye  now  blind  (8  yrs.). 

Very  small  f.  b.  lo- 
calizes in  vit.  of  R. 
eye. 

Eye  quiet;  vision.  hand 
movements  only.  No  treat- 
ment. 

64 

M.  and  S. 

7-8-22 

(19,945) 

After  dancing  had  pain 
in  eye;  no  visible  in- 
jury to  eyes. 

2 f.  b..  one  localizing 
in  R.  vlt.,  far  back. 

No  record  of  treatment. 

65 

M. and  S. 

7-25-22 

(20,032; 

Explosion;  multiple  in- 
jury to  eye. 

No  f.  b.  in  globe;  sev- 
eral in  area. 

Corneal  f.  bs.  removed;  vi- 
sion fair  in  each  eye. 

66 

M. and  S. 

8-22-22 

(20,182) 

F.  b.  in  R.  eye  in  auto 
race;  1 mo.  before: 
corneal  scar:  L.  P. 

only. 

Very  small  dense  f.  b. 
in  vitreous  of  R.  eye. 

Eye  quiet;  cataract;  vision, 
fingers  at  one  foot;  treat- 
ment refused. 

67 

D.  F.  H. 

9-11-22 

(20,299) 

Drilling;  f.  b.  struck  R. 
eye;  lens  d'isl.  into  ant. 
chamber. 

lxiy2  f.  b.  in  vit.,  low- 
er segment,  to  nasal 
side. 

Magnet  tried;  not  successful; 
eye  enucleated  and  f.  b. 
found  as  indicated. 

68 

M.  and  S. 

10-5-22 

(20,472) 

Drilling;  f.  b.  in  L, 
eye;  entrance  through 
lower  edge  of  pupil. 

Dense  f.  b.  5x1  mm.  in 
vitreous  of  L.  eye. 

F.  b.  removed  through  scle- 
ral opening  with  magnet 
11-13-23.  eye  quiet;  cataract: 
L.  P. 

69 

G.  M.  B. 

11-4-22 

(20,759) 

Shotgun  accident, 

wounds  about  eye. 

No  shot  localized  in 
globe;  one  in  floor  of 
orbit. 

Not  molested. 

70 

M.  and  S. 

11-17-22 

(20,833) 

Drilling;  thought  was 
struck  by  rock  R.  eye: 
small  corneal  wound 
and  lens  opacity. 

F.  b.  1 mm.  diam. 
against  sclera  in  vit- 
reous of  R.  eye;  me- 
tallic density. 

Could  be  seen  with  scope: 
drawn  through  zonula  with 
magnet  and  extracted  ant. 
route ; cataract  reduces  vision 

71 

H.  L.  G. 

11-24-22 

(20,906) 

Injury  some  time  in 
past. 

Shadow  in  R.  orbit 
which  does  not  local- 
ize in  globe. 

Medico-legal  question  of  lo- 
calization of  this  shadow,  re- 
ported as  being  in  eye. 

72 

M.  and  S. 

1-25-23 

(21,576) 

Blasted  1/10;  many  f. 
bs.  in  cornea  of  each. 

Probably  1 f.  b.  in  R 
sclera;  others  near  by. 

Many  f.  bs.  left  in  cornea  of 
each  eye;  R.  eye  irritable; 
may  have  f.  b.  in  globe. 

73 

M.  and  S. 

2-16-23 

(21,613) 

Putting  in  stull;  f.  b. 
'n  L.  eye;  large  cor- 
neal wound  nasal  seg. 

F.  b.  5x3  mm.  in  cili- 
ary region  temp,  side 
L.  eye. 

Removed  through  wound  of 
entrance  by  magnet;  infection 
resulted;  enucleation  2-20-23. 

74 

M.  and  S. 

2-20-23 

(21,653) 

Blasted ; b'oth  corneae 
filled  with  rock. 

At  least  1 f.  b.  (rock?; 
;n  each  globe;  many 
near. 

R.  eye  destroyed;  after  en- 
'arging  and  clearing  pupil  on 
L.  vis.  6/100  on  12-5-24. 

75 

M.  and  S. 

2-23-23 

(21,686) 

Hammer  on  steel:  L. 
eye  injury;  small 
wound  nasal  side  of 
cornea. 

Long  narrow  f.  b.  post. 
lo  globe  on  temp.  side. 

flammatory  reaction  had  sub- 
Not  molested;  by  April  6,  in- 
sided  and  eye  was  quiet; 
cataract ; L.  P. 

76 

M.  and  S. 

4-18-23 

(22,208) 

Steel  L.  eye  in  1897; 
not  removed;  R.  eye 
now  irritable. 

F.  b.  3x1  nun.;  dense, 
well  back  in  L.  vitre- 
ous. 

No  vision  L.  eye,  but  irritable  ; 
enucleation  advised  to  prevent 
sympathetic  trouble  on  R. 

77 

H.  Y. 

5-11-23 

(22,455) 

Using  hammer  on  met- 
al, piece  struck  L.  eye; 
deeply  embedded. 

F.  b.  localized  in  scle- 
ral wall  nasal  side  L. 
eye. 

Magnet  extraction;  20/20  vi- 
sion. 
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78 

M.  and  S. 

5-28-23 
(22, COO) 

Blasted;  numerous  f. 
bs.  in  corneae  and  about 
eyes. 

No  f.  b.  localized  in 
either  globe;  many 
near  by. 

Many  corneal  bodies  remov- 
ed; some  left  in;  L.  eye  still 
inflamed  7/24;  vision  on  L. 
P.  on  left;  on  R.  15/15. 

79 

M.  and  S. 

6-25-23 

(22,837) 

Chiseling;  wound  cor- 
neal margin  L.  eye; 
lens  opaque. 

2 dense  f.  bs.  lying 
close  together  in  vitre- 
ous. 

Extracted  by  magnet  post, 
route;  came  out  together; 
subsequent  observation  not 
recorded. 

80 

M.  and  S. 

7-10-23 

(22,896) 

Drilling;  L.  eye  in- 
jury; wound  inf.  por- 
tion cornea. 

Dense  f.  b.  2x3  mm.  in 
vit.  above  and  to  nasal 
side. 

Scleral  opening  6 mm.  post, 
to  limbus;  magnet  extraction; 
L.  P.  only  account  of  cataract. 

81 

M. and  S. 

7-12-23 

(22(922) 

Blast  in  face;  many 
corneal  f.  bs.;  cataract 
each  eiye. 

Many  f.  bs.  about  eyes; 
one  in  each  globe. 

Many  bodies  removed  from 
each  cornea;  R.  eye  later 
enucleated;  L.  eye  cataract 
removed ; L.  P. 

82 

M.  and  S. 

7-13-23 

(22,925) 

Inj.  16  yrs.  before; 
dyn.  eap;  R.  eye  lost; 
some  vision  in  L.  eye. 

F.  b.  1x2  mm.;  not 
verv  dense,  in  L.  vit. 

Probably  copper;  not  re- 
moved; shows  tolerance  of 
eye  for  copper. 

83 

M. and  S. 

8-1-23 

(23.012) 

Broke  nose;  claims 

eye  injury;  signs  of 
old  R.  eye  injury. 

F„  b.  mm.  in  re- 

gion ciliary  body  R. 
eye. 

Old  eye  injury  with  optic 
atrophy;  no  connection  with 
present  injury;  eye  blind. 

84 

M.  and  S. 

9-5-23 

(23,222) 

7-1-23  struck  in  R.  eye; 
no  x-ray;  has  scar  in 
cornea  and  lens. 

Small  dense  f.  b.  with- 
in lens.  R.  eve. 

Removed  giant  magnet,  ant. 
route;  discission  lens  10/116; 
has  had  left  cataract  removed 

85 

M. and  S. 

9-15-23 

(23,292) 

Dyn.  cap;  both  eyes 
injured;  R.  eye  worse: 
traumatic  lens. 

Small  f.  b.  in  each  vit- 
reous; some  doubt  in 
location. 

R.  eye  totally  blind;  new  pu- 
pil made  in  L.  eye;  see  fin- 
gers at  1 foot. 

86 

M. and  S. 

10-1-23 

(23.409) 

Blast  in  face;  iris  and 
lens  injury,  each  eye. 

Many  rocks  about 
eyes;  one  in  R.  globe; 
L.  eye  (?). 

R.  eye  total  loss;  operations 
on  L.  with  L.  P. ; not  certain 
about  f.  b.  in  left  eye. 

87 

M.  and  S. 

10-30-23 

(23,690) 

Hammering  on  pipe; 
hit  L.  eye;  scleral 
wound  on  temp.  side. 

F.  b.  in  sclera  on  temp, 
side  of  cornea;  rock 
(?)- 

Was  piece  of  steel;  removed 
by  magnet;  very  thin  scale; 
error  in  interpreting  density. 

88 

M. and  S. 

11-12-23 

(23,810) 

9-6,  tapping  punch,  h.t 
R.  eye;  no  visible  scar 
on  11-12;  no  pain  n w. 

Dense  f.  b.  1x2  mm. 
well  back  in  vit.  of  R. 
eye. 

Is  not  disturbing  eye  or  vi- 
sion at  present;  would  not 
permit  removal. 

89 

M.  and  S. 

11-12-23 

(23,811) 

Blasted;  many  wounds 
about  face  and  eyes. 

Many  f.  bs.  about  eye; 
none  inside  globe. 

Corneal  scars;  no  intra-ocular 
Injury;  vision  20/20  each  eye. 

90 

M.  and  S. 

11-14-23 

(23,818) 

On  10-22  cut  on  cor- 
nea; no  f.  b.  suspect- 
ed; lens  opaque. 

Small  dense  f.  b.  in 
vitreous  of  L.  eye. 

Removed  by  magnet  ant. 
route;  May,  1924,  cataract 
removed;  vision  15/30  with 
correction. 

91 

M. and  S. 

11-21-23 

(23,903) 

Blasetd;  f.  bs.  in  R, 
eye  (superficial);  per- 
forating wound. 

Did  not  localize  f.  b. 
shadows  in  either  eye; 
some  near  by. 

Treated  until  Jan.  12,  and 
discharged  with  good  vision 
each  eye. 

92 

M.  and  S. 

11-26-23 

(23,948) 

B 1 a s te  d ; perforating 
wounds  each  globe; 
many  corneal  f.  bs. 

Numerous  f.  bs.  and  1 
in  left  eye;  none  lo- 
cated in  R.  globe. 

R.  eye  destroyed;  L.  P.  only 
in  left;  many  rocks  in  each 
orbit  and  perhaps  in  each 
globe. 

93 

M.  and  W. 

11-28-23 

(23,958) 

Blasted ; many  f.  bs. 
about  eyes  and  in  cor- 
nea on  each  side. 

At  least  1 f.  b.  local- 
ized in  each  globe 
(rock). 

L.  P.  in  each  eye;  right  may 
have  to  be  enucleated;  has 
rock  in  each  globe. 
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M.  and  S. 

12-14-23 

(24,129) 

Blasted  11-27 ; severe 
injury  to  each  eye,  hut 
worse  on  R. 

No  f.  b.  shown  inside 
globes;  many  just 
against  them. 

R.  eye  destroyed;  corneal  f. 
bs.  removed  from  left;  few 
small  ones  left;  vision  15/20. 

95 

D.  F.  H. 

1-1-24 

(24,289) 

Dyn.  cap  explosion; 
many  f.  bs.  about  both 
eyes. 

Manyf.  b's.  about  eyes; 
one  in  L.  vit.;  none  in 
R.  globe. 

Magnet  tried;  no  result.  Eye 
said  to  have  been  removed 
by  another  doctor. 

96 

M. and  S. 

1-30-24 

(24,616) 

Working  cement  floor; 
2 mm.  linear  wound  at 
L.  nasal  limbus. 

F.  b.  lx%  mm.  in  vit. 
of  L.  eye,  far  back. 

Magnet  applied ; relocaliza- 
tion  showed  f.  b.  in  ciliary 
region;  removed  Ant.  route; 
lens  opacity. 

97 

J.  J.  M. 

2-1-24 

(24,643) 

Hammering  on  steel; 
f.  b.  struck  L.  eye. 

Small  dense  f.  b.  in 
nerve  head  of  L.  eye. 

Small  magnet  unsuccessful; 
giant  magnet  removal;  irido- 
cyclitis; enucleation. 

98 

M.  and  S. 

2-21-24 

(24,866) 

Injury  to  R.  eye;  all 
intra-ocular  structures 
normal. 

F.  b.  just  outside  of 
globe,  nasal  side. 

F.  b.  removed;  no  damage 
to  intra-ocular  structures  or 
vision. 

99 

M. and  S. 

3-4-24 

(25,000) 

Flying  steel  L.  eye; 
corneal  wound  3 mm. 
from  inf.  nasal  limbus. 

Dense  f.  b.  1x2  mm.  on 
floor  of  vit.  L.  eye. 

Drawn  out  by  magnet  through 
wound  of  entrance;  cataract 
removed;  eye  O.  K.  June  2. 

100 

D.  F.  H. 

4-28-24 

(25,603) 

Flying  steel  in  L.  eye; 
no  notes  on  appear- 
ance. 

1x2  mm.  f.  b.  in  post, 
scleral  wall. 

Not,  extracted;  on  June  11 
eye  was  quiet  and  vision 
15/40. 

101 

M.  and  S. 

4-28-24 

(25,615) 

Blasted;  both  eyes  in- 
jured; corneal  wound 
on  R. 

F.  b.  in  vit.  on  R.;  one 
against  cornea  on  left. 

R.  eye  enucleated  in  June; 
rock  in  vitreous;  left  eye 
quiet  with  some  lens  opacity. 

102 

M.  and  S. 

6-13-24 

((26,111) 

Explosion;  many  f.  b. 
wounds  of  aech  eye. 

Many  f.  b.  shadows 
about  eyes;  not  def. 
'ocalized. 

R.  eye  enucleated  on  account 
trauma;  vision  left  10/200. 

103 

M.  and  S. 

6-28-24 

(26,240) 

Chipping  on  brass ; 
perforating  wound  of 
sclera,  nasal  side. 

Very  large  f.  b.  in  vie. 
of  R.  eye,  9x4x2  mm. 

Piece  of  brass  removed  by 
forceps  through  scleral  open- 
ing. Sept.  9,  eye  quiet;  some 
vision. 

104 

M.  and  S. 

1 ll 

105 

M.  and  S. 

7-29-24 

(26,455) 

Rock  (?)  in  R.  eiye; 
small  linear  scar  in 
cornea;  lens  cloudy. 

Small  fleck  % mm 
diam.  in  lens. 

Removed  by  magnet  ant. 
route.  Sept.  10,  vision  15/40 
with  small  corneal  opacity; 
lens  clear. 

8-27-24 

(26,637) 

Flying  metal  R.  eye; 
corneal  wound,  nasal 
side. 

Large  dense  f.  b.  in 
upper  part  of  orbit, 
outside  eye. 

Evidently  wounded  cornea  in 
passing;  not  removed;  some 
corneal  scar  left. 

106 

M. and  S. 

9-8-24 
(26,709)  , 

R.  eye  struck  while 
watching;  4 mm.  wound 
of  cornea,  nasal  side. 

Shadow  external  to 
globe;  not  metal. 

Eye  cleared  with  slight  cloud- 
iness of  lens;  no  f.  b.  though 
intra-ocular  changes. 

107 

M. and  S. 

10-4-24 

(26,997) 

Chiseling;  L.  eye  inf.; 
linear  wound,  cornea; 
lens  cloudy. 

Dense  f.  b.,  1x2  mm. 
in  vitreous,  L.  eye. 

Removed  by  giant  magnet; 
traumatic  cataract  removed 
10/26,  but  no  vision. 

108 

M. and  S. 

10-27-24 

(27,261) 

Breaking  rock;  L.  eye 
inj.;  wound  of  cornea; 
iris  prolapsed. 

No.  f.  b.  shadow  found 
in  globe;  one  near  by. 

Iris  amputated;  recovery  of 
eye  and  vision  (15/15);  R. 
eye  blind,  previous  injury. 

109 

M.  and  S. 

10-31-24 

(27,324) 

Rock  (?)  struck  L. 
eye;  no  visible  wound 
of  globe. 

Dense  f.  b.  2x1%  mm. 
in  ciliary  region  L.  eye. 

Magnet  extraction  ant.  route: 
2-10-25,  vision  15/50. 

110 

M.  and  S. 

11-21-24 

(27,592) 

Both  eyes  injured  some 
weeks  before. 

Many  f.  bs.  near  eyes; 
one  against  R.  sclera. 

R.  eye  enucleated  account  in- 
fection; corneal  opacity  on 
left;  vision,  fingers  one  foot. 
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Ill 

11-26-24 

Cap  explosion;  R.  eye 

M.  and  S. 

(27.655) 

wound  at  nasal  limbus. 

112 

12-4-24 

Blasetd  10-12;  several 

M. and  S. 

(27,736) 

corneal  scars. 

113 

12-6-24 

Blast;  wound  of  cor- 

M. and  S. 

(27,771) 

nea  and  lens  on  left. 

114 

12-24-24 

Cap  explosion;  both 

M.  and  S. 

(27,961) 

eyes  injured. 

115 

- 12-27-24 

Exploded  percussion 

M.  and  S. 

(27,993) 

cap;  no  corneal 
wound;  intra-ocular 
damage. 

116 

1-29-25 

Auto  mechanic;  chip- 

F.  L.  R. 

(28,433) 

ping;  f.  b.  in  R.  eye. 

117 

2-13-25 

Blasted  12-13-24;  many 

M. and  R. 

(28,607) 

f.  b.  injuries  to  each 
cornea. 

118 

2-17-25 

Explosion. 

P.  and  G. 

(28,811) 

119 

3-5-25 

10  yrs.  before,  f.  b.  in 

M.  and  S. 

(28.908) 

L.  eye;  vision  failing; 
lens  opaque. 

120 

3-19-25 

Explosion;  many  f.  bs. 

M. and  S. 

(29,122) 

in  each  cornea. 

121 

3-20-25 

R.  eye  injury;  two  re- 

M. and  S. 

(29.154) 

cent  corneal  scars. 

122 

4-3-25 

Blasted;  many  corneal 

M. and  S. 

(29,343) 

injuries  of  each  eye. 

123 

4-15-25 

Blasted;  numerous  f. 

M.  and  S. 

(29,565) 

b.  injuries  each  eye. 

124 

4-15-25 

Cap  explosion;  wound 

M. and  S. 

(29,566) 

through  center  of  cor- 
noa. 

125 

5-8-25 

Explosion;  R.  corneal 

M. and  S. 

(29,994) 

scar;  no  intra-ocular 
changes. 

126 

5-18-25 

7 mos.  before  struck 

M.  and  S. 
127 

(30.181) 

n eye  when  picking;  5 
da.  drop  of  oil  fell  in 
eye. 

M. and  S. 

6-12-25 

Blasted;  many  f.  bs.  on 

(30,514) 

; cornea  each  side. 

Localization 


NINETEEN 


Did  not  show  f.  b.  lo-  Blood  clot  in  vit.  Eye  was 
jalizing  in  eye.  later  enucleated;  no  record 

as  to  whether  f.  b.  was  found. 

F.  bs.  near  but  not  Vision  somewhat  interfered 
within  globe.  with  by  corneal  scars. 


vitreous. 

Small  f.  b.  in  L.  behind 
uens;  no  f.  b.  located 
!n  R. 


e f.  b.  below  and 
to  nasal  side  of  R.  eye. 


f.  bs. ; 


one 


Thin  f.  b.  2y2xl  mm. 
in  vitreous  of  R.  eye. 
metal. 

Many  f.  bs.  near  globe, 
but  none  within  either. 


in  R.  post  eh  nr 


F.  b.  not  definitely  lo- 
calized in  either  globe 


Many  faint  f.  b.  shad- 
ows; none  def.  within 
globe. 

Rock  (?)  1 mm.  diam 
in  vitreous  in  R.  eye. 


Very  smal 
adjacent  to 
none  in. 


particle' 

globe 


Infection  and  enucleation: 
rock  found  in  vitreous. 

F.  b.  seen  by  scope  in  R. 
lens;  L.  lens  opaque;  neither 
eye  molested;  copper  f.  b.  in 
each. 

F.  b.  not  molested,  as  prob- 
ably globe  was  not  penetrated. 


Magnet;  three  subsequent  lo- 
calizations showed  no  change 
in  position;  embedded  or 
non-magnetic. 

Superficial  corneal  bodies  re- 
moved; deep  ones  left,  vi- 
sion L.  15/50  and  R.  15/30. 

Record  of  treatment  and  re- 
sult not  available. 


No  vision;  irritable;  enu- 
cleated and  f.  b.  found. 


Superficial  bodies  removed; 
deep  ones  left;  vision  15/40 
each  side,  with  correction. 

F.  tv  changes  position;  lo- 
calized in  post,  chamber 
’ater  in  ant.  chamber  on 
opp.  side  of  pupil. 

L.  eye  enucleated ; copper 
f.  b.  in  vitreous.  Lens  ex- 
tracted on  rt. ; may  have  f. 
b.  in  vit. 

Both  eyes  destroyed;  bodies 
:n  each  globe;  too  small  and 
faint  to  show  by  x-ray. 

Eye  enucleated  and  f.  b.  found 
in  position  shown;  does  not 
state  whether  copper  or  rock. 

Eye  quiet  on  May  14;  vision 
not  disturbed  in  either  eye. 


No  recent  injury;  L.  P.  only 
:n  eye;  f.  b.  removed  by  mag- 
net; suppurated;  enucleation 
advised. 


Small  f.  bv  in  L.  globe:  Both  eyes  irritable;  cataract 


none  found  in  R. 


removed  from  L.  eye  (V. 
15.40);  believe  fine  f.  b.  in 
! R.  eye. 
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128 

M.  and  S. 

6-27-25 

(30,732) 

Age  12;  hammering; 
R,  eye  perforating 

wound  of  cornea  nasal 
side. 

2%xl  mm.  f.  b.  in 
lower  ciliary  area  R. 
eye. 

vlagnet  extraction  ant.  route 
tension  minus;  prognosis  not 
good. 

129 

M. and  S. 

7-4-25 

(30,795) 

L.  eye  inj.  in  1914;  no 
vision;  R.  eye  now  ir- 
ritable. 

2x1  mm.  f.  b.  in  L.  vit. 
against  scleral  waLl. 

No  treatment  at  present; 
glasses. 

130 

M.  and  S. 

8-8-25 

(31,124) 

Age  12;  dyn.  cap  exp.; 
wound  lower  limbus; 
'"us  opaque. 

lxl  mm.  f.  b.  in  vit.  R. 
eye;  dense  like  metal. 

No.  magnet  response;  advised 
enucleation  as  no  vision  and 
may  become  irritable. 

131 

M. and  S. 

8-15-25 

(31,196) 

Blasted;  many  f.  bs. 
in  each  cornea. 

Many  f.  b.  shadows 
near  globe;  none  in- 
side. 

Corneal  f.  bs.  removed;  intra- 
ocular injury  to  left  eye;  cat- 
aract; eye  quiet  Nov.  30. 

132 

M. and  S. 

10-23-25 

(32,044) 

Struck  steel  9-27;  re- 
moved; not  certain 

that  all  removed. 

very  small  f.  b.  in, 
lens  area. 

Removed  by  gianat  magnet; 
vision  20/20. 

133 

M. and  S. 

11-19-25 

(32,489) 

Injured  11-15;  blast  in 
face;  both  eyes;  many 
f.  bts. 

Did  not  localize  f.  0. 
.n  either  globe. 

L.  eye  enucleated;  R.  eye 
saved  with  15/20  vision  after 
correction. 

134 

M. and  S. 

12-18-25 

(35,951) 

Picking  rock;  R.  eye 
corneal  wound;  lens 
opaque. 

2x3  mm.  f.  b.  in  R. 
viti  eous ; density  of 
metal. 

Magnet  extraction  through 
wound  of  entrance;  infection; 
enucleation. 

135 

M. and  S. 

12-28-25 

(33,072) 

Blasting  cap;  wound 
center  of  cornea. 

Small  f.  b.  in  vit.  L. 
eye,  of  metal  density. 

Eye  continued  inflamed  and 
was  enucleated  Jan.  26;  cop- 
per f.  b.  found  as  located. 

136 

M.  and  S. 

2-5-26 

(33,700) 

Powder  explosion; 

many  f.  bs.  each  cor- 
nea, 175  in  R.  and  375 
in  L. 

All  visible  f.  bs.  ex- 
ternal to  the  globes. 

Eyes  quiet  on  May  10;  fair 
vision  each  eye;  slight 
opacity  left  lens. 

137 
S.  S. 

2-5-26 

(33,715) 

Does  not  know  how 
njury  was  sustained; 
poor  vision. 

1 xy2xy2  mm.  f.  b.  in 
ant.  chamber  R.  eye. 

Patient  did  not  return  for 
treatment. 

138 

M. and  S. 

2-10-26 

(33,779) 

R.  eye  injury;  perfo- 
rating corneal  wound. 

Dense  f.  b.  in  post. 
scleraJl  wall. 

Infection;  enucleation;  f.  b. 
found  as  located. 

139 

M. and  S. 

2-10-26 

(33,783) 

Explosion;  corneal  in- 
juries each  eye. 

F.  bs.  all  outside  of 
globe,  near  by. 

Not  molested;  eyes  recover- 
ed, with  normal  vision. 

140 

M.  and  S. 

3-10-26 

(34,192) 

Blast  in  face;  many 
f.  b.  injuries  each  eye. 

F.  b.  in  L.  globe;  very 
faint  shadows. 

Both  eyes  destroyed  by  force 
of  blast  and  corneal  f.  bs. 

141 

D.  F.  H. 

3-8-26 

(34,209) 

Dyn.  cap  explosion; 

many  f.  bs.  about  eyes. 

Not  del*.  localized  in 
dye. 

Eye  late r removed  on  account 
of  panophthalmia;  no  f.  b. 
found  in  globe. 

142 

M.  and  S. 

4-8-26 

(34,731) 

Percussion  cap;  cop- 
per particles  about  L. 
eye. 

Pinpoint  densities  over 
globe  area. 

Very  small  f.  b.  seen  in  lens. 
Proved  to  be  magnetic  and 
was  removed  with  magnet; 
some  lens  opacity.  Older  in- 
jury? 

143 

M.  and  S. 

5-26-26 

(35,644) 

Wound  through  upper 
lid;  no  intra-ocular 

signs;  no  vision  or 
L.  P. 

Large  f.  b.  post.  to 
globe  in  nerve  area. 

Swelling  and  edema  sub- 
sided; f.  b.  not  removed; 
probably  injured  nerve. 

144 

M.  and  S. 

6-2-26 

(36,233) 

(lleaning  pipe  6 wks. 
before;  struck  in  R. 
eye;  corneal  scar. 

Small  dense  f.  b.  far 
back  in  vitreous  of  R. 
eye. 

Could  see  a pinpoint  size  t.  b. 
in  lens  also,  not  shown  by 
x-ray;  both  f.  bs.  removed  by 
magnet;  prognosis  good. 

145 

M.  and  S. 

6-16-21 

(17,012) 

Blasted;  many  f.  bs. 
in  conj.  and  cornea. 

No  f.  bs.  localize  with- 
:n  the  globe  on  either 
side. 

Corneal  f.  bs.  removed;  lens 
opacity  on  L.,  vision  2/200; 
lens  cleat*  on  R.,  vision  15/15. 

146 

M.  and  S. 

6-16-21 

(17,015) 

Blasted,  with  many 
corneal  f.  bs.  on  each 
side. 

On  R.  one  f.  b.  on 
sclera,  temp.  side; 

none  in  L.  globe. 

Corneal  particles  removed.  R. 
vision,  hand  movements,  L. 
15/100.  Corneal  opacities. 
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COPPER  FOREIGN  BODIES  IN  THE  EYE 
WITH  REPORT  OF  THIRTY-SEVEN 
CASES 

W.  A.  SCHWARTZ,  M.  D. 

Phoenix,  Arizona 

Read  before  the  Annual  Meeting  of  the  Medical 
and  Surgical  Association  of  the  Southwest,  at  Tuc- 
son, Ariz.,  November  11-13,  1926. 

Copper  was  the  first  metal  mastered  by 
man  and,  next  to  iron,  is  still  the  world’s 
most  important  metal.  It  is  found  in  nature 
as  cuprous  sulphide,  the  double  sulphide  of 
copper  and  iron,  cupric  oxide,  cupric  carbon- 
ate and,  rarely,  uncombined  in  crystallized 
isometric  form  or  masses.  The  metal  has  a 
characteristic  red  color  and  is  very  malle- 
able, ductile  and  tenacious.  In  the  presence 
of  moisture  it  is  readily  oxidzied  and  ab- 
sorbs carbonic  acid  gas.  It  is  extensively 
used  as  metallic  copper  and  the  alloys  of 
copper,  such  as  brass  and  bronze. 

When  copper  ore  enters  the  eye,  the 
amount  of  copper  contained  is  so  small  that 
the  foreign  body  does  not  have  the  usual 
characteristics  of  copper  but  more  those  of 
rock.  The  usual  type  of  copper  foreign  body 
met  with,  is  copper  in  the  pure  state. 

In  the  records  of  the  late  Dr.  Martin  and 
myself,  there  are  291  of  intra-ocular  for- 
eign bodies.  Of  these,  thirty-seven  are  cop- 
per. 

Most  of  the  copper  eye  injuries  occurred 
in  the  mining  industry  where  large  quanti- 
ties of  dynamite  and  copper  percussion  caps 
are  used.  In  other  trades  and  industries 
this  type  of  injury  is  rare.  The  explosion 
of  percussion  caps  was  found  to  be  by  far 
the  most  common  cause  of  injury.  The  caps 
are  constructed  entirely  of  copper.  They  are 
8 mm.  in  diameter,  30  mm.  long,  open  at  one 
end  and  contain  a charge  of  fulminate  of 
mercury  at  the  bottom.  When  the  explosion 
occurs,  the  thin  copper  sheet,  of  which  the 
caps  are  made,  is  torn  and  rolled  into  scroll- 
like fragments  which  may  penetrate  the 
eye.  Frequently  these  accidents  occur  out- 
side of  the  mines.  Eight  of  our  cases  were 
in  children  under  fourteen  years  of  age. 
They  found  the  caps  and  exploded  them 
while  at  play. 

The  cause  of  injury  by  copper,  in  our 
series  of  cases,  was  as  follows: 

1.  Percussion  cap  explosions — 28 

2.  Percussion  cap  plus  dynamite  explosions — 6 

3.  Cutting  copper  rivet — 1 

4.  Chipping  brass  plug — 1 

According  to  Herschberg,  the  causes  of 
injury  to  the  eye  by  copper  are: 

1.  Discharge  of  poorly  constructed  guns 

2.  Accidental  explosion  of  percussion  caps 

3.  Industrial  work 

The  determination  of  the  presence  of  cop- 
per in  the  eye  is  dependent  upon  three  fac- 


tors : the  history  of  the  case ; the  clinical 
examination ; the  x-ray. 

The  patient  usually  gives  a history  of 
having  been  in  an  explosion  where  a percus- 
sion cap  was  used,  or  was  working  with  cop- 
per at  the  time  of  the  injury. 

The  clinical  examination  may  reveal  par- 
ticles of  copper  imbedded  in  the  skin  about 
the  eye  on  the  conjunctiva  and  cornea.  A 
careful  search  is  necessary  to  determine  if 
the  foreign  body  has  entered  the  globe.  If 
it  passes  through  the  cornea  we  can  see  the 
wound  or  scar  and,  just  after  the  injury, 
signs  of  a perforation:  namely,  the  loss  of 
anterior  chamber  and  reduction  of  tension. 
We  try  to  follow  the  course  of  the  foreign 
body.  There  may  be  a perforating  wound  of 
the  iris  and  the  lens  may  show  an  opacity. 
If  it  enters  the  eye  through  the  sclera  we 
often  find  a hemorrhage  in  the  vicinity  of 
the  wound,  or  a portion  of  vitreous  or  uvea 
may  be  present.  Usually  copper  is  readily 
detected  in  the  anterior  chamber,  but  the 
angle  of  the  chamber  may  form  a hiding 
place,  or  it  may  be  obscured  by  a hemor- 
rhage. When  copper  is  buried  in  the  lens, 
it  can  nearly  always  be  seen;  if  in  the  vit- 
reous and  the  media  is  clear,  it  can  some- 
times be  detected  by  the  yellowish  red  re- 
flex seen  by  focal  illumination,  the  ophthal- 
moscope and  slit  lamp.  If  it  has  been  pres- 
ent in  the  eye  for  a long  time,  the  various 
structures  gradually  assume  a greenish  col- 
or which  is  known  as  chalcosis.  This  is  in 
distinct  contrast  to  the  brownish  color  of 
the  tissues  designated  as  siderosis,  when 
the  foreign  body  is  of  steel.  Chalcosis  oc- 
curs much  more  slowly  than  siderosis. 

In  all  eye  injuries  in  which  there  is  the 
slightest  possibility  of  an  intra-ocular  for- 
eign body,  an  x-ray  examination  is  impera- 
tive. This  will  reveal  the  presence  of  a for- 
eign substance,  if  it  is  of  sufficient  density 
to  cast  a shadow.  When  the  presence  of  a 
foreign  body  has  been  established,  the  x-ray 
is  used  to  determine  its  exact  location  with 
respect  to  the  globe. 

The  opacity  or  density  of  various  sub- 


stances  to  the 

x-ray 

is  in  direct 

ratio  to 

their  specific  gravity, 

as  is  shown 

in  the 

following  table: 

1.  Water 

- l 

6.  Glass 

- 3 

2.  Pine  wood 

- .5 

7.  Iron 

- 9.1 

3.  Bone 

- 1.8 

8.  Copper 

-12.5 

4.  Rock 

- 2.5 

9.  Lead 

18. 

5.  Aluminum 

- 2.6 

In  this  locality  the  most  common  foreign 
bodies  from  which  copper  has  to  be  differ- 
entiated are  rock  and  steel.  The  x-ray  is  a 
big  factor  in  this.  It  is  possible  to  dis- 
tinguish between  the  shadow  cast  by  cop- 
per and  that  of  rock,  copper  casting  a much 
denser  shadow.  The  history  also  helps  us 
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here  for,  in  dynamite  explosions  the  foreign 
body  is  usually  rock,  and  in  percussion  cap 
explosions  it  is  most  commonly  copper.  The 
difference  in  the  density  of  copper  and  steel 
is  small,  and  it  is  often  impossible  to  dis- 
tinguish between  them.  This  handicap  may 
be  overcome  by  the  use  of  the  magnet. 
Steel,  being  magnetizable,  can  usually  be 
extracted  while  copper,  which  is  non-mag- 
netic, cannot. 

When  the  foreign  body  is  not  visible  we 
cannot  be  sure  that  it  is  copper — but  the 
supposition  that  such  is  the  case  is  de- 
pendent upon  the  following  factors: 

1.  The  history  of  the  case 

2.  The  development  of  chalcosis 

3.  The  fact  that  it  is  non-magnetic 

4.  The  x-ray 

Copper  undergoes  chemical  changes  in 
the  fluids  of  the  eye  and  the  salts  of  copper 
— particularly  the  carbonate  of  copper — can 
usually  be  extracted  from  the  tissues.  From 
observations  up  to  the  present  time,  it  has 
been  found  that  no  organic  compounds  of 
copper  carbonate  develop  with  the  albumin 
of  the  cells.  Slow  “coppering”  may  take 
place  in  all  the  tissues  of  the  eye.  There  is 
a typical  greenish  sunflower  clouding  with 
its  characteristic  border  rays.  The  lens 
shows  a diffuse  greenish  gray  color  as  well 
as  a distinct  iridescence. 

Copper,  as  we  know,  is  the  most  danger- 
ous of  all  intra-ocular  foreign  bodies.  The 
tolerance  of  the  various  structures  of  the 
eye  to  it  varies  greatly.  If  in  the  cornea  and 
sclera,  it  may  be  borne  indefinitely,  but  it 
usually  has  a tendency  to  slough  out.  When 
in  the  anterior  chamber,  it  is  probably  more 
of  an  irritant  than  other  foreign  substances, 
but  is  often  quietly  carried  in  this  location 
for  years. 

The  lens  tolerates  copper  better  than  any 
other  structure  of  the  eye.  Copper  in  the 
vitreous  is  a very  serious  condition.  It  has 
a marked  corrosive  effect  which  is  very  de- 
structive. A pus  focus  often  forms  around 
it.  This  has  many  times  been  demonstrated 
to  be  sterile,  according  to  Leber’s  experi- 
ments and  studies  made  by  Weeks. 

Copper,  like  other  foreign  bodies,  may 
carry  organisms  into  the  eye.  The  infection 
plus  the  irritating  effect  of  copper  usually 
causes  a vitreous  abscess  and  the  loss  of 
the  eye. 

There  is  a marked  difference  in  the  resist- 
ance of  eyes  toward  copper.  It  has  an  im- 
mediate action  and  a late  action.  The  im- 
mediate action  is  due  to  corrosion  alone  or 
corrosion  plus  infection.  There  is  often  a 
marked  reaction  producing  pus  or  an  exu- 
date in  vitreous;  retinal  detachment  with 
loss  of  light  perception,  and  it  is  necessary 


to  enucleate  the  eye.  These  symptoms  com- 
monly occur  within  the  first  three  weeks. 
If  there  is  little  or  no  reaction  from  the 
copper  during  this  time,  then  it  is  borne 
nearly  as  well  as  other  metallic  foreign  bod- 
ies Of  course,  at  any  subsequent  time  the 
eye  may  be  lost  by  a slowly  progressing 
iridocyclitis.  And  it  is  quite  common  to 
have  glaucoma  develop.  There  is  ahso  the 
big  danger  of  sympathetic  ophthalmia  oc- 
curring, and  the  eye  has  to  be  kept  under 
constant  observation. 

There  are  many  cases  on  record  to  show 
that  copper  is  sometimes  well  tolerated. 
Melville  Black  observed  a particle  of  copper 
in  the  center  of  the  vitreous  for  fifteen 
years.  Decker  reports  a small  splinter  of 
copper  in  the  vitreous  for  six  years,  causing 
no  irritation.  Ruhberg  cites  a case  observed 
for  twenty  years  with  copper  in  the  vitreous. 
Raulin  reports  a piece  of  copper  in  the  vit- 
reous for  twenty  years. 

Franklin  and  Cordes  placed  on  record  a 
case  of  copper  in  the  vitreous  for  forty 
years,  when  it  became  necessary  to  enucle 
ate.  A bony  cup  filled  the  vitreous  chamber, 
surrounding  the  copper. 

Hertels  states  that,  during  the  late  war, 
fifty  per  cent  of  the  eyes  containing  copper 
foreign  bodies  were  lost. 

Oloff  observed  a piece  of  copper  in  the 
lens  for  seven  years.  Vision  remained  6/8. 

Since  copper  is  a non-magnetic  foreign 
body,  its  extraction  from  the  eye  is  a diffi- 
cult problem.  Of  course,  particles  on  the 
conjunctiva  and  those  superficially  imbed- 
ded in  the  cornea  and  sclera  can  be  easily 
removed.  When  deep  in  the  cornea,  where 
their  extraction  might  cause  perforation  or 
marked  scar  formation,  it  is  best  to  leave 
them  alone.  If  in  the  anterior  chamber,  it 
is  possible,  after  making  a corneal  section, 
to  grasp  the  copper  with  forceps  and  re- 
move it.  Should  the  foreign  body  be  im- 
bedded in  the  iris,  one  can  extract  it  by  do- 
ing an  iridectomy. 

Copper  in  the  lens  is  usually  left  alone 
but  if  the  lens  is  cataractous  it  can  be  got- 
ten rid  of  by  extracting  the  cataract.  It  is 
usually  impossible  to  remove  copper  from 
the  vitreous.  In  fact  the  difficulties  are  so 
great  that  it  is  rarely  attempted,  but,  if  the 
foreign  body  is  large  and  visible,  I feel 
that  one  should  try  to  remove  it,  because 
the  eye  is  usually  lost  if  it  is  allowed  to  re- 
main. In  the  case  W.  J.  M.  of  our  series,  a 
large  piece  of  brass  lying  in,  the  vitreous 
could  be  seen  with  the  slit  lamp  and  ophthal- 
moscope. Posterior  section  of  the  sclera  was 
made  and  forceps  introduced  into  vitreous. 
Through  the  pupil  we  could  see  the  foreign 
body  and  the  forceps  and  were  able  to  grasp 
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and  extract  the  piece  of  brass.  Recovery 
was  uneventful.  Four  months  later  the  eye 
was  entirely  quiet.  (See  illustration  for  lo- 
calization by  x-ra\  and  size  of  foreign  body.) 

A recent  case  of  Shahan  suggests  the  pos- 
sibility that  in  those  cases  where  the  vit- 
reous liquifies,  an  incision  can  be  made  large 
enough  to  let  the  fluid  out  without  damag- 
ing the  base.  The  fluid  mass  containing  cop- 


later the  globe  had  rounded  out.  Three  or 
four  weeks  later  the  coretx  filled  the  an- 
terior chamber  to  a point  where  a secondary 
glaucoma  developed.  It  was  necessary  again 
to  open  the  eye,  and  again  it  caved  in  and 
the  globe  collapsed.  The  mass  of  cortex  was 
worked  out  and  the  eye  again  filled  with 
normal  saline.  Final  vision  was  20/15.  It 
is  still  a good  eye  after  one  year. 


Fig.  1.  W.  J.  M.,  injured  June  22,  1924.  Examinatoin  of  right 
eye  on  June  26  showed  perforating  wound  of  sclera  on  nasal  side 
about  IV2  mm.  from  limbus.  Anterior  chamber  normal;  lens  slight- 
ly cloudy;  hemorrhage  into  vitreous;  fundus  not  visible;  vision — • 
fingers  at  4 feet.  X-ray  showed  large  foreign  body,  measuring 
9x2x4  nun.,  in  vitreous  chamber,  one  extremity  close  to  sclera  of 
temporal  side.  On  June  26  incision  was  made  through  sclera,  over 
end  of  foreign  body;  it  was  fiund  ito  be  non-magnetic  and  was  re- 
moved with  forceps,  proving  to  be  a particle  of  brass.  On  August 
14  patient  was  discharged;  eye  was  quiet;  no  changes  in  cornea 
or  lens;  massive  opacities  in  vitreous;  upper  part  of  fundus  could 
be  indistinctly  seen;  vision — hand  movements  at  one  foot.  Com- 
ment.— Localization  of  this  fragment,  so  that  scleral  incision  could 
be  made  over  one  end  of  it,  made  possible  its  removal  without 
further  trauma.  It  is  very  unusual  to  remove  so  large  a non-mag- 
netic foreign  body  from  the  globe  and  still  preserve  any  vision, 
or  even  to  preserve  the  eye  for  cosmetic  value. 


per  or  copper  solution  is  allowed  to  run  out 
and  the  eye  may  be  saved. 

The  case  was  that  of  a patient  aged  fifty- 
one,  who  had  only  one  eye  and  in  the  vit- 
reous was  a piece  of  copper.  An  incision 
was  made  in  the  cornea  as  usual,  but  before 
that  was  completed  the  vitreous  began  to 
flow  out.  The  incision  was  completed  and 
the  globe  caved  in.  The  lens  nucleus  was 
removed  with  a loop.  The  wound  gaped. 
He  filled  the  anterior  chamber  with  normal 
saline  solution,  thinking  the  eye  was  lost. 
When  the  bandage  was  removed  four  days 


The  copper  may  be  absorbed,  as  in  Green’s 
case,  where  the  copper  could  be  seen  in  the 
vitreous  by  the  ophthalmoscope  and  in  eigh- 
teen months  had  entirely  disappeared. 

Occasionally  copper  is  spontaneously  ex- 
truded from  the  vitreous. 

Jacquean  reports  a case  of  copper  wire 
one  centimeter  long  in  the  vitreous.  An  at- 
tempt at  extracting  was  unsuccessful.  Ten 
months  later,  when  the  eye  was  entirely 
calm,  the  wire  pierced  the  end  of  the  old  in- 
cision and  was  easily  removed. 

Mock  saw  a piece  of  copper  wire  which 
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followed  periods  of  slight  irritation,  escaped 
through  the  sclera  and  was  found  lying  un- 
der the  conjunctiva  eight  months  later. 

Halvez  cites  two  cases  of  spontaneous  es- 
cape of  copper  particles  from  the  vitreous. 

Proun  observed  a case  ^there  a piece  of 
copper  in  the  vitreous,  nine  months  later 
was  protruded  through  the  sclera. 

The  results  in  our  series  of  thirty-seven 
cases  are  as  follows: 

Nineteen  eyes,  or  fifty-one  per  cent,  were 
enucleated.  Of  these,  sixteen  were  removed 
during  the  first  month  and  three  at  later 
dates.  In  one  case,  sympathetic  ophthalmia 
developed  and  the  eye  had  to  be  enucleated. 

Eighteen  eyes  were  saved.  Copper  was 
removed  from  four  of  these: 

a.  One  from  anterior  chamber 

b.  One  from  the  lens 

c.  One  from  the  ciliary  body 

d.  One  from  the  vitreous 

Copper  was  retained  in  fourteen  cases: 

a.  In  anterior  chamber — 3 

b.  In  lens  — 2 

c.  In  vitreous  — 9 

The  vision  was: 

1 case  with  20/20 

3 cases  with  15/20 

3 cases  with  15/30 

1 case  with  15/70 

2 cases  with  15/100 

In  four  cases  there  was  no  record  of 

vision. 

So  we  see  that  over  fifty  per  cent  of  eyes 
injured  by  copper  are  lost.  Now  what  can 
be  done  to  prevent  this  great  loss  of  eyes? 

First,  we  must  prevent  such  accidents. 
Most  of  them  are  due  to  the  explosion  of 
percussion  caps.  Persons  using  them  must 
be  instructed  as  to  their  danger  and  warned 
not  to  leave  them  around  indiscriminatelv 
where  children  can  find  them. 

Second,  there  is  great  need  for  further 
research  as  to  the  chemical  action  of  copper 
on  the  eye.  Who  knows  but  in  the  near 
future  we  may  be  able  to  neutralize  the  cor- 
rosive action  of  copper  bv  the  injection  of 
certain  chemicals  into  the  eye,  and  thus 
save  many  eyes  which  now  are  lost. 

BRIEF  OP  CASES 

I.  W.  V..  age  6.  Injured  Oct.  15.  1903,  by  the  ex- 
plosion of  a percussion  cap. 

O.  S.  was  so  badly  damaged  that  immediate 
enucleation  became  necessary.  The  vitreous  con- 
tained a piece  of  copper  3 by  2 mm.,  surrounded 
by  a pus  focus. 

.0.  D.  In  the  cornea  were  imbedded  two  particles 
of  copper  which  were  removed.  There  was  a pene- 
trating wound  at  the  temporal  sclero-corneal  mar- 
gin. with  a coloboma  of  the  underlying  iris.  There 
was  also  a penetrating  corneal  wound  to  the  nasal 
side,  with  a corresponding  coloboma  of  the  iris. 
Traumatic  cataract.  Cataract  was  removed.  With 
a plus  12,  vision  was  20/30. 

May  12  1918,  states  the  eye  has  caused  him  no 
trouble.  The  x-ray  shows  a foreign  body  in  the  vit- 
reous. Vision  with  correction  was  20/20. 

II.  27-5496.  F.  M.  Age  12.  Seen  July  28,  1910. 


Six  weeks  before,  received  an  injury  to  the  left  eye 
by  explosion  of  percussion  cap.  At  corneo-scleral 
margin,  on  nasal  side,  is  showing  a perforating 
wound  3 mm.  in  length.  Pupil  occluded.  Iris  drawn 
tightly  to  area  of  wound.  Due  to  tension  on  the 
iris  it  has  become  veil-like  in  appearance  and.  in 
places,  separation  of  the  iris  is  found.  Lens  and 
intra-ocular  structures  cannot  be  seen.  Piece  of 
copper  3 by  6 mm.  imbedded  in  ciliary  body,  was 
removed  on  July  29.  1910.  Enucleation  advised 
should  the  eye  become  irritable. 

III.  28-5518.  M.  M.  Seen  August  4,  1910.  Struck 
in  left  eye  by  a piece  of  copper  rivet,  cutting  lower 
lid  and  penetrating  cornea  on  nasal  side.  Wound 
4 by  5 mm.  Iris  prolapsed.  Anterior  chamber  filled 
with  blood  clot  and  pus.  Marked  edema  of  con- 
junctiva. No  light  perception.  On  August  11th. 
eye  enucleated.  Foreign  body  surrounded  by  pus 
in  vitreous. 

IV.  33-6697.  M.  A.  Age  13.  On  December  8,  1911. 
while  playing  with  percussion  cap.  exploded  same 
with  lighted  candle.  The  left  eye  shows  a perforat- 
ing wound  of  the  lower  lid  and  a perforating  wound 
of  the  sclera  8 mm.  below  corneo-scleral  margin. 
Globes  lightly  flattened  at  point  of  injury.  Pupil- 
lary area  clear,  oval  in  shape;  no  vision.  Eye  re- 
mained quiet.  Copper  probablv  retained  in  vitreous. 

V.  33-6698.  R.  A.  Age  13.  On  Dec.  8.  1911,  ex- 
ploded a percussion  cap  by  a lighted  candle.  The 
right  eye  shows  at  the  corneo-scleral  margin  on 
nasal  side,  marked  ciliary  injection.  Occluded  pupil 
on  nasal  side.  Enucleated. 

The  left  eye  shows  a piece  of  copper  imbedded 
deep  in  corner  in  lower  outer  quadrant.  Piece  of 
copper  lodged  in  lens,  which  is  opaque.  Lens  mat- 
ter and  copper  extracted.  Vision,  with  plus  13.  is 
15/20. 

VI.  35-7100.  P.  G.  Seen  on  July  12,  1912.  Placed 
a brass  rifle  shell  on  muzzle  of  a rifle  and  fired. 
Examination  showed  wound  of  the  cornea  extend- 
ing from  the  center  of  the  pupil  to  sclero-corneal 
margin  and  dividing  iris  and  injuring  lens.  Lens 
opaque.  Vision,  light  perception.  Magnet  applied 
with  no  results.  X-ray  shows  foregin  body  located 
in  vitreous. 

Right  eye  normal.  Vision  20/20. 

VII.  33-6691.  M.  M.  Seen  on  December  31,  1912. 
On  Dec.  8th  placed  candle  on  post  on  which  was  a 
percussion  cap.  Explosion  followed.  Pieces  of  cop- 
per found  on  various  parts  of  body. 

Examination  of  left  eye  shows  a superficial 
wound  of  the  cornea  on  the  temporal  side.  No  evi- 
dence of  injury  to  the  iris  or  lens.  The  vitreous 
chamber  shows  a large  floating  mass  of  a greenish 
tint.  No  fundus  reflex.  No  vision.  Eye  quiet.  Enu- 
cleation advised  should  irritation  set  in. 

VIII.  40-8230.  S.  W.  Age  8.  Seen  on  Oct.  7.  1913. 
while  at  play,  exploded  percussion  cap. 

Examination  of  the  right  eye  shows  perpendicu- 
lar division  of  the  cornea  extending  into  the  sclera 
above  and  below.  Anterior  chamber  filled  with 
blood  clot.  X-ray  shows  foreign  body  in  vitreous. 
On  Oct.  9th  pus  appeared  in  the  wound.  Eye  enucle- 
ated. Two  pieces  of  copper  found  in  vitreous.  Vit- 
reous disorganized  and  filled  with  blood  clot.  The 
erystalTne  lens  was  absent. 

IX.  42-8559.  F.  J.  Seen  on  Jan.  19.  1913.  Spring- 
ing hole  in  mine  struck  in  right  eye  by  foreign 
body.  No  pain.  On  second  day  noticed  irritation 
and  secreting.  On  evening  of  second  day  first  no- 
ticed decided  disturbance  of  vision.  Conjunctival 
and  ciliary  injection.  Cornea  clear.  Iris  dark.  Left 
iris  gray.  State  formerly  both  eyes  were  gray.  Pu- 
pil irregular.  Posterior  synechiae.  Lens  clear.  Red 
reflex  in  vitreous.  Probably  hemorrhage.  Tension 
minus.  Vision,  counts  fingers  at  eight  inches.  X- 
ray  shows  foreign  body  in  vitreous.  Foreign  body 
changes  position  on  movement  of  eye.  Magnet  ap- 
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plied  giving  negative  results.  Eye  enucleated  Jan. 
23.  Examination  revealed  piece  of  copper  6 by  4 
mm.  in  vitreous,  focus  of  pus,  large  blood  clot  and 
detached  retina  above. 

X.  44-8876.  R.  S.  Age  10.  Seen  April  7,  1014.  On 
Feb.  24  injured  right  eye  by  explosion  of  a percus- 
sion cap.  Vision  remained  good  for  eighteen  days 
after  injury.  Externally  eye  showed  no  inflamma- 
tion. No  pain.  No  photophobia  or  lachrymation. 

Examination  of  right  eye  has  appearance  of  be- 
ing slightly  smaller  than  left.  Pupil  reacts  normal- 
ly to  light  and  accommodation.  Tension  minus. 
Opacity  cornea  below  pupil.  Scar  of  sclera  10  mm. 
below  corneo-scleral  margin.  Anterior  chamber  nor- 
mal. Lens  clear.  No  vitreous  opacities.  The  entire 
fundus  has  a changeable  appearance.  The  disc  is 
slightly  swollen  and  margin  blurred,  the  region  of 
the  muscle  appears  pale*  wtih  deep  pigmentation 
on  temporal  side.  Foreign  body  passed  through 
glot'e  and  lodged  in  the  soft  tissue  of  the  orbit 
Foreign  body  not  removed. 

Left  eye  normal. 

XI.  44-8896.  A.  L.  Age  25.  Seen  April  22,  1914. 
Eight  days  ago  on  way  to  motion  picture  show 
wind  blew  a foreign  body  into  left  eye.  Rubbed 
eye  and  it  became  inflamed  at  once.  On  May  5. 
1913,  was  in  mine  explosion  and  received  injury  to 
right  eye  and  slight  injury  to  left  eye. 

Examination  of  left  eye  shows  congestion  lach- 
rymation and  photophobia,  small  piece  of  copper 
imbedded  in  cornea  near  lower  scleral  margin. 
Large  piece  of  copper  10  by  4 mm.  floating  in  low 
er  anterior  chamber.  Lower  half  of  cornea  cloudy. 
Pupil  6 mm.  Responds  normally  to  light.  Lens 
opacities.  Though  a keratome  incision  the  foreign 
body  was  removed  from  anterior  chamber.  Eye  re- 
mained quiet.  Lens  not  extracted. 

Right  eye  shows  a foreign  body  deep  in  cornea 
just  above  center.  Many  opacities  of  the  cornea. 
Traumatic  iridectomy  in  lower  nasal  quadrant. 
Lens  opaque  and  partially  absorbed.  Sept.  6,  1916. 
lens  capsule  incised.  Vision,  with  plus  9.  is  5/10. 

XII.  44-9094.  J.  B.  Age  53.  Seen  Dec.  10,  1916. 
One  month  ago  building  camp  fire,  a percussion 
cap  exploded  on  ground,  foreign  body  striking  left 
eye.  Vision  lost  immedaitely.  Marked  ocular,  su- 
praorbital and  occipital  pain.  Left  eye  shows  con- 
gestion; perforation  in  lower  half  of  cornea,  at 
which  point  is  located  an  ulcer.  Entire  cornea  hazy. 
Discolored  iris.  Two  small  pieces  of  copper  on 
iris  surface.  X-ray  shows  foreign  body  in  posterior 
part  of  vitreous  chamber. 

Right  eye  shows  no  evidence  of  injury. 

Dec.  13,  1914,  left  eye  was  enucleated.  Pus  and 
piece  of  copper  found  in  vitreous. 

XIIT.  51-9879.  F.  B.  Age  46.  Seen  on  March  25, 

1916.  While  shoveling  coal  into  a furnace,  there 
was  an  explosion,  presumably  a percussion  cap. 

Examination  of  the  lerf  eye  shows  the  conjunct! 
val  and  ciliary  vessels  full.  Perforating  wound  of 
the  cornea  in  lower  segment,  about  2 mm.  long. 
Wound  of  iris  margin  below  corneal  wound.  Blood 
clot  in  anterior  chamber.  Lens  opaque.  X-ray  re- 
veals foreign  body  on  floor  of  vitreous  chamoer. 
April,  1916,  left  eye  enucleated.  Piece  of  copper 
2%  by  2y2  mm.  found  in  vitreous  chamber. 

Right  eve  normal. 

XIV.  52-10785.  M.  O.  Seen  Oct.  3 1916.  Was 

working  in  a mine  at  3 p.  m.  Went  to  the  surface 
where  he  had  a fire,  upon  wh:ch  he  placed  a small 
piece  of  wood  and  about  five  minutes  later  an  ex- 
plosion occurred.  Immediate  loss  of  vision  of  left 
eye. 

The  left  eye  shows  ciliary  and  conjunctival  ves- 
sels full.  Several  corneal  scars.  Three  small  parti- 
cles of  copper  on  cornea.  Lens  hazy,  through  which 
red  reflex  is  seen  and  through  which  foreign  body 
probably  passed.  Coloboma  of  iris.  Anterior  cham- 


ber normal.  Color  of  iris  equal  in  both  eyes.  Pupil 
irregular.  Two  posterior  synechiae,  uveal  pigment 
deposits  on  anterior  capsules  of  lens.  Large  white 
exudate  area  over  mascula  is  a round  coloboma  of 
the  choroid  with  margins  sharp  and  surrounded  by 
dark  ring.  About  2 mm.  anterior  to  coloboma  is  a 
light  pink  colored  body  of  dumbbell  shape,  which 
may  be  shreds  of  tissue.  Vision  15/30.  Right  eye 
normal. 

XV.  56-11447.  T.  M.  Age  21.  Seen  on  Dec.  21, 

1916.  Both  eyes  injured  as  a result  of  a percussion 
cap  explosion. 

O.  D.  shows  a small  pterygium  extending  1 mm. 
into  the  corneal  surface.  Moderate  conjunctival  and 
pericorneal  injection.  Cornea  studded  with  a num- 
ber of  scars,  pin-head  and  pin-point  in  size.  There 
are  also  large  numbers  of  minute,  deeply  buried, 
foreign  bodies  in  corneal  structures.  Several  for- 
eign bodies  of  copper  lying  in  anterior  chamber.  O. 
D.  vision,  15/30. 

O.  S.  condition  in  all  particulars  similar  to  O.  D. 
Foreign  bodies  deeply  buried  in  cornea.  Pterygium 
smaller  than  in  O.  D.  All  intra-ocular  structures 
normal.  Lens  clear.  Vision.  O.  S.,  15/20.  Patient 
returned  home. 

XVI.  53-11002.  S.  J.  M.  Age  32.  Seen  Feb.  9.  1917. 
On  Dec.  12,  1916.  explosion  of  percussion  cap  in- 
jured both  eyes. 

O.  D.  enucleated  by  Dr.  Wales. 

Patient’s  O.  S.  was  not  injured  at  time  of  acci- 
dent. No  history  of  previous  injury.  Vision  has  al- 
ways been  good.  Examination  shows  lids  normal. 
Pupil  reacts  to  light  and  accommodation.  No  full- 
ness of  bulbar  vessels.  Cornea  shows  an  opacity 
just  over  temporal  pupillary  margin.  Two  small 
pieces  of  copper  imbedded  deep  in  cornea.  The 
lens  show  a small  opacity  on  temporal  side.  The 
lens  opacity  has  several  ray-like  striations.  In  the 
lens  opacity  can  be  seen  imbedded  a piece  of  cop- 
per. Patient  told  to  return  home  until  such  time 
as  cataract  is  operable.  Vision,  15/70. 

XVII.  55-11340.  F.  L.  Age  43.  Seen  April  25,  1917. 
Six  months  previous  while  holding  percussion  cap 
in  hand,  fell,  exploding  the  cap.  injuring  both  eyes. 

O.  D.  enucleated. 

O.  S.,  light  perception  only.  Has  corneal  wound 
at  nasal  margin.  Pupil  oval  and  displaced  to  nasal 
s:de.  Active  to  light  above  only.  Posterior  syne- 
chia on  temporal  side  and  below.  Lens  opaque. 
April  28th.  iridectomy  and,  on  June  19.  lens  ex- 
tracted. July  13.  discission  papillary  membrane. 
April  5.  1919.  v;sion  9/200.  with  correction.  Still 
carries  piece  of  copper  in  globe. 

XVIII.  57-11662.  W.  L.  Age  33.  Seen  July  24, 

1917.  Two  days  before,  percussion  cap  exploded, 
filling  left  forearm,  face  and  left  eye  with  rock  and 
pieces  of  copper.  Vision  immediately  lost.  Pain  not 
severe  since  injury. 

O.  S.  vision  normal.  Marked  conjunctival  and 
ciliary  injection.  Punctured  wound  at  solero-cor- 
neal  margin  on  nasal  side  just  above  horizontal 
meridian  in  which  is  presenting-  iris  or  uvea.  Cor- 
nea clear  except  wound  in  inferior  nasal  quadrant. 
Hemorrhage  in  anterior  chamber.  Ir's  darker  than 
fellow  eye.  Pupil  dilated  and  pear-shaped.  Lens 
opaque.  Fundus  not  visible.  Vision,  light  percep- 
tion only.  Tension  minus.  July  25,  1917,  O.  S.  enu- 
cleated. Pieces  of  copper  removed  from  fundus  at 
optic  nerve. 

O.  D.  normal  appearance.  Vision  20/20. 

XIX.  61-12446.  F.  S.  Age  48.  Seen  March  29. 

1918.  Blasted  in  August,  1917.  Large  number  of 
foreign  bodies  deeply  buried  in  cornea  of  both  eyes. 
O.  D.  One  cooper  foreign  bodv  in  lower  angle  of 
anterior  chamber.  Lens  opacities.  Pterygium  on 
nasal  side  4 mm.  on  thecornea.  Vision  15/200  low- 
er field  only. 

O.  S.  Corneal  opacities  and  foreign  bodies.  For- 
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eign  body  deep  in  anterior  chamber.  Pupil  occlud- 
ed and  iris  bornbd.  Light  perception  only.  Eye  very 
painful  and  marked  irritability.  April  5.  1918.  O.  S. 
enucleated. 

XX.  V.  A.  Injured  Nov.  18,  191S,  by  blasting  cap. 
Left  eye  destroyed  and  right  eye  has  developed 
cataract.  Seen  Feb.  25,  1919. 

O.  S.  Globe  destroyed  and  atrophic. 

O.  D.  Periphery  of  cornea  hazy,  and  to  temporal 
side  of  pupillary  area  small  particle  of  copper.  Lens 
clear  and  no  evidence  of  cataract.  Vitreous  tilled 
with  dense  opacities,  fundus  details  not  visible.  Su- 
perior nasal  quadrant  dark  mass,  blood  clot  or  de- 
tached retina.  Has  tubular  vision  only,  with  vision 
for  distance  equal  to  15/20.  Foreign  body  localized 
in  globe;  not  magnetic  and  probably  copper. 

Left  eye  enucleated  to  protect  right  from  sympa- 
thetic irritation.  Prognoss  guarded  as  to  continued 
integrity  of  right  eye. 

XXI.  64-12124.  O.  B.  B.  Age  10.  Seen  Nov.  19, 

1918.  Twenty-four  hours  before,  a dynamite  cap 
exploded  in  the  hands  of  a companion.  Filled  right 
side  of  face  with  copper  particles. 

O.  D.  conjunctival  and  ciliary  injection.  Anterior 
chamber  filled  with  a blood  clot.  Traumatic  iridec- 
tomy. Nov.  21,  O.  D.  enucleated.  Two  pieces  of 
copper  found  in  vitreous,  surounded  by  a pus  focus. 

XXII.  64-12210.  E.  E.  Age  7.  Injured  Jan.  17. 

1919,  by  the  explosion  of  a percussion  cap. 

O.  D.  Perforating  wound  of  cornea;  small  par- 
ticles of  copper  in  the  wound.  Blood  clot  in  anterior 
chamber. 

Traumatic  iridectomy  underlying  corneal  wound. 
Slight  photophobia.  Globe  soft.  Eye  enucleated 
four  days  after  injury.  Small  piece  of  copper  in 
vitreous,  surrounded  by  a pus  focus. 

XXIII.  65-13358.  V.  A.  Age  46.  Seen  Feb.  26, 
1919.  Injured  by  blasting  cap. 

O.  S.  Penetrating  wound  of  cornea.  Hemorrnage 
in  anterior  chamber.  X-ray  shows  two  foreign 
bodies  in  vitreous.  No  light  perception.  O.  S.  was 
later  enucleated. 

O.  D.  Small  piece  of  copper  in  conjunctiva  and 
cornea.  Upper  half  of  fundus  not  visible.  Vitreous 
filled  with  dense  opacities.  Red  reflex  visible  on 
temporal  side.  Two-thirds  superior  nasal  quadrant 
is  dark.  Possible  retinal  detachment.  Corneal  peri- 
phery hazy.  Vision  15/20.  Field  contracted  (tubu- 
lar).  Fore'gn  body  in  vitreous. 

XXIV.  65-13360.  E.  E.  Age  20.  Seen  Feb.  26. 
1919.  On  Dec.  9.  1918.  percussion  cap  exploded 
causing  temporary7  blindness  in  right  eve.  In  hos- 
pital few  days  and  vision  returned.  Went  to  work. 

Examination  of  O.  D.  shows  sBght  conjunctival 
and  ciliary  congestion.  Small  opac:ty  of  the  cornea 
on  nasal  side  4 mm.  from  corneo-scleral  junction. 
Pupil  3 mm.,  reacts  normally  to  lisrht  and  accom- 
modation. Large  uveal  pigment  on  anterior  cau- 
sule.  Vitreous  cloudy.  X-ray  shows  foreign  body 
in  vitreous.  Eye  quiet  on  Mar.  3.  1919.  Advised 
enucleation  should  eve  become  irritable.  Arision 
15/100. 

O.  S.  Normal.  Vision  20/20. 

XXV.  69-14100.  O.  D.  Exploson  Oct.  11.  1919.  in- 
juring O.  S.  Marked  redness  and  edema  of  bul- 
bar conjunctiva.  Incised  and  lacerated  corneal 
wound  extending  transversely7  through  and  across 
cornea,  to  and  through  temporal  limbus  and  ciliary 
region  out  into  sclera.  Also  perpendicular  wound 
of  cornea  about  center  of  transversal  wound.  Lens 
extruded.  Enucleation.  Oct.  14,  1919.  Piece  of  cop- 
per found  lying  in  a purulent  focus  in  vitreous,  in 
locality  shown  by  X-ray. 

XXVI.  83-16934.  F.  N.  Age  22.  Seen  May  16,  1922. 
Injured  in  mine  blast  May  15.  1922. 

O.  D.  wound,  outer  one-third  of  upper  lid.  Nu- 
merous small  wounds  over  entire  cornea.  Wound 


of  conjunctiva  6 mm.  below  sclero-corneal  margin. 
Divulsion  of  root  of  iris  in  superior  temporal  quad 
rant.  Numerous  glistening  foreign  bodies  (copper) 
on  iris  on  nasal  side.  Small  hemorrhage  into  an- 
terior chamber.  Hemorrhage  into  vitreous.  Lens 
clear.  June  17,  vision  15/50.  Eye  quiet. 

O.  S.  entirely  destroyed  by  large  crucial  wound 
of  cornea  involving  entire  cornea  perpendicularly 
and  horizontally,  and  extending  into  sclera.  No 
light  perception.  Enucleated  June  5.  1922. 

XXVII.  L.  C.  Age  8.  Examined  June  30,  1922. 
At  five  y7ears  of  age,  shot  gun  shell  exploded  near 
him.  Did  not  notice  injury.  One  week  ago  noticed 
that  right  eye  was  blind. 

O.  D.  shows  wound  of  iris  and  cataract.  Vision, 
hand  movements.  Eye  quiet.  X-ray  localizes  for- 
eign body  in  vitreous,  probably  copper. 

XXVIII.  E.  C.  C.  Examined  July  13,  1923.  Injured 
16  years  ago  by  the  explosion  of  a percussion  cap. 
Both  eyes  injured.  Vision  in  O.  D.  lost.  Vision  in 
O.  S.  was  sufficient  to  get  about. 

O.  D.  globe  atrophied.  Occluded  pupil. 

O.  S..  parts  of  lens  opaque.  Posterior  synechiae 
below.  Slight  pupillary  reaction.  Fundus  reflex 
seen  through  clear  portion  of  pupil.  X-ray7  shows 
foreign  body  in  vitreous,  probably  copper. 

XXIX.  88-18019.  G.  B.  Age  15.  Percussion  cap  ex- 
ploded three  days  before. 

O.  D.,  large  punctured  wound  of  cornea  near 
nasal  limbus,  perforating  wound  of  iris,  lens  opaque. 
Traumatic  iridectomy.  X-ray  shows  foreign  body  in 
vitreous.  No  light  perception. 

O.  S.  scleral  wound  on  nasal  side.  Hemorrhage 
into  vitreous.  X-ray  shows  foreign  body  in  vitreous. 
Nov.  28.  1923.  counts  fingers  at  distance  of  one 
foot.  Eye  quiet. 

XXX.  92-18917.  W.  J.  M.  Age  24.  Seen  June  27. 
1924.  While  chipping  a brass  plug,  foreign  body 
struck  right  eye. 

O.  D.,  conjunctival  vessels  slightly  full.  Large 
perforating  wound  of  the  sclera  on  nasal  side.  2 
mm.  from  sclero-corneal  margin.  Wound  of  cili- 
ary7 body.  Anterior  chamber  normal.  Lens  slight- 
ly cloudy.  Hemorrhage  into  vitreous.  Large  for 
eign  body  can  be  seen  lying  back  of  lens  in  vit- 
reous. Foreign  body  removed  with  forceps  through 
scleral  incision.  Aug.  14,  1924.  patient  discharged. 
Eye  quiet.  Massive  vitreous  ooacities.  Vision,  hand 
movements  at  one  foot.  Sept.  9.  1924.  eye  quiet. 
Vision  as  above. 

O.  S..  vision.  20/20. 

XXXI.  96-19524.  T.  A.  Age  24.  Seen  Dec.  23,  1924. 
Both  eves  injured  by  explosion  of  a percussion  cap. 

O.  S..  conjunctival  and  pericorneal  injection. 
Piece  of  copper  in  cornea.  Lens  opaque  and  swol- 
len. Scleral  wound  over  ciliary  body  on  nasal  side. 
X-ray7  shows  foreign  body  in  vitreous,  density7  of 
copper.  Magnet  gives  negative  results. 

O.  D„  peice  of  copper  lodged  in  Uns  which  can 
be  seen  with  the  ophthalmoscope.  X-ray7  negative. 
Jan.  9.  1926.  ey7es  found  in  excellent  condition. 

XXXII.  97-19819.  H.  L.  C.  Miner.  31  years  of  age. 
April  11.  1925,  dymamite  cap  explosion.  Incised 
wound  verticallv  through  center  of  cornea.  Tins  pro- 
lapsed. Anterior  chamber  filled  wtih  blood.  His- 
tory indicates  copper.  Eye  enucleated  April  15.  as 
it  was  imposs:ble  to  remove  foreign  body.  Copper 
foreign  body  found  in  position  shown  bv  x-rav. 

XXXIII.  M.  N.  Age  12.  On  Aug.  5 1925.  exploded 
n dynamite  cap.  Struck  in  eye  bv  flying  particle, 
vtound  of  entrance  at  inferior  sclero-corneal  junc- 
tion. traumatizing  iris,  making  a large  irregular 
’■:dectomv.  Lens  opaque.  X-ray  shows  foreign  body 
’u  vitreous.  Magnet  gave  no  response.  Advised 
enucleation,  which  was  not  accepted. 

XXXIV.  97-19790.  S.  C.  Age  32.  Seen  Mav  2. 
1995.  Iu  a blast  April  21,  1925. 

The  right  eye  has  posterior  synechiae  on  tern- 
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poral  and  nasal  side.  Lens  opaque.  Innumerable 
large  and  fine,  superficial  and  deep,  corneal  foreign 
bodies.  Vision  4/200. 

The  left  eye  shows  vessels  of  the  cornea.  Many 
deep  and  superficial  foreign  bodies.  Pupil  small: 
posterior  synechiae.  Lens  opaque.  Vision,  light  per- 
ception. 

April  7.  O.  S.  enucleated.  Copper  found  in  vit- 
reous. May  6,  O.  D.,  extracted  flocculent  lens  ma- 
terial. June  11,  capsulotomy.  June  15,  vision 
15/100. 

XXXV.  100-20365.  M.  N.  Age  12.  Seen  Aug.  8. 
1025.  Five  days  before,  while  playing  with  percus- 
sion cap  same  exploded.  O.  D.,  ragged;  traumatic 
iridectomy.  Wound  of  entrance  'inferior  sclero-cor- 
neal  margin.  Lens  opaque.  X-ray  shows  foreign 
body  in  vitreous  chamber.  Magnet  gives  negative 
results.  Enucleation  advised,  which  was  refused  by 
father. 

XXXVI.  103-20865.  Miner,  age  IS.  Arizpe,  Sonora. 
Mexico.  Struck  blasting  cap  with  pick,  Dec.  26. 
1925. 

Bulbar  and  conjunctival  vessels  injected. 

Lens  opaque.  Traumatic  cataract.  Wound  in  cen- 
ter of  cornea  with  tag  of  tissue  down  to  surface  of 
lens,  where  foreign  body  entrance  into  lens  can  be 
seen.  Minute  particles  of  copper  in  depths  of  cor- 
neal tissue.  Eye  continued  inflamed  and,  on  Jan. 
26.  was  enucleated  and  irregular  piece  of  copper. 
iy2  by  2y2  mm.  in  size,  found  in  posterior  part  of 
vitreous  surrounded  by  a green  copper-stained  pus 
focus. 

XXXVII.  10S-21797.  M.  D.  Age  7.  Dynamite 
cap  exploded,  probably  by  himself. 

O.  D.  Deep  lacerations  of  both  lids.  Powder 
burns  about  the  right  cheek.  Upper  lid  edematous. 
Bulbar  conjunctiva  congested.  Incised  wound  of 
sclera  4 mm.  behind  limbus,  iy2  by  1 y2  in  con- 
junctiva. Possible  that  sclera,  is  also  involved. 
Punctured  deep  cut  in  cornea  in  pupillary  area, 
1 mm.  in  diameter.  Anterior  chamber  cloudy.  Me- 
dia so  cloudy  that  lens  and  fundus  cannot  be  seen. 
Nov.  18,  1926,  O.  D.  enocleated. 


BOOK  REVIEWS 

(O.  H.  BROWN,  Associate  Editor) 

Bronchoscopy  and  Esophagoscopy — A Manual  of 
Peroral  Endoscopy  and  Laryngeal  Surgery,  by  Chae- 
valier  Jackson,  M.  D„  Sc.  D.,  LL.  D..  F.  A.  C.  S.. 
professor  of  bronchoscopy  and  esophagoscopy. 
Graduate  School  of  Medicine.  University  of  Medi- 
cine, etc.;  second  edition,  reset;  octavi  of  457  pages 
with  179  illustrations;  10  color  plates;  W.  B.  Saun- 
ders Company;  1927;  cloth.  S8.00  net. 

When  the  master  writes  there  is  little  for  a “lit- 
tle one’’  to  do  but  to  admire  and  compliment.  Rel- 
atively few  physicians  do  bronchoscopy  and  esopha- 
goscopy and  yet  the  first  edition  of  this  book  was 
exhausted  between  1922  and  the  present  year. 

This  book  is  designed  to  present  working  funda- 
mentals in  regard  to  the  knowledge  of  today  on 
the  subject  of  bronchoscopy  and  esophagoscopy  and 
foreign  bodies  in  the  bronchi  trachea,  esophagus, 
etc.  All  unessentials  for  a working  manual  are 
omitted. 

The  cuts  are  beautifully  reproduced  and  the  notes 
explaining  the  illustrations  are  particularly  helpful 
in  making  them  display  their  meanings. 


A Textbook  of  Psychiatry  for  Students  and 
Graduates  in  Schools  cf  Nurs’ng;  by  Arthur  P. 

Noyes,  first  assistant  physician,  Saint  Elizabeth 
hospital;  The  MacMillan  Company;  New  York; 
1927. 


This  is  a splendid  text  upon  psychiatry,  for  nurs- 
es. It  can  be  read  by  most  physicians  with  profit. 

Noyes  has  a free,  easy  style  of  presenting  his 
subject.  He  classifies  it  simply.  The  types  of  in- 
sanity are  discussed  in  a way  so  that  the  untutored 
mind  may  readily  derive  a fair  understanding  of 
them.  His  preliminary  chapters  upon  the  devel- 
opment, purpose,  structure  and  function  of  the 
mind,  and  the  body  of  the  book  dealing  with  the 
types  of  mental  aberration,  are,  in  reality,  preface 
to  the  last  three  chapters,  to-wit:  Care  and  Man- 
agement of  the  Psychotic,  The  Nurse  and  her  Pro- 
fessional Relations  and  Mental  Hygiene  and  Social 
Psychiatry. 

The  work  of  the  publishers  deserves  commenda- 
tion. The  author  makes  the  common  mistake  of 
using  the  word  people  when  persons  are  intended 
and  would  serve  preferably.  On  page  89,  fourth 
paragraph,  the  letter  “a”  is  omitted  from  the 
word  hyperamnesia.  On  page  212.  fifth  line  of  the 
second  paragraph,  the  letter  “e”  is  left  off  the 
word  those. 


Applied  Biochemistry;  by  Withrow  Morse,  Ph.  D. 
(Columbia),  professor  of  physiological  chemistry 
and  toxicology,  Jefferson  Medical  College,  Philadel- 
phia; second  edition;  revised  and  reset  with  the 
cooperation  of  Joseph  M.  Looney,  M.  D.  (Harvard), 
assistant  professor  of  physiological  chemistry,  Jef- 
ferson Medical  College,  Philadelphia;  988  pages 
with  272  illustrations;  W.  B.  Saunders  Company, 
Philadelphia  and  London;  1927;  $7.00. 

This  is  the  chemical  age  of  medicine.  The  physi- 
cian who  fails  to  keep  abreast  of  the  advances 
of  physiological  chemistry,  particularly  as  applied 
in  the  practice  of  medicine,  is  indeed  antiquated; 
he  cannot  be  giving  the  best  of  service  to  his  pa- 
tients. 

One  new  book  in  the  basic  sciences,  it  has  beer 
said,  should  be  read  each  year  by  every  physician. 
I have  no  hesitancy  in  recommending  that  this 
book  be  placed  upon  that  book  shelf.  • 

Professor  Morse  says  he  wrote  this  volume  “with 
a view  of  weaving  the  woof  of  b'oehemistry  into 
the  warp  of  medicine.’’  The  preface  to  the  first 
edition  is  a literary  gem. 

The  text  of  the  book  may  be  a bit  difficult  for 
a physician  who  has  forgotten  his  chemistry,  to 
read.  Let  me  quote  from  the  preface:  “The  gods 
sell  everything  for  labor.”  I might  add:  “They 

sell  little  without  labor.”  The  time  spent  upon 
such  a work  should  bo  richly  compensated — -at  least 
in  satisfaction. 

A novel  feature  is  introduced,  to-wit:  The  lead- 
ers in  investigation  in  the  field  of  biochemistry 
are  introduced  to  the  reader  through  their  photo- 
graphs. 

The  table  of  contents  reads  much  as  one  would 
expect  it  to  read.  All  the  ordinary  subjects  are 
covered  and  their  practical  use  in  medicine  is  ex- 
plained. In  the  early  pages  there  is  a presenta 
tion  of  what  electrons  may  be  like,  with  specific 
illustrations.  The  colloidal  gold  reaction  of  the 
spinal  fluid  is  explained.  Chemical  foimulae  are 
numerous  throughout  the  book.  The  newer  knowl- 
edge upon  the  digestion  of  sugars,  proteids,  etc., 
is  given.  Thus  it  goes  through  all  the  pages. 


NEWS  ITEMS  FROM  THE  SOUTHWEST 
DR.  E.  W.  ADAMSON,  of  Douglas,  Ariz.,  re- 
cently provided  an  interesting  health  program  for 
the  Kiwanis  Club  of  that  city.  As  the  guests  of  the 
ladies  of  the  First  Presbyterian  Church,  the  op- 
portunity for  presenting  scientific  health  informa- 
tion was  good  and  full  advantage  was  taken  by  Dr. 
Adamson,  assisted  by  Dr.  Hugo  M.  Helm,  Dr.  John 
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R.  Newcomer  (dentist)  and  Mr.  A.  G.  Crouch 
(pharmacist) . 

DR.  R.  B.  DURFEE,  of  Bisbee,  Ariz.,  school 
health  director,  has  been  busily  engaged  in  the 
work  of  that  office.  The  first  task  was  the  physical 
examination  of  3000  school  children,  assisted  by  two 
school  nurses.  This  work  has  been  finished.  Along 
with  this  initial  work,  will  be  projected  a cooperative 
health  program,  enlisting  the  aid  of  teachers,  par- 
ents and  pupils  from  the  first  grade  to  the  senior 
high  school  grade.  Any  abnormalities  or  defects 
found  will  be  reported  to  the  parents  with  advice 
that  they  seek  competent  advice  as  to  correction. 

DR.  W.  J.  JOHNSON,  of  Bisbee,  Ariz.,  dentist, 
was  selected  as  president  of  the  Southwestern  Dental 
Society,  at  their  recent  annual  convention  in  Ei 
Paso.  Tucson,  Ariz.,  was  selected  as  the  place  of 
meeting  for  1928. 

DR.  EDWARD  HINDLE,  of  the  Tropical  Society 
of  Medicine  of  London,  has  been  visiting  hisi  brother 
in  Yuma,  Ariz.,  recently.  He  spoke  before  the 
Kiwanis  Club  of  Yuma  on  October  27th.  Dr.  Hindle 
has  been  for  two  years  in  China  investigating 
tropical  fevers'. 

DR.  HARRY  REESE,  of  Yuma,  Ariz.,  full-time 
health  officer  of  Yuma  county,  with  the  county 
school  nurse,  has  completed  the  survey  of  the  school 
children  and  reports  that  the  health  conditions  are 
much  better  than  they  were  last  year,  due  to  the 
cooperative  health  campaign  promulgated. 

DR.  R.  B.  DURFEE,  of  Bisbee,  Ariz.,  acting  as 
local  Red  Cross  secretary,  announces  the  creation 
of  the  office  of  community  nurse  and  the  appoint- 
ment of  Miss  Sara  A.  Vickery,  formerly  public 
health  nurse  with  the  Henry  Street  settlement  in 
New  York  City,  to  this  position.  The  local  unit  of 
the  Anti-Tuberculosis  Association  and  the  local 
chapter  of  the  American  Red  Cross  are  cooperating 
in  maintaining  this  community  nurse. 

DR.  P.  R.  OUTLAW,  assistant  city  health  officer 
of  El  Paso,  announces  the  retirement  from  the 
school  system  of  two  teachers,  one  the  principal  of 
a grade  school  and  the  other  a member  of  the  high 
school  faculty,  because  they  have  active  tuberculosis. 
The  teachers'  are  examined  yearly  and  any  who 
have  active  tuberculosis  are  retired.  Those  with  ar- 
rested tuberculosis  are  not  regarded  as  objection- 
able from  a public  health  standpoint. 

Dr.  Outlaw  also  announces  that,  in  the  future,  the 
city  ordinances  will  be  enforced  which  make  it  un- 
lawful for  any  proprietor  of  a food  establishment 
to  employ  any  person  until  a health  certificate  show- 
ing that  no  communicable  disease  exists,  is  present- 
ed. 


TYPHOID  IN  NEW  MEXICO 

The  outbreak  of  TYPHOID  FEVER  in  northern 
New  Mexico,  which  has  been  giving  the  health 
authorities  much  concern,  is  apparently  under  con- 
trol. 

Beginning  during  the  latter  part  of  the  summer, 
by  the  end  of  October,  there  had  been  twelve  cases  in 
Santa  Fe,  with  thirty  five  cases  in  Las  Vegas  and 
vicinity.  The  origin  of  the  infection  was  ascribed 
to  well  water,  by  the  state  and  county  investigators. 
Much  of  the  domestic  water  is  taken  from  private 
wells,  the  owners  of  which  have  a false  sense  of  se- 
curity in  the  use  of  this  water.  The  Old  Oaken 
Bucket  delusion  is  gradually  yielding  before  the 
advance  of  scientific  knowledge,  but  there  is  enough 
ignorance  about  the  kind  of  water  which  is  fit  to 
drink,  still  prevalent,  to  permit  such  outbreaks  as 
these  to  come  from  water.  The  heavy  rains  of  the 
past  summer  caused  seepage  into  into  many  wells 
and  turned  them  into  sewage  traps. 


The  BUREAU  OF  PUBLIC  HEALTH  of  New 
Mexico  have  been  cooperating  with  the  American 
Child  Health  Association  in  a traveling  milk  labor- 
atory. Howard  R.  Estes  of  the  Association  and  Paul 
Fox,  sanitary  engineer  of  the  Bureau,  wall  conduct 
examination  of  milk  over  the  entire  state. 

The  STATE  BOARD  OF  HEALTH  of  Arizona 
reported  a total  of  380  cases  of  contagious  disease 
in  the  state  during  October.  Of  this  number  sev- 
enteen were  poliomyelitis,  ten  were  scarlet  fever 
and  fifty  were  diphtheria.  This  figure  of  380  does 
not  include  the  cases  of  tuberculosis  reported  during 
the  month,  of  which  there  were  226,  mostly  from 
the  Veterans’  Bureau  hospitals.  A majority  of  the 
seventeen  cases  of  poliomyelitis  were  listed  from 
the  northern  counties,  the  epidemic  in  the  southern 
part  of  the  state  having  abated. 

The  BOARD  OF  MEDICAL  EXAMINERS  of 
New  Mexico,  at  their  October  meeting,  admitted 
fourteen  applicants  to  practice  medicine  in  thei  state 
and  barred  Dr.  Joseph  T.  Gaines  of  Denver,  from 
further  practice  in  New  Mexico,  on  the  grounds  of 
carrying  unprofessional  advertising  in  the  news- 
papers. The  attorney  general  is  said  to  have  ad- 
vised the  Board  that  they  had  (the  power  to  revoke 
a doctor’s'  license  to  practice  on  the  ground  of  un- 
professional conduct  and  that  it  was  within  their 
power  to  determine  what  is  unprofessional. 

DR.  ROBERT  J.  DOSTAL,  city  health  officer  of 
Jerome,  Ariz.,  has  been  waging  a campaign  in  that 
vicinity  against  diphtheria,  with  information  in 
Englsh  and  Spanish  printed  in  the  Jerome  News, 
telling  about  the  contagiousness  and  advising  the 
use  of  toxin-antitoxin  for  prevention. 

Dr.  Costal,  with  the  city  nurse,  has  projected 
the  work  of  the  city  health  department  into  almost 
every  phase  of  welfare  activity,  and  they  have  been 
actively  cooperating  with  the  school  authorities  in 
preventing  contagion  among  the  school  children. 
Monthly  inspection  of  all  the  dairies  is  made  by  the 
city  health  officer,  and  the  dairymen  give  cordial 
cooperation.  All  the  herds  have  been  tuberculin 
tested,  and  the  dairies  of  the  Verde  district  are  said 
by  Dr.  Dostal  to  be  as  good  as  any  in  the  state. 

DR.  E.  S.  MILLER,  of  Flagstaff,  Ariz.,  paid  a 
recent  visit  to  the  editor’s  office,  era  route  to  attend 
the  Scottish  Rite  convocation  in  Tucson. 

DR.  CLARENCE  GUNTER,  of  Globe,  Ariz.,  was 
a recent  visitor  in  Phoenix,  on  professional  business. 

DR.  VERNON  KENNEDY,  of  Phoenix,  Ariz.,  is 
slowly  convalescing  from  perforation  of  gastric  ul- 
cer, requiring  an  emergency  operation.  The  doctor 
had  already  regained  his  strength  following  a recent 
operation  for  acute  appendicitis,  when  the  accident 
of  this  perforation  occurred.  There  had  been  no 
previous  Symptoms  suggesting  ulcer  of  the  stomach. 

RESIDENT  PHYSICIAN  AT  ST.  JOSEPH’S 
HOSPITAL  ( PHOENIX ) 

DR.  R.  B.  RANEY,  a recent  graduate  of  Creighton 
University  School  of  Medicine,  Omaha,  Neb.,  has 
been  engaged  as'  resident  physician  for  St.  Joseph’s 
Hospital  at  Phoenix,  Ariz.,  and  has  assumed  charge 
of  this  position.  The  new  wing  for  this  hospital  has 
been  nearly  completed,  bringing  the  capacity  of  the 
hospital  up  to  173  beds.  A new  power  plant  has 
also  been  built,  furnishing  steam  heat  to  the  entire 
plant. 

DR.  ORVILLE  H.  BROWN,  of  Phoenix,  Ariz., 
(associate  editor)  has  been  confined  to  his  bed  by  a 
painful  and  dangerous  infection  in  the  nose.  This 
started  as  a furuncle  in  the  wall  of  the  nose,  finally 
breaking  inside  the  nostril.  It  occasioned  consider- 
able uneasiness  to  his  attending  physician  and 
friends,  for  several  days,  before  it  localized  and 
began  to  subside. 
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PROCEEDINGS  OF  THE  THIRTEENTH 
ANNUAL  MEETING  OF  THE  MEDICAL 
AND  SURGICAL  ASSOCIATION  OF  THE 
SOUTHWEST,  HELD  AT  EL  PASO,  TEX- 
AS, NOVEMBER  2-5,  1927 

Results  of  the  intensive  campaign  initi- 
ated by  the  President,  Dr.  Willis  W.  Waite, 
Dr.  Hugh  Crouse,  Chairman  of  the  Pro- 
gram Committee,  and  Dr.  W.  Warner  Wat- 
kins, Secretary-Treasurer  of  the  Associa- 
tion, ably  aided  by  members  of  the  El  Paso 
County  Medical  Society,  for  the  biggest  and 
best  medical  meeting  the  Southwest  has 
ever  had,  were  plainly  indicated  when  the 
meeting  convened  at  9 a.  m.  on  November 
2nd,  with  a registration  of  185  physicians 
and  surgeons  the  opening  day.  Before  the 
close  of  the  convention  the  registration  had 
reached  250. 

Applications  for  membership  were  com- 
ing in  so  rapidly  that  the  secretary  pro- 
posed to  the  Association  that  all  applicants 
whose  credentials  were  unquestioned  (mem- 
bers of  county  and  state  societies)  be  de- 
clared elected  to  membership.  Motion  was 
made  to  this  effect  and  passed  unanimous- 
ly. The  number  of  applicants  elected  to 
membership  under  this  ruling  at  this  meet- 
ing finally  reached  more  than  seventy. 

The  secretary  presented  the  expressions 
of  regret  from  Drs.  Willard  Smith  and  E. 
Payne  Palmer,  both  of  Phoenix,  at  being 
detained  from  attendance  at  this  meeting 
by  serious  illness  in  their  respective  fam- 
ilies. The  secretary  was  instructed  to  send 
telegrams  of  sympathy  and  regret  from  the 
Association  to  each  of  them. 

Other  letters  of  congratulations  from 
various  members  and  regret  at  their  inabil- 
ity to  attend  the  meeting  were  read  and 
placed  on  record. 


The  following  committees  were  announced 
by  the  President,  Dr.  Waite: 

Committee  on  Resolutions: — Dr.  G.  A. 
Bridge  (Arizona)  ; Dr.  0.  Egbert  (El  Paso)  : 
Dr.  M.  G.  Paden  (New  Mexico). 

Committee  on  By-Laws  and  Future  Meet- 
ings:— Dr.  R.  D.  Kennedy  (Arizona)  ; Dr. 
J.  I.  Butler  (Arizona)  ; Dr.  Hugh  Crouse 
(El  Paso)  ; Dr.  W.  L.  Brown  (El  Paso)  ; Dr. 
R.  0.  Brown  (New  Mexico)  ; Dr.  J.  R.  Van 
Atta  (New  Mexico)). 

Committee  assignments  were  made  early 
owing  to  the  fact  that  no  long  business  ses- 
sions are  provided  for  by  the  program,  and 
it  is  necessary  to  have  a Committee  to  con- 
sider the  type  of  future  meetings.  Com- 
mittees to  report  at  the  final  business 
luncheon  meeting  the  last  day  of  the  ses- 
sion (Saturday). 

At  the  opening  of  the  General  Session, 
Rev.  Marshall  Dawson,  pastor  of -the  First 
Congregational  Church,  was  introduced  by 
Dr.  Waite  and  delivered  the  invocation. 

Honorable  R.  E.  Thomason,  Mayor  of  the 
City  of  El  Paso,  was  introduced  by  the 
president  and  gave  the  address  of  welcome 
to  the  Association  on  behalf  of  the  city  and 
community  as  follows: 

“Mr.  President  and  Members  of  the  Association: 
I am  very  happy  to  be  here  this  morning  for  a few 
minutes  as  a public  official,  as  well  as  a private 
citizen,  to  bid  you  a hearty  welcome  to  the  City 
of  El  Paso.  I have  been  in  office  long  enough  and 
we  have  had  enough  conventions  here  for  me  to 
have  by  this  time  a kind  of  canned  speech  that  I 
use  on  nearly  all  occasions.  While  I have  never 
heard  any  compliments  on  the  quality  of  my 
speeches,  yet  I have  had  a few  on  account  of  brev- 
ity, and  I am  sure  that  this  will  be  more  or  less 
pleasing  to  you. 

I am  happy  to  see  you  in  El  Paso  and  to  say 
that  while  this  may  not  t'a  the  largest  convention 
this  city  has  entertained,  yet  I am  sure  I am  right 
in  saying  that  the  quality  is  the  finest  we  have 
ever  entertained. 
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Perhaps  one  reason  why  1 feel  at  home  in  a 
gathering  of  medical  men  is  that  my  father  was 
an  active  practitioner  for  more  than  forty  years, 
so  you  see  I know  something  about  the  ups  and 
downs  of  the  doctors.  My  mother  wanted  me  to 
be  a preacher,  but  I felt  I did  not  have  the  neces- 
sary qualifications,  so  1 thought  I would  become  a 
doctor,  but  when  I got  into  chemistry  and  a few 
pre-medical  subjects,  I found  one  had  to  study 
and  work  hard  to  be  a doctor.  It  was  then 
that  my  father  suggested,  as  I did  not  have  much 
brains,  but  did  possess  a fair  amount  of  gall,  why 
not  be  a lawyer;  so  I studied  law,  and  have  slipped, 
as  you  see,  to  politics — in  a small  way;  so  am  go- 
ing down  hill  rapidly. 

We  try  to  be  a friendly  city;  we  like  to  have 
conventions;  we  like  to  have  visitors,  and,  of 
course,  we  want  you  to  know  something  about  us. 
It  would  be  an  easy  thing  to  say  to  you,  “you 
have  the  key  to  the  city,’  ’and  things  along  that 
line,  but  the  people  who  are  here  from  the  South- 
west know  that.  Those  of  you  who  come  from  the 
east  and  distant  points  may  not,  however,  be  ac- 
quainted with  the  western  ways,  where  the  peo- 
ple have  learned  from  the  early  days  that  they  had 
to  be  friends.  We  never  would  have  gotten  along 
in  this  country  if  there  had  not  been  cooperation 
and  friendliness. 

Now  a few  things  about  El  Paso.  We  are  the 
only  city  in  the  United  States  which  has  doubled 
in  population  every  ten  years  since  the  census  was 
first  taken.  The  old  sturdy  pioneers  who  came  here 
built  quite  a creditable  city  out  of  what  was 
then  only  a village  in  the  heart  of  the  desert,  so, 
of  course,  they  had  to  be  friendly  people.  We 
have  to  rub  elbows  with  people,  shake  hands  and 
smile  with  them  and  be  friendly  with  them  if  we 
want  to  get  anywhere,  so  I would  like  for  you  to 
know  our  people;  we  would  like  for  you  to  know 
something  about  our  miles  and  miles  of  paved 
streets  and  buildings  of  stone — you  do  not  see  any 
frame  houses  in  El  Paso.  Then  we  have  the  irri- 
gated valleys,  fed  by  water  from  the  great  Ele- 
phant Butte  Dam,  which  has  made  this  country  as 
rich  as  any  in  the  United  States,  and  a valley  only 
a few  years  ago,  where  cotton  could  not  be  grown, 
this  year  has  a crop  that  will  exceed  eighty  thou- 
sand bales,  not  to  mention  alfalfa,  fruit,  vegetables 
and  flowers  of  all  kinds.  Along  with  these  material 
things,  we  would  like  you  doctors  to  know  some- 
thing about  our  sunshine  and  climate.  That  is 
something  I know  you  are  vitally  interested  in  be- 
cause you  want  to  do  what  you  can  to  contribute 
to  the  lessening  of  disease  and  extension  of  life 
and  making  the  people  happier  and  healthier.  We 
have  approximately  three  hundred  and  thirty  sun- 
shiny days  per  year  in  El  Paso  and  we  are  proud  of 
it.  I am  probably  safe  in  saying  that  in  the  majority 
of  families  in  El  Paso,  some  one  or  more  persons  in 
each  family  has  come  here  for  their  health  and  in 
most  instances  where  they  come  early  enough  they 
have  been  restored  to  health. 

So  we  want  our  eastern  friends  to  go  out  and 
enjoy  this  sunshine  and  then  go  home  and  adver- 
tise it;  we  want  to  make  this  Southwest  come  in- 
to its  own.  That  is  one  of  the  biggest  assets  we 
have — and  I am  not  speaking  of  El  Paso  alone, 
but  for  the  whole  Southwest.  I would  like  you  to 
investigate  statistics  and  see  the  numbers  of  peo- 
ple who  have  been  restored  to  health  in  this  coun- 
try. 

From  the  bottom  of  my  heart,  and  for  the  great 
rank  and  file  of  the  men  and  women  of  El  Paso, 
I bid  you  a very  hearty  welcome  to  the  City  of 
El  Paso.” 

Dr.  W.  W.  Waite,  El  paso,  president  ol' 
the  Association,  in  delivering  the  annual 


address,  asserted  that  the  most  important 
job  the  president  has  is  to  see  that  the  pro- 
gram for  the  annual  meeting  is  prepared. 
He  stated  that  after  considering  the  matter 
thoroughly,  he  finally  got  up  sufficient 
courage  to  ask  Dr.  Hugh  Crouse  (El  Paso) 
to  be  chairman  of  the  Program  Committee 
and,  much  to  his  surprise,  Dr.  Crouse  ac- 
cepted, and,  though  a very  busy  man,  went 
to  work  with  a will  and  arranged  this,  the 
first  clinical  Postgraduate  Congress  to  be 
held  in  the  Southwest.  It  speaks  for  itself. 

Rather  than  give  a stereotyped  address, 
Dr.  Waite  said  that  he  would  like  to  recount 
some  of  the  work  of  the  Clinical  and  Patho- 
logical Club  of  El  Paso,  which  he  regards  as 
one  of  the  most  valuable  contributions  to 
medicine  which  has  been  made  in  the  south- 
wesr.  During  the  past  four  years,  approxi- 
mately four  nundred  and  fifty  postmortem 
exammatinos  have  been  held.  One  of  the 
most  remarkable  results  of  this  work  was 
the  finding  of  syphilitic  aortitis  as  the  pri- 
mary cause  of  death  in  about  ten  per  cent 
of  these  cases.  One  of  the  reasons  why  so 
few  cases  of  syphilitic  aortitis  come  to  post- 
mortem and  why  it  is  incorrectly  classed  as 
a rare  condition,  is  that  the  patient  usually 
dies  suddenly  and  without  hospitalization. 

A number  of  specimens  of  heart  and 
aorta  were  presented,  to  show  the  lesions  of 
syphilitic  aortitis. 

The  general  topic  for  the  first  day  of  the 
Clinical  Congress  was  TUBERCULOSIS,  and 
the  first  speaker  was  Dr.  Francis  M.  Pot- 
tenger  of  Monrovia,  Calif.  To  be  the  first 
speaker  on  any  program  is  usually  not  con- 
sidered a favorabie  position,  but  Dr.  Potten- 
ger’s  drawing  power  as  a teacher  was  hand- 
somely attested  by  the  fact  that  the  room 
was  filled  when  he  began  to  speak.  His 
paper  is  printed  in  full  in  this  issue  of  this 
journal,  together  with  report  of  the  clinics 
held  at  Hocel  Dieu  the  following  morning. 

Dr.  Carl  A.  Hedblom,  Professor  of  Sur- 
gery at  the  University  of  Illinois,  Chicago, 
gave  the  second  lecture  on  “Surgical  Meth- 
ods in  Tuberculosis  and  Allied  Conditions.’” 

Dr.  Hedblom  had  looked  forward,  he  said, 
to  this  occasion  with  the  keenest  anticipa- 
tion and  already  felt  well  repaid  for  having- 
come.  Detailing  the  operation  known  as 
pulmonary  compression,  he  names  its  ad- 
vantages as  follows:  : 

1.  Rests  diseased  lung. 

2.  Permits  scar  tissue  shrinkage  of  lung. 

3.  Stimulates  more  complete  fibrosis. 

4.  Collapses  tuberculous  cavitations,  per- 
mitting evacuation  and  healing. 

5.  Promotes  healing  of  other  tuberculous 
lesions. 

6.  Arrests  hemorrhage. 


514 


SOUTHWESTERN  MEDICINE 


“The  most  important  consideration  in  the 
surgical  treatment  is  the  proper  selection  of 
cases.  Unless  we  are  very  careful,  we  are 
going  to  give  this  method  a black  eye,  and 
prevent  it  from  coming  into  its  own,  or  at 
least  this  will  be  retarded.” 

Profusely  illustrated  with  lantern  slides, 
Dr.  Hedblom’s  lecture  showed  graphically 
the  advantages  to  be  derived  from  thora- 


coplasty, giving  results  in  1159  cases  in 
which  the  operation  was  performed,  show- 
ing 36.8  per  cent  of  cures. 

At  the  clinical  luncheon  held  at  12:30  p. 
m.  at  Hotel  Hussman,  Dr.  E.  B.  Rogers, 
President  of  the  El  Paso  County  Medical 
Society,  introduced  Dr.  Harry  S.  Crossen, 
Professor  of  Gynecology  at  the  Washington 
University,  St.  Louis,  Mo.,  as  the  first 
speaker. 


REGISTRATION  OF  DOCTORS 
Medical  and  Surgical  Asociation  of  the  Southwest — 
November  2-5,  1927 


Adams,  V.  K.,  Santa  Rita.  N.  M. 
Alexander,  M.  L.,  Canuti  lo 
Ailing,  Lieut.,  Beaumont  Hospital 
Anderson,  W.  H.,  El  Paso 
Armistead,  E.  K.,  El  Paso 
Aronson.  S.  J.,  El  Paso 
Austin,  C.  P.,  Lordsburg,  N.  M. 

Axline,  M.  H.,  Tucson,  Ariz. 

Bab,  Jacob,  Los  Angeles 
Barnes,  F.  M.,  El  Paso 

Barrett,  F.  O.,  El  Paso 

Bishop,  I.,  El  Paso 
Bledsoe,  N.  C.,  Bisbee,  Ariz. 

Bloomhardt,  S.  L,  Phoenix 
Bowman,  Major,  Beaumont  Hospital 
Bradley,  R.  L.,  Roswell.  N.  M. 

Branch,  W.  M.,  El  Paso 
Bridge.  G.  A.,  Bisbee,  Ariz. 

Britton,  J.  M.,  El  Paso 

Brosier,  A.  E.,  Amistad,  N.  M. 

Brown,  C.  P.,  El  Paso 

Brown,  O.  E..  Tucumcari,  N,  M. 

Brown,  R.  O.,  Santa  Fe 

Brown,  W.  L.,  El  Paso 

Browne,  L.  E.  J.,  Fort  Bliss 

Burtch,  L.  A.  W.,  Phoenix 
Butler,  J.  I.,  Tucson 
Bvrium,  J.  T..  El  Paso 
Callander.  R.  J..  Tucson 
Cameron,  W.  H..  New  York 
Cantrell,  W.  B..  Gallup,  N.  M. 

Casellas,  P.  R.,  El  Paso 

Casserly,  Capt.  E.  A.,  Beaumont  Hospital 

Cathcart,  J.  W.,  El  Paso 

Clapp,  G.  A.,  Beaumont  Hospital 

Clark,  E.  B.,  El  Paso 

Cohenour,  L.  B.,  Albuquerque 

Cornish,  P.  G.,  Jr..  Albuquerque 

Couch,  G.  B.,  Phoenix 

Crawford.  J.  E.,  Tulia,  Texas 

Crossen,  H.  S.,  St.  Louis 

Crouse,  H.  W.,  El  Paso 

Culpepper,  M.  B.,  Carlsbad,  N.  M. 

Cummins,  E.  J.,  El  Paso 
Daniel,  D.  C.,  Mosquero,  N.  M. 

Davis,  W.  J.,  El  Paso 
Diaz,  J.  M.,  El  Paso 
Diver,  F.  C.,  Dawson,  N.  M. 

Dodds,  D.  C.,  Albuquerque 
Dostal,  R.  J.,  Jerome,  Ariz. 

Dryden.  R.  C..  Pima,  Ariz. 

Duke,  W.  W.,  Kansas  City 
Duncan,  E.  A.,  El  Paso 
Edwards,  B.  B.,  Fort  Bayard 
Egbert,  O..  El  Paso 
Euler,  Crum.  Pueblo,  Colo. 

Etter,  W.  F.,  Rogers,  Texas 
Evans,  F.  B.,  Alamogordo.  N.  M. 

Fahey,  W.  A.,  Mescalero,  N.  M. 

Fitzgera'd,  G.  H.,  Bisbee,  Ariz. 

Flaningam.  C.  E.,  La  Mesa,  N.  M. 

Foster,  Jos.,  Santa  Fe 
Furagochi,  S.,  El  Paso 

Gallagher,  P..  El  Paso 

Gambrell,  J.  H. , El  Paso 
Garrett,  F.  D..  El  Paso 
Gay,  W.  W..  El  Paso 
Gayden,  L.  R.,  Rochester,  Minn. 

Geer,  R.  H..  El  Paso 

Gerber,  C.  W.,  Las  Cruces,  N.  M. 

Gibbs,  M.  D„  Roy,  N.  M. 

Gilbert,  G.  B.,  Colorado  Springs 
Gorby,  Lieut.,  Beaumont  Hospital 
Gorman,  J.  J.,  El  Paso 
Goss,  H.  L.,  Phoenix 
Gray,  Lieut.,  Beaumont  Hospital 


Greer,  J.  M.,  Phoenix 

Gregory,  J.  M.,  La  Mesa,  N ,M. 

Griffin,  M.  T.,  McKemy,  Texas 

Haffner,  S.,  El  Paso 

Haig,  Major  C.  R.,  Beaumont  Hospital 

Hardy,  J.  A.,  El  Paso 

Harris,  J.  E.  J..  Albuquerque 

Harris,  S.  T.,  Mexico 

Hatcher,  J.  O.,  Hillsboro,  N.  M. 

Haymaker,  O.  L.,  Roswell,  N.  M. 

Hedblom.  C.  A.,  Chicago 

Helm,  H.  M.,  Douglas.  Ariz. 

Hendricks,  C.  M.,  El  Paso 
Himes,  J.  E.,  El  Paso 
Hirman,  Frank,  San  Francisco 
Hixson,  J.  S.,  San  Angelo,  Tex. 
Holmes,  F.  G.,  Phoenix 
Homan,  Ralph,  El  Paso 
Homan,  R.  B.,  El  Paso 
Ho  mes,  J.  G.,  Albuquerque,  N.  M. 
Huffaker.  D.  H.,  El  Paso 
Humber,  John,  San  Francisco 
Hotter,  Major,  Beaumont  Hospital 
Intel,  E.  S.,  El  Paso 
Jonness,  B.  F.,  El  Paso 
Joyner,  W.  T.,  Roswell,  N.  M. 

Knser,  W.  E.,  Las  Vegas,  N.  M. 
Kennedy,  R.  D.,  Globe,  Ariz. 

Kinard,  Harvey  S.,  El  Paso 
King,  S.  F.,  El  Paso 
Kramer,  D.,  Silver  City,  N.  M. 

Laben,  G.  J.,  Sacaton,  Ariz. 

Laugharn,  C.  H.,  Clifton,  Ariz. 

Laws,  J.  W„  El  Paso 
Leigh,  Harry,  El  Paso 
Lewis,  A.  J.,  Las  Cruces,  N.  M. 

Liddell,  T.  C.,  El  Paso 
Littlefield,  J.  B..  Tucson 
Long,  A.  D.,  El  Paso 
Love,  J.  D..  El  Paso 
Lovelace,  W.  R.,  Albuquerque 
Luten,  Drew,  St.  Louis 
Lynch.  K.  D.,  El  Paso 
Marrett,  R.  L.,  El  Paso 
Mason,  C.  H.,  El  Paso 
Martin,  T.  P.,  Taos,  N.  M. 

Matson,  R.  C.,  Portland,  Ore. 

Matthews,  E.  C.,  Albuquerque 
Middlebrook,  J.  R..  Del  Rio,  Tex. 
Miller,  C.  A.,  Las  Cruces,  N.  M. 

Miller,  F.  P.,  El  Paso 

Miller,  R.  B.,  Wm.  Beaumont 

Milloy,  F.  J.,  Phoenix 

Mi  Is,  C.  W.,  Tucson 
Moir,  J.  G.,  Deming,  N.  M. 

Molloy,  M.  S.,  Ysleta,  Tex. 

Montenyohl,  E.  A.,  El  Paso 
Morris,  G.  W..  Safford,  Ariz. 

Morrison.  J.  E.,  Graham.  Tex. 

Mulky,  Carl,  Albuquerque 

McBride,  R.  E..  Las  Cruces,  N.  M. 

McCamant,  T.  J.,  El  Paso 

McChesney,  P.,  El  Paso 

McFarland,  S.  B..  Fort  Bayard,  N.  M. 

McIntyre,  A.  J.,  Phoenix 

McKinley,  E.  D.,  Alamogordo,  N.  M. 

McKnight,  J.  L.,  Tucson 

McN°il,  I..  El  Paso 

Newman,  S.  H.,  El  Paso 

Nichols,  H.  A.,  Springerville,  Ariz. 

Olvera,  W.,  El  Paso 

Outlaw,  P.  R.,  El  Paso 

Paden,  M.  G.,  Carrizozo.  N.  M. 

Palmer,  C.  B . Phoenix 
Park,  Wm.  H.,  New  York 
Peters,  L.  S.,  Albuquerque 


Phillips,  E.  W.,  Phoenix 

Pickett,  J.  A,.  El  Paso 

Pottenger,  F.  M.,  Monrovia,  Calif. 

Powers,  H.,  Rankin,  Texas 

Prentiss,  E.  C.,  El  Paso 

Price,  E.  D.,  El  Paso 

Puckett,  O.  E.,  Carlsbad,  N.  M. 

Ramey,  R.  L.,  El  Paso 

Randel,  B.  W.,  El  Paso 

Rawlings,  J.  A.,  El  Paso 

Reid,  H.  P..  Fort  Stanton,  N.  M. 

Rheinheimer,  E.  W.,  El  Paso 

Rigney,  P.,  El  Paso 

Riley,  J.  D.,  El  Paso 

Rodarte,  D.,  El  Paso 

Rogde,  J.,  El  Paso 

Rogers,  E.  B.,  El  Paso 

Rogers,  V.  S.,  El  Paso 

Rogers,  Will,  El  Paso 

Rucker,  W.  C.,  New  Orleans 

Rush,  H.  B.,  San  Angelo,  Tex. 

Safford,  H.  T.,  El  Paso 
Schuster,  F.,  El  Paso 
Scott,  Major  T.  E.,  Fort  Bliss 
Sexton,  T.  C.,  Las  Cruces,  N.  M. 
Shannon,  H.  M.,  El  Paso 
Shaver,  P.  M.,  Carrizozo,  N.  M. 

Smith,  L.  M.,  El  Paso 
Snow,  W.  R.,  Abilene,  Tex. 

Squibb,  H.  W.,  Safford,  Ariz. 
Stammel,  Capt..  Fort  Bliss 
Steele,  J.  H..  Wagon  Mound,  N.  M. 
Stevens,  B.  F.,  El  Paso 
Stovall,  R.  F.,  Sherman.  N.  M. 
Stratton,  J.  N.,  Safford,  Ariz. 

Strong,  E.  D.,  El  Paso 
Stroud,  R.  J.,  Tempe,  Ariz. 

Stroup,  H.  A.,  Artesia,  N.  M. 

‘Suit,  C.  W.,  Phoenix 

Swackhamer,  C R.,  Superior,  Ariz. 

Sweek,  W.  O.,  Phoenix 

Swope,  S.  D..  El  Paso 

Tappan,  J.  W.,  Fort  Stanton.  N.  M. 

Tarleton,  Major,  Wm.  Beaumont 

Terrell,  S.  L.,  El  Paso 

Tucker,  G.  E..  Anthony,  N.  M. 

Turnage,  E.  B.,  Tucson 

Turner,  Geo,  El  Paso 

Turner,  S.  T.,  El  Paso 

Turner,  M.  L.,  Alpine,  Tex. 

Valles,  F.,  Tucson 
Van  Atta,  J.  L.,  Albuquerque 
Vandevere,  W.  E.,  El  Paso 
Varner,  H.  H.,  El  Paso 
Vickers,  F.  V.,  Deming,  N.  M. 

Vogt,  A.  H.,  Albuquerque 
Von  A’men,  S.  G..  El  Paso 
Waite,  W.  W.,  El  Paso 
Walker,  J.  J.,  Roswell,  N.  M. 

Warren,  B.  A.,  Tucson 
Watkins,  W W.,  Phoenix 
Worley,  G..  El  Paso 
Whitacre,  H.  E.,  Tularosa,  N.  M. 
White,  A.  C.,  Hot  Springs,  N.  M. 
White,  H.  S.,  El  Paso 
White,  Wm..  El  Paso 
Wilkinson,  E.  T.,  Pilares  de  Nacozari, 
Son.,  Mexico 

Wilkinson,  S.  L.,  Belen.  N.  M. 

Wilson,  H.  K.,  Holbrook,  Ariz. 

Wilson,  J.  C.,  Willcox,  Ariz. 

WiPon,  J.  G.,  E'  Paso 
Winchestetr,  J.  M.,  Clayton,  N.  M. 
Wood,  J.  P.,  Fort  Bavnrd,  N.  M. 
Wright,  J.  E,  Alpine,  Tex. 

Young,  Ira  C.,  El  Paso 
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REGARDLESS  of  what  combination  of  frequency  and  voltage 
^you  may  prefer  for  the  application  of  diathermy  to  a given 
part  of  the  body,  that  combination  is  readily  obtained  when  you 
use  the  Victor  VarioFrequency  Diathermy  Apparatus. 


Showing  path  of  diathermy  current 
through  lung  tissue  in  pneumonia 
treatment. 


Diathermy  to  Elbow 


For  treatment  of  conditions  such  as 
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that  a machine  with  which  the  physician  could  select  and  con- 
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It  has  proved  the  ideal  solution  to  the  perplexing  problem  in 
many  a physician’s  mind.  With  the  Victor  Vario-Frequency  out- 
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Thus  from  the  standpoint  of  control  and  selectivity,  this  Victor 
machine  is  a composite  of  every  approved  type  of  diathermy 
machine  known  up  to  the  present.  With  it  the  physician  has  the 
means  of  reproducing  the  desired  quality  of  current  as  advocated 
by  any  of  the  authorities  in  this  field. 

The  Victor  trade-mark  on  this  machine  puts  it  in  the  same 
class  as  Victor  X-Ray  apparatus,  recognized  the  world  over  as 
“the  quality  line.”  els 
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GRANT  COUNTY  (N.  M.)  MEDICAL  SOCIETY 

Regular  monthly  meeting  of  the  Grant  County 
Medical  Society  was  held  Oct.  28,  at  8 p.  m.,  in 
the  Officers’  Club. 

The  meeting  was  called  to  order  by  President 
Kramer. 

Roll  call  showed  the  following  present:  Drs 

Browne,  Parmenter,  Mann.  McFarland,  Lacy,  Ger 
inger,  Danielson,  Donahue,  Bulson  and  Wood. 

It  was  proposed  that  a dinner  and  smoker  be 
given  on  the  December  meeting  might.  The  subject 
was  freely  discussed.  It  was  voted  that,  on  a date 
to  be  fixed  later,  the  County  Medical  Society  have 
a dinner  and  smoker  to  which  the  wives  of  the 
members  should  be  invited.  A committee  composed 
of  Drs.  Kramer  and  Frazin  was  appointed. 

The  subject  of  the  evening  was  Tuberculosis  o" 
the  Upper  Respiratory  Tract,  by  DR.  J.  E.  LACY. 
Two  cases  were  presented  of  tuberculous  glossitis, 
one  of  which  also  showed  tuberculous  ulcer  of 
right  fauces.  These  cases  have  shown  satisfactory 
improvement  under  silence,  heliotherapy  and  tri- 
chloracetic acid.  The  subject  was  well  handled  by 
Dr.  Lacy  who  has  had  a great  deal  of  experience 
in  this  line  of  work.  There  was  free  discussion. 

DR.  JOHN  L.  DONAHUE  presented  a case  of 
severe  bronchial  asthma.  Patient  had  asthma  when 
discharged  in  1918,  which  grew  progressively  worse, 
terminating  in  his  death  by  heart  failure,  Oct.  25, 
1927.  Patient  also  had  pansinusitis.  Asthmatic 
seizures  and  heart  condition  prevented  surgical 
measures.  Blood  pressure  was  found  to  go  up  un- 
der epinephrin  administration.  Massive  doses  of 
adrenalin  had  no  effect  on  the  asthmatic  attacks, 
nor  did  morphine.  Postmortem  was  not  held.  The 
subject  was  freely  discussed. 

Meeting  adjourned  10:25  p.  m. 

J.  P.  WOOD,  M.  D.. 

D.  KRAMER.  M.  D„  Sec.  & Treas. 

Pres. 


DEACONESS  HOSPITAL  (Phoenix) 
Annual  Staff  Meeting — October 

The  Medical  and  Surgical  Staff  of  the  Arizona 
Deaconess  Hospital  met  for  the  annual  meeting  at 
the  Hospital.  Monday  evening.  October  24,  1927, 
6:30  p.  m.  for  dinner.  Forty  doctors  were  present. 
After  dinner  they  adjourned  to  the  Board  room. 

This  being  the  annual  meeting,  the  election  of 
officers  for  the  ensuing  year  was  stated  to  be  the 
first  order  of  business.  The  following  were  nom- 
inated and  elected  unanimously: : 

Chairman  of  the  Staff: — Dr.  L.  H.  Thayer. 

Secretary  of  the  Staff: — Dr.  Orville  H.  Brown 
(re-elected). 

The  Records  Committee  reported  upon  the  deaths 
for  July,  August,  and  September  as  follows: 

Case  1078:  entered  June  18,  died  July  13.  Man 
age  58,  with  diagnosis  of  cerebral  hemorrhage.  This 
man  was  apparently  well  up  to  the  time  of  his 
stroke.  It  is  the  sort  of  a case  in  which  the  doc- 
tor should  be  compelled  by  law  to  have  a postmor- 
tem. 

Case  1167:  entered  July  7.  died  on  8th.  Peri- 
tonitis from  ruptured  appendix;  operation  refused 
until  nearly  moribund. 

Case  1154:  entered  July  3,  died  on  the  4th. 
Baby  girl,  30  months  old;  diagnosis  of  gastro-en- 
ter;tis,  with  probable  terminal  encephalitis. 

Case  1144:  entered  June  29,  died  July  2.  Tu- 
berculosis of  lungs,  larnyx  and  intestines. 

Case  1232:  entered  July  18,  died  same  day.  Boy, 
age  7;  diagnosis  of  anterior  poliomyelitis.  Symp- 
toms and  course  were  very  atypical,  but  cannot 
criticize  the  diagnosis.  Cell  count  was  30,  which 
is  in  conformity  with  poliomyelitis. 


Case  1202:  entered  July  11,  died  on  the  12th. 
Man,  age  42,  diagnosis  of  insolation. 

Case  1180:  entered  July  8,  died  on  the  28th;  man, 
age  57;  diagnosis  of  pernicious  anemia,  which  was 
borne  out  by  the  symptoms  and  blood  findings. 

Case  1261:  entered  July  24,  died  the  26th.  Punc- 
tured wound  of  right  lung  and  chest.  There  is  a 
very  excellent  history  provided  by  Dr.  Hamer. 

Case  1242:  entered  July  18,  died  the  23rd.  Boy 
of  15,  with  acute  appendicitis,  which  had  been  go- 
ing on  several  days  before  calling  the  doctor.  Ap- 
pendix had  not  ruptured,  though  the  course  indi- 
cated that  there  was  extension  of  infection  to  the 
peritoneum;  fecal  fistula  developed  before  death 
and  there  was  also  lung  complication. 

Case  1292:  entered  July  29,  dying  same  day.  Di- 
agnosis of  bronchial  asthma.  We  have  once  before 
raised  question  about  bronchial  asthma  being  a 
cause  of  death.  Perhaps  it  can  be. 

Case  1277:  entered  July  26.  dying  the  27t.h. 

Physical  examination  by  Dr.  Hamer  is  a good  one, 
but  the  diagnosis  could  be  almost  anything  caus- 
ing coma.  One  could  not,  from  the  recorded  find- 
ings, diagnose  uremia. 

Case  1421:  en'ered  August  23.  died  the  31st. 

Man,  age  33;  pulmonary  and  meningeal  tub?rculo 
sis.  Excellent  history.  Bacilli  were  found  in  spinal 
fluid. 

Case  1391:  entered  August  19,  died  the  21st. 

Baby,  age  two  years;  encephalitis.  Discussed  last 
month  in  staff  meeting. 

Case  1388:  entered  August  18.  died  the  19th. 
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Fractured  neck;  discussed  at  last  month’s  staff 
meeting. 

Case  1440:  entered  August  30,  died  September  11. 
Tumor  of  the  ascending  colon  producing  obstruc- 
tion. Probably  malignant.  Anastomesis  on  Sept. 
3.  Death  on  the  11th,  apparently  from  lung  em- 
bolism. 

Cass  1393:  entered  August  19.  died  Sept.  14. 

Woman,  age  33;  parturition  at  term;  normal  de 
livery  and  uneventful  course  until  the  eleventh 
day,  when  thrombophlebitis  developed;  pulmonary 
embolism  occurred  and  was  the  cause  of  death. 

Case  1366:  entered  August  13,  died  the  27th.  Di- 
agnosis of  cancer  of  the  liver.  Discussed  last 
month’s  staff  meeting.  An  autopsy,  as  suggested 
by  the  secretary,  would  have  been  desirable,  to 
see  whether  this  really  was  cancer. 

Case  1526:  entered  September  16,  died  the  28th. 
Diagnosis  of  anhydremia.  Is  anhydremia  a disease 
or  a symptom? 

Case  1481:  entered  September  8,  died  the  same 
day.  Middle  aged  man.  entered  in  diabetic  coma. 
Entered  September  4 and  went  out  on  the  5th;  his 
routine  urine  examination  apparently  pointed  to 
the  diagnosis.  He  came  back  on  the  8th  in  coma. 
After  death,  autopsy  was  performed,  with  some 
interesting  findings. 

The  further  program  was  as  follows: 

CASE  I. 

Case  1570:  glaucoma,  presented  by  DR.  E.  C. 

BAKES.  History  of  this  case  is  as  follows:  A fe- 
male, 73  years  of  age  who  had,  for  two  or  three 
years  past,  supposed  neuralgia,  of  left  side  of  head. 
Six  weeks  before  admission  to  the  hospital,  the 
sight  of  her  left  eye  began  to  fail.  There  was  a 
good  deal  of  redness  of  the  eye.  Two  weeks  pre- 
vious to  admission  to  the  hospital,  the  patient  re- 
ported to  the  doctor’s  office,  and  there  was  found 


extreme  redness  of  eye,  dilated  pupil  and  high 
tension  of  the- eye  ball.  She  was  just  barely  able 
to  see.  Diagnosis  was  hemorrhage  of  the  retina. 
Two  weeks’  treatment  failed  to  give  relief.  Dr. 
Harbridge  was  called  in  consultation  and  concurred 
in  the  diagnosis  of  glaucoma  and  the  advisability 
of  enucleation.  The  eye  was  removed  on  the  25th 
of  September.  The  urine  findings  were  normal, 
the  blood  had  90  per  cent  hemoglobin,  red  cells 
numbered  nearly  five  million,  leucocytes  18.900. 
with  82  per  cent  polynuclears.  The  patient  made 
an  uneventful  recovery,  and  was  discharged  from 
the  hospital  on  the  fifth  day. 

The  essence  of  glaucoma  lies  in  the  increase  of 
intraocular  pressure,  from  which  all  other  symp- 
toms can  be  deduced.  In  one  series  of  cases  the 
increase  of  pressure  sets  in  without  our  being  able 
to  discover  a reason  for  it  in  an  antecedent  dis- 
ease of  the  eye  (primary  glaucoma).  In  other 
cases,  on  the  contrary,  the  increase  of  pressure  is 
the  result  of  some  other  disease  of  the  eye  (sec- 
ondary glaucoma). 

In  glaucoma  inflammatorium,  we  have  aprodremal 
stage  characterized,  first  of  all.  by  attacks  of  ob- 
scuration of  vision.  When  such  an  eye  looks  at 
a light,  a ring  of  colors  is  seen.  The  person  will 
have  a dull  frontal  headache  and  feeling  of  tension 
in  the  eye.  Examination  will  show  cornea  slight- 
ly clouded,  greatest  in  the  center,  and  sensibility 
reduced;  the  anterior  chamber  is  shallower,  the 
pupil  dilated  and  reacting  sluggishly,  and  the  ten- 
sion is  distinctly  increased.  There  may  be  slight 
ciliary  injection  present.  These  attacks  may  re- 
cur from  time  to  time  over  a period  of  from  a 
few  weeks  to  several  years.  This  results  eventu- 
ally in  an  acute  attack  with  violent  pain  radiating 
from  the  eye  along  the  first  and  second  branches 
of  the  trigeminus.  The  patient  complains  of  pains 
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in  the  head,  ears,  and  teeth,  which  may  reach  an 
intolerable  pitch.  Doss  of  sleep  and  appetite,  with 
vomiting  and  fever,  are  not  infrequent  symptoms. 
After  the  subsidence  of  the  attack  the  eye  may 
remain  quiet  for  some  time,  then  another  attack 
sets  in — this  being  repeated  until  the  third  stage 
of  absolute  glaucoma  results.  The  eye  is  now 
completely  blind  and  presents  the  following  pic- 
ture: Contrasting  with  the  porcelain-like  bluiish 

white  sclera,  are  the  distended  anterior  ciliary 
veins,  which  unite  around  the  cornea  to  form  a 
bluish-red  circle;  the  cornea  is  shining  and  trans- 
parent, but  insensitive;  the  anterior  chamber  is 
now’  very  shallow,  the  iris  is  reduced  to  a nar- 
row’ strip;  the  pupil  is  extremely  dilated  and  rigid; 
the  optic  disc  is  deeply  excavated  and  the  eye  is 
very  hard. 

In  glaucoma  simplex,  the  subjective  symptoms 
are  entirely  wanting,  except  the  attacks  of  dis- 
turbance of  vision.  There  is  often  very  slight  in- 
crease of  tension  but  after  many  attacks  the  optic 
disc  will  show  the  characteristic  cupping.  These 
cases  are  bard  to  diagnose  and  only  the  optha,!- 
moscopic  findings  and  the  history  will  lead  to  a 
correct  diagnosis. 

Primary  glaucoma  is  a common  disease  eonsti 
tuting  about  one  per  cent  of  all  cases  of  eye  dis- 
ease. Its  accurate  recognition  is  of  the  greatest 
importance  for  the  general  practitioner,  the  more 
so  because  here  prompt  and  proper  therapeutic  in- 
terference can  save  the  sight.  Unfortunately,  we 
still  get  many  cases  of  glaucoma  which  have  beer, 
overlooked  or  improperly  diagnosticated  by  the 
general  practitioner  and  who  come  to  the  opthal- 
malogist  when  help  is  no  longer  possible.  Many 
cases  of  glaucoma  are  diagnosed  as  migraine.  Cases 
of  inflammatory  glaucoma  are  not  infrequently 
treated  as  iritis  or  irido-cyclitis.  Atropine  is  par- 
ticularly deleterious  in  all  forms  of  gluacoma  and 
may  bring  on  an  acute  attack  with  loss  of  the  eye 
in  an  otherwise  simple  case.  The  thing  I wish  to 
stress  is  that,  any  case  of  headache,  migraine,  par- 
ticularly paiins  confined  to  one  side  of  the  head, 
should  put  you  on  your  guard  for  possible  diagno- 
sis fo  glaucoma  in  some  form. 

DR.  YANDELL  asked  what  was  the  condition  of 
the  other  eye.  He  remarked  that  authorities  ad- 
vise that  it  is  particularly  important,  especially  in 
younger  persons,  to  know  what  the  tension  of  the 
other  eye  is.  Some  advise  using  homatropin  to 
see  if  it  increases  the  tension  of  the  good  eye. 
Some  also  advise  that  the  good  eye  should  be  treat 
ed  with  esenin  and  pilocarpin  over  long  periods 
of  time.  The  strength  of  the  eserin  solution  should 
be^  gradually  increased  until  three  grains  to  the 
ounce  is  used. 

DR.  SCHWARTZ  said  that  one  might  gather 
from  discussion  so  far,  that  glaucoma  is  nearly 
always  accompanied  by  pain;  as  a matter  of  fact, 
pain  in  glaucoma  is  rare.  There  are  tw’o  kinds  of 
glaucoma  simple  and  inflammatory.  In  the  sim- 
ple, the  patients  go  for  long  time  relatively  free 
of  pain.  The  first  sign,  often,  is  that  the  patient 
reports  to  the  doctor’s  office  for  the  purpose  of 
having  his  glasses  changed,  saying  that  there  has 
been  a rapiid  failure  in  eye  sight.  The  cause  may 
be  an  early  insidious  glaucoma.  In  inflammatory 
glaucoma,  the  treatment  should  be  prompt.  The 
eyes  in  these  cases  always  show  inflammatory 
changes.  The  wrnrd  glaucoma  is  from  the  Greek 
word  meaning  green.  The  treatment  of  inflamma- 
tory glaucoma  is  oftimes  a problem.  It  is  diffi- 
cult to  know  what  to  do.  An  iridectomy  may  be 
done;  this  may  be  complete  or  it  may  only  be  nec- 
essary to  pull  a piece  of  the  iris  into  the  wound 
and  leave  it  there.  Thsi  case  was  evidently  ex- 
treme and  warranted  enucleation  of  the  eye  hall. 
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DR.  GOODRICH  asked  what  is  the  etiology  of 
glaucoma. 

DR.  BAKES  said  that  the  direct  cause  is  inter- 
ference with  drainage  from  swelling  of  the  ciliary 
body  pressing  upon  the  drainage  spaces;  others 
say  that  sympathetic  nervous  system  is  a direct 
cause;  others  attribute  glaucoma  to  a normally 
short  anterior-posterior  diameter;  one  to  two  mm. 
short  is  supposed  to  predispose  to  glaucoma,  ih 
the  opinion  of  some.  In  reply  to  Dr.  Yandell’s 
question,  he  said  that  the  normal  eye  showed  no 
cupping  of  the  disc,  the  pupil  was  slightly  di- 
lated, the  vision  was  clear.  It  may  possibly  have 
a tendency  to  glaucoma  and  may  even  develop  it 
if  not  watched — and  even  if  watched.  Inflamma- 
tory glaucoma  occurs  in  the  aged;  females  are  65 
per  cent  more  likely  to  have  it  than  males.  He  said 
he  had  not  attempted  to  go  into  such  detail  in  the 
discussion  as  would  be  expected  in  an  ophthalmic 
section. 

CASE  II. 

Case  1602,  reported  by  DR.  BROCKWAY,  was 
an  unmarried  woman,  teacher,  age  20  years.  Her 
history  dated  back  to  a previous  operation,  this 
past  summer,  during  Dr.  Brcokway’s  absence  from 
the  city.  She  was  first  seen  by  Dr.  Drane,  in  an 
attack  of  what  was  apparently  acute  appendicitis. 
She  had  always  been  well  and  was  athletic.  In 
July,  she  developed  an  acute  pain  in  the  upper 
right  abdomen,  which  was  later  localized-  in  the 
right  lower  quadrant;  she  had  nausea  and  vomit- 
ing Diagnosis  of  acute  appendicitis  was  made. 
She  was  sent  to  the  hospital  and  was  operated  up- 
on the  next  day.  The  surgeons,  Drs.  Beauchamp 
and  Tuthill,  reported  that  they  found  an  appendix 
which  questionably  explained  the  symptoms.  The 
abdomen  and  pelvis  were  searched  for  further  path- 
ology and  none  was  found.  The  pathologist  re- 
ported a sub-acute  appendix.  She  had  a very 
stormy  course  following  the  operation;  the  temper- 
ature ranged  up  to  as  high  as  103.5  repeatedly; 
she  ultimately,  after  some  days,  had  none  and  was 
allowed  to  go  home.  Before  long  an  attack  of 
pain  in  her  abdomen  developed,  with  a chill  and  a 
rise  of  temperature.  There  was  some  drainage  from 
the  abdominal  wall,  even  after  she  went  home,  and 
she  returned  to  the  doctor’s  office  for  attention  to 
the  wound.  Dr.  Brockway  said  that  .she  presented 
herself  in  hiis  office  about  three  weeks  ago,  with 
a tumor  mass,  very  readily  outlined  in  the  region 
of  the  lower  middle  abdomen.  The  mass  was  sym- 
metrical, about  five  fingers  above  the  pubes,  and 
was  nearly  immobile.  The  patient  was  asked  to 
empty  her  bladder  but  this  in  no  wise  changed  the 
appearance  of  the  mass.  It  resembled  a pregnant 


uterus  of  about  four  and  a half  months'  size.  Dr. 
Wiley  was  asked  to  see  the  patient,  and  he  was 
convinced  of  a pregnancy.  The  possibility  of  this 
was  denied.  The  cervix  had  no  appearance  of  a 
pregnant  uterus,  the  breasts  were  unchanged,  and 
the  patient  had  had  normal  menstruation.  She  had 
fever  of  99.2.  Dr.  Brockway  then  sent  her  home 
and  that  day  she  had  a temperautre  of  100.5.  He 
concluded  that  she  could  not  be  pregnant  and  sent 
her  to  the  hospital  for  further  study,  and  possibly 
an  operation.  He  introduced  a probe  into  the 
uterus  and  found  a normal  cavity.  She  was  oper- 
ated upon  the  following  morning.  Adhesions  were 
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found  which  extended  uniformly  from  the  parietal 
peritoneum  and  the  face  of  the  tumor  and  to  the 
intestines,  and  over  about  the  pelvic  walls.  There 
was  a very  thick  wall,  inside  of  which  was  a puru- 
lent material;  the  mass  extended  downward  into 
the  pelvis  toward  the  rectum;  the  inflammatory 
exudate  was  massive  in  all  directions;  the  uterus 
was  apparently  against  the  rectum;  the  tubes  and 
ovaries  could  not  be  outlined.  The  entire  mass 
was  removed.  The  pathologist’s  report  said  that 
there  was  dense  fibrous  tissue,  apparently  walls  of 
an  abscess;  culture  from  pus  was  sterile.  She  had 
a slight  temperature  for  a few  days,  and  then  made 
an  uneventful  recovery.  She  is  still  in  the  hos- 
pital but  will  be  ready  for  discharge  soon. 

DR.  DRANE  said  that  he  had  seen  this  patient 
before  and  after  the  first  operation.  The  attacks 
simulated  diaphragmatic  pleurisy,  but  there  was 
no  other  sign  of  pleurisy. 

DR.  E.  P.  PALMER  said  he  was  reminded  of 
three  cases  of  chyle  duct  cysts  which  he  had  been 
fortunate  enough  to  see.  This  history  was  almost 
typical  of  such  a condition.  These  tumors  grow' 
rapidly  and  are  extremely  difficult  to  diagnose  and 
they  are  also  difficult  to  enucleate,  and  unless  com- 
pletely enucleated,  they  are  apt  to  recur.  They 
also  produce  a great  deal  of  fever  and  pain.  He 
would  be  inclined  to  believe  that  this  was  a chyle 
duct  cyst. 

DR.  WATKINS  suggested  that  it  is  recommend- 
ed now  that  the  uterine  cavity  be  outlined  wTith 
lipiodol.  This  may  be  done  even  in  pregnancy 
without  great  danger  of  disturbing  the  pregnancy; 
howrever,  it  should  be  carefully  done. 

DR.  GOODRICH  said  that  he  believed  that  a 
leucocyte  count  of  over  18,000  was  extremely  rare 
in  appendicitis  and  that,  when  a leucocyte  count 
was  higher  than  this,  one  should  look,  first,  in  the 
chest;  second,  in  the  liver;  and  third,  in  the  pei- 
vis. 

DR.  BROCKWAY  remarked  that,  a few  years 
ago,  he  was  taken  to  the  hospital  with  a ruptured 
appendix,  and  a leucocyte  count  of  28,000. 

DR.  WATKINS  replied  that,  in  the  St.  Joseph’s 
hospital,  40  per  cent  of  the  cases  of  appendicitis 
had  leucocyte  count  of  over  20,000. 

DR.  FELCH  said  that  his  cases  very  generally 
had  leucocyte  count  over  20,000. 

DR.  BROCKWAY,  in  closing,  stated  he  wished 
to  know  what  experience  others  had  with  chyle 
duct  cysts.  He  said  that  he  was  very  sorry  that 
Dr.  Beauchamp  and  Dr.  Tuthill  were  not  present 
to  discuss  this  case.  His  own  opinion  has  been 
that  the  condition  was  an  abscess  extending  from 


an  infected  appendiceal  stump.  There  was  no 
odor  to  the  pus. 

(Continued  next  month) 
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Gonococcal  Infection  in  the  Male,  by  Abr.  L.  Wol- 
barst,  M.  D.,  Urologist  and  Director  of  Urologic 
Clinics,  Beth  Israel  Hospital;  Consulting  Urologist, 
Central  Islip  State  Hospital,  Manhattan  State  Hos 
pital,  and  Jewish  Memorial  Hospital,  etc.:  with  a 
chapter  written  by  J.  E.  R.  McDonagh,  F.  R.  C.  S„ 
Surgeon,  London  Lock  Hospital,  Late  Hunterian 
Professor,  Royal  College  of  Surgeons,  etc.,  Lon- 
don, England;  with  eighty-nine  illustrations,  includ- 
ing seven  color  plates;  St.  Louis;  The  C.  V.  Mosby 
Company;  1927,  §5.50.  This  book  has  been  prepared 
with  the  idea  that  gonococcal  infection  is  deserv- 
ing of  the  most  careful  treatment,  and  that,  since 
it  is  the  general  practitioner  who  discovers  it  in  the 
beginning,  it  is  he  who  should  have  a true  under- 
standing of  the  seriousness  of  the  problems.  The 
author  deals  with  the  subject  in  an  elementary 
way  and  yet  his  discussion  is  comprehensive.  The 
general  practitioner,  as  well  as  the  genito-urinary 
specialists,  will  wish  to  have  this  hook.  The  illus- 
trations are  numerous  and  beautiful.  O.  H.  B. 
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Radium  and  X-Ray  Therapy 


Radium  and  Oncologic  Institute 

1052  West  Sixth  Street,  Los  Angeles 

This  institution  provides  unexcelled  equipment  and  facilities  for  the  use  of  Radium,  X-ray 
and  Allied  Agents  in  the  treatment  of  neoplastic  and  other  appropriate  diseases 

Radium  Therapy — An  adequate  quantity  of 
radium  and  complete  emanation  apparatus 
and  appliances  afford  the  facilities  essential 
for  modern  technique  in  radium  therapy. 


Deep  X-ray  Ther apy — Two  complete  300,- 
000-volt  installations  providing  every  facility 
for  preliminary  and  post-operative  Radiation 
and  X-ray  Therapy  alone  or  in  combination 
with  other  treatment. 


Hospital  Affiliations  with  several  institutions, 
including  a complete  high  voltage  X-ray  and 
Radium  Therapy  department  in  the  Metho- 
dist Hospital  amply  provide  for  cases  requiring 
hospitalization. 

Radium  Service  — Radium  applicators  may 
be  secured  after  consultation  by  the  physi- 
cian when  advisable  for  his  use  in  appropriate 


We  desire  to  confer  and  cooperate  with  the  medical  pro- 
fession, and  welcome  inquiries  pertaining  to  this  work 


Rex  Duncan,  M.  D. 


E.  D.Ward,  M.  D. 
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Specialists  in 

the  Southwest 

EL  PASO,  TEXAS 

K.  D.  LYNCH,  M.  D. 

Genito  urinary  Surgery 

E.  A.  DUNCAN,  M.  D. 

1,11,  Mills  Bldg.  El  Paso 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 

W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal" 

W.  E.  VANDEVERE,  M.  D. 

Diseases 

Eye.  Ear.  Nose  and  Throat 

921  First  National  Bank  Bldg.  El  Paso 

Bronchoscopy  and  Esophagoscopy 
218  Mills  Bldg.  El  Paso 

W.  L BROWN.  M.  D.  C.  P.  BROWN.  M.  D 

BROWN  AND  BROWN 

FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 

Suite  1,01,  Roberts-Banner  Bldg.  El  Paso 

H.  P.  DEADY,  M.  D. 

Special  Attention  to 

G.  WERLEY,  M.  D. 

Surgery  and  Gynecology 

Diseases  of  the  Heart 

First  National  Bank  Bldg.  El  Paso 

U01-2  Roberts- Banner  B'dg.  El  Paso 

— 

L.  G.  WITHERSPOON,  M.  D. 

PAUL  ELY  M’CHESNEY,  M.  D. 

Plastic  Surgery 

Neurology  and  Psychiatry 

311,  Roberts  Banner  Bldg.  El  Paso 

521,  Mills  Bldg.  El  Paso 

JAMES  VANCE,  M.  D. 

JOHN  W.  CATHCART,  M.  D. 

Practice  Limited  to 

and 

Surgery 

C.  H.  MASON,  M.  D. 

313-1,  Mills  Bldg.  El  Paso 

Practice  Limited  to 

X-Ray  and  Radium 

HOURS:  11  TO  12:30 

311  Roberts-Banner  Bldg.  El  Paso 

J.  A.  RAWLINGS,  M.  D. 

LESLIE  M.  SMITH,  M.  D. 

and 

Practice  Limited  to 

HARRY  LEIGH,  M.  D 

Dermatology  and  Syphilology 

Practice  Limited  to 

Diseases  of  Children  and 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

Obstetrics 

1,01,  Roberts-Banner  Bldg.  El  Paso 

1029  First  National  Bank  Bldg.  El  Paso 
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PHOENIX,  ARIZONA 

1.  L.  GARRISON,  M.  D. 

Diseases  of  Women 

CHAS.  S.  VIVIAN,  M.  D. 

Intravenous  Chemotherapy 

205-6-7  Goodrich  Bldg.  Phoenix 

UROLOGY 

306  Goodrich  Bldg.  Phoenix 

H.  M.  PURCELL,  M.  D. 

U ROLOGY 

FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 

207  Goodrich  Bldg.  Phoenix 

TUCSON,  ARIZONA 

Practice  Limited  to 

Diseases  of  the  Chest 

M.  C.  COMER,  M.  D.,  F.  A.  C.  S. 

b07  Goodrich  Bldg.  Phoenix 

Eye,  Ear.  Nose  and  Throat 

Peroral  Endoscopy  and  Uranoplasty 

H.  T.  BAILEY,  M.  D. 

Thomas  Davis  Clinic  Tucson,  Arizona 

Practice  Limited  to 

ALBUQUERQUE,  N.  M. 

Eye.  Ear.  Nose  and  Throat 

M.  K.  WYLDER,  M.  D. 

323  Ellis  Bldg.  Phoenix 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 

T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Skin 

22b-5  Luhrs  Bldg.  Phoenix 

Waite’s  Laboratory 

HARRY  R.  CARSON,  M.  D. 

Diseases  of  Children 
Heard  Building  Phoenix 

Serology 
Pathology 
Bacteriology 
Blood  Chemistry. 
Clinical  Microscopy 

Autogenous  Vaccines 

EDGAR  H.  BROWN,  M.  .D 

Therapeutic  Dyes 

Practice  Limited  to 

Neosalvarsans 

Orthopedic  Surgery 

Sulpharsphenamine 

Orthopedic  Shop  in  Connection 

Tryparsamide 

Bismosol 

Taylor  Spinal  Braces  and  other  Orthopedic 

Appliances  made  to  specifications. 

Information. 

6H  Goodrich  Bldg.  Phoenix 

PIONEER  LABORATORY  OF 

ORVILLE  H.  BROWN,  M.  D. 

THE  SOUTHWEST 

Internal  Medicine 

Mailing  Address,  Box  63 

Special  Attention  to  Asthma 

503  Goodrich  Bldg.  Phoenix 

EL  PASO  TEXAS 

■ 
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Trademark 

Registered 


STORM 


Trademark 

Registered 


Binder  and  Abdominal 
Supporter 


(Patented) 


Trade 

Mark 

Reg. 


Trade 

Mark 

Reg. 


For  Men,  Women  and 
Children 

For  Ptosis,  Hernia,  Obesity,  Pregnancy,  Re- 
laxed Sacroiliac  Articulations,  High  and  Low 
Operations,  Floating  Kidneys,  Etc. 

Ask  for  36-page  Illustrated  Folder 

Mail  orders  filled  at  Philadelphia  only — within  24  hours 

Katherine  L.  Storm,  M.  D. 

Originator,  Patentee,  Owner  and  Maker 
1701  Diamond  Street  PHILADELPHIA 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young-  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


ALBUQUERQUE  SANATORIUM 


Located  in  the  heart  of  the  great  Southwest — the  Land  of  Sunshine.  Average 
annual  rainfall  less  than  7 inches.  Altitude  moderate.  On  the  main  line  of  the 
Santa  Fe. 

The  open-air  hygienic  treatment  of  Tuberculosis  is  supplemented  by  artificial 
Pneumothorax  and  X-ray  Therapy  under  the  direction  of  a staff  of  5 physicians 
trained  in  Internal  Medicine.  Special  Facilities  for  Sun  Baths. 

Private  porches  baths,  bungalows  and  modern,  fire-proof  buildings. 

On  request,  information  will  be  given  concerning  accommodations  available. 

W.  A.  GEKLER,  M.  D.,  Medical  Director 
A.  L.  Hart,  M.  D.  H.  P.  Rankin,  M.  D.  B.  J.  Weigel,  M.  D. 
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When  you  prescribe  a 
diet . . . these  reports  on 
Knox  Sparkling  Gelatine 


will  prove  helpful  • 


■ 


w 


HEN  you  place  a patient  on  a diet,  wheth- 
er for  diabetes,  malnutrition,  convalescence,  or 
any  other  condition — two  factors  are  impor- 
tant. Nourishment.  And  appetite.  The  patient 
must  like  the  diet — and  the  diet  must  help 
the  patient.  It  may  astonish  you  to  discover 
how  valuable  Knox  Sparkling  Gelatine  can  be 
in  solving  these  diet  problems! 

May  we  send  you  our  data — with  recipes 
prepared  and  tested  by  eminent  dietetic  au- 
thorities? Knox  Gelatine,  pure,  plain,  unflav- 
ored, uncolored  and  unsweetened — is  a valuable 
aid  to  physicians  in  dieteic  work.  Our  special 
diet  recipes  are  appetizing  and  delicious.  Each 
recipe  gives  the  amount  of  carbohydrate,  fat 
and  protein,  also  total  calorific  value. 

Please  write  us — complete  informa- 
tion and  recipes  are  available. 

KNOX  GELATINE  LABORATORIES 
438  Knox  Ave.,  Johnstown,  N.  Y. 


KNOX 


SPARKLING 

GELATINE 

“The  Highest  Quality  for  Health” 


From  raw  material  to 
finished  product  Knox1 
Sparkling  Gelatine  Cs 
constant  ly  under 
chemical  and  bacteri- 
ological control,  and 
is  never  touched  by 
hand  while  in  pro- 
cess of  manufacture. 


LAS  ENCINAS 

PASADENA,  CALIFORNIA 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


LAS  ENCINAS 

Climate  ideal,  cuisine  excellent,  outdoor  recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by 
a 20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance. 

□ □ □ 

BOARD  OF  DIRECTORS: 

George  Dock,  M.  D.;  H.  C.  Brainerd,  M.  D.;  W.  Jarvis  Barlow,  M.  D.; 
F.  C.  E.  Mattison,  M.  D.;  Stephen  Smith,  M.  D. 

□ □ □ 

Write  for  beautiful  illustrated  booklet. 

STEPHEN  SMITH,  Medical  Director 
Las  Encinas,  Pasadena,  Calif. 
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STKCIC&L  INSTWLMKHTS 


GREAT  surgical 


Keeping  Step  with 
the  Progress  of  the  Medical  Profession 

From  a tiny  store  in  i860  to  a mammoth  building  of  50,000  sq.  ft.  of 
floor  space— in  1927 — is,  in  a few  words,  the  history  of  our  de- 
velopment to  a national  institution,  the  proof  of  the  superior  manner 
in  which  we  have  served  the  Physicians,  Surgeons  and  Hospitals  of 
America — and  of  our  keeping  step  with  the  progress  of  the  Medical  Pro- 
fession. ' '((In  this  great  building  is  assembled  the  best  in  Surgical  In- 
struments from  Europe  and  America:  finest  in  “White  Steel"  Furniture, 
Physio-Therapy  Equipment,  Hospital  Supplies,  Orthopedic  Apparatus, 
etc., — a World  Mart  — and  all  this  no  farther  from  you  than  your 
nearest  Mailbox. 

A Post  Card  will  bring  our  Catalog 


1819-21-23  OLIVE  ST. 


ST.  LOUIS,  MO. 


TO  A NATIONAL  INSTITUTION, 


B-D 

eMade  for  the  ‘Profession 


Leadership — 

Thirty  years  ago,  Becton,  Dickinson  & 
Co.  offered  to  America  for  the  first  time 
the  genuine  Luer  Syringe. 

Their  continued  outstanding  leadership 
in  this  important  field  has  been  of  far 
reaching  service  to  the  Medical  Profes- 
sion. 

The  extensive  demand  for  the  genuine 
Luer  B-D  Syringe  together  with  the  Yale 
Quality  Needle  is  an  acknowledgement  of 
their  unfailing  dependability. 


Genuine  when  marked  B-D 

Sold  Through  Dealers 


Send  Luer  Syringe  and  Needle  Booklet  to — 

Name  1 

Address 26S12 


BECTON,  DICKINSON  & CO. 


RUTHERFORD,  N.  J. 

Makers  of  Genuine  Luer  Syringes,  Yale  Vuality  Needles,  Erusto  Needles,  B-D  Ther- 
mometers, Ace  Bandages,  Asepto  Syringes,  Sphygmomanometers  and  Stethoscopes. 
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Pituitary  Solutions 
WITHOUT  Preservatives 


Abbott’s  Pituitary  Solutions  are  made 
in  our  own  laboratories.  They  are 
physiologically  standardized  by  our 
own  pharmacologists.  They  are  free 
from  Preservatives. 

Abbott’s  Pituitary  Solutions  are  sup- 
plied in  three  dosages. 

FULL  STRENGTH,  U.S.F.  HALF  STRENGTH,  U.S.P.,  Obstetrical 

DOUBLE  STRENGTH,  U.S.P.,  Surgical 


The  net  prices  to  physicians  are  as  follows: 

Full  Strength  Half  Strength  Double  Strength 
Box  of  6 1-cc  Ampules,  - $ 1.75  - $ 1.30  - $ 2.85 

Box  of  100  1-cc  Ampules,  - 19.25  - 14.25  - 31.50 

Special  prices  in  large  quantities 


INSIST  UPON  ABBOTT’S  PITUITARY  SOLUTION 
THROUGH  YOUR  DEALER,  OR  DRUGGIST 


SEND  FOR  COMPLETE  LIST  OF  ABBOTT’S  SUPERIOR  AMPULE  SOLUTIONS 


Abbott  Laboratories 

NORTH  CHICAGO,  ILLINOIS 


New  York  San  Francisco  Los  Angeles  Seattle  Toronto  Bombay 


1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 m 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 ii  1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 ii  1 1 1 1 1 1 1 1 n 1 1 1 1 1 1 > 1 1 1 1 ■ 


Mellin’s  F ood— A Milk  Modifier 


IX 


The  curd  of  cowzs  milk  is  made  soft,  flocculent  and  easily  digested  by  the 
use  of  Mellin’s  Food  as  a milk  modifier. 

The  carbohydrate  content  of  cow’s  milk  is  increased  by  the  addition  of 
Mellin’s  Food,  and  in  a form  (maltose  and  dextrins)  well  suited  to  an  infant’s 

digestion. 

I 

The  mineral  salts  in  cow’s  milk  are  supplemented  by  modifying  the  milk  with 
Mellin’s  Food,  the  additional  mineral  matter  consisting  of  potassium,  calcium, 
sodium,  magnesium,  phosphatic  salts  and  iron;  all  in  a form  readily  utilized  for 
I be  development  of  bone  structure  and  for  the  regulation  of  various  functions  of 
the  body. 

An  infant’s  diet  properly  prepared  from  Mellin’s  Food  and  cow’s  milk  is  well 
balanced  nourishment  and  readily  digestible  by  a baby  of  any  age. 

Mellin’s  Food  Company,  177  State  Street,  Boston.  Mass. 

:iiiiiiiiiiiiiiiiiimiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiii!!imiiiiii!iimiiiiiiiiimiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiimiiiiiiiiiiiiiimiiii 

STOVARSOL 

(REG.  U.  S.  PATENT  OFFICE) 

Acetylamino-oxyphenylarsonic  Acid 

Indicated  in  Amebic  Dysentery 

Accepted  by  Council  of  Pharmacy  and  Chemistry  A.  M.  A. 

Distributed  in  bottles  of  25  tablets,  each  tablet  0.25  grams 
May  be  obtained  through  your  druggist 

Literature  furnished  on  request 

MANUFACTURED  BY 

POWERS- WEIGHTMAN-ROSENGARTEN  CO. 

New  York  Philadelphia  St.  Louis 

MERCK  & CO.,  INC.,  Successors 

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIR 


iiiiiiiimiiiiiiimiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiimmiiimiiiiiimir: 


Nearest  Squibb  Biological  Depot  728  South  Hill  St.,  Los  Angeles,  California 


vial  should  be 
in  every  physician’ s 
emergency  bag 


Insulin  Squibb 


-$H[.  Complete  Information  on  Request 


ER:  Squibb  & Sons,  New TQrk 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


INSULIN  is  the  active  anti- 
diabetic principle  of  the 
Pancreas,  and  is  the  one  and  only 
anti-diabetic  specific. 

Insulin  Squibb,  in  common 
with  other  brands  of  Insulin, 
sold  under  whatever  name  in  the 
United  States,  must  conform  to 
the  standards  and  requirements  es- 
tablished by  the  Insulin  Commit- 
tee of  the  University  of  Toronto. 

Insulin  Squibb  is  accurately 
and  uniformly  potent,  highly 
stable,  and  particularly  free  from 
pigmentary  impurities.  More- 
over, Insulin  Squibb  has  a very 
low  content  of  nitrogen  per  unit, 
and  a noteworthy  freedom  from 
reaction-producing  proteins. 


5-cc.  10-cc. 

50 
100 
200 


100  units  (10  units  per  cc.)  — Blue  label 
200  units  (20  units  per  cc.)  — Yellow  label 
400  units  (40  units  per  cc.)  — ■ Red  label 
800  units  (80  units  per  cc.)  — Green  label 


Insulin  Squibb  is  supplied  in  5-  and 
10-cc.  vials  of  the  following  strengths: 
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Diagnostic  Room  of  X-Ray  Department,  Houston  Clinic,  Houston,  Texas.  This  department  utilizes  two  X-ray  machines,  a “Snook” 
for  diagnostic  work  and  a “ Snook  Special ” for  deep  therapy.  Complete  equipment  installed  by  Victor  X-Ray  Corporation  of  Texas. 

Vidor  Service  in  lour  State 


THE  Victor  X-Ray  Corporation  has  assumed  a respoiv 
sibility  to  the  medical  profession  which  does  not  end 
with  developing  and  manufacturing  X-Ray  and  Physical 
Therapy  apparatus  of  the  most  approved  type.  It  is  a 
tenet  of  the  Victor  code  that  the  operator  of  a Victor 
machine  has  the  right  to  receive  technical  aid  when 
he  needs  it. 

So,  a nationwide  Victor  Service  Department  was  or' 
ganized  years  ago  and  direct  branches  established  in  the 
principal  cities  of  the  United  States  and  Canada,  where 
Victor  trained  men  are  always  available.  These  men,  by 
drawing  on  the  facilities  of  the  Engineering  Service  and 
Educational  Departments  at  the  home  office,  are  equipped 
to  render  technical  assistance  that  is  appreciated  by  every 
user  of  Victor  equipment. 

Victor  alone  maintains  so  comprehensive  a Service 
Organization. 

VICTOR  X-RAY  CORPORATION 

2012  Jackson  Boulevard  . Chicago,  Illinois 

DALLAS  BRANCH:  2503  Commerce  St. 

HOUSTON  BRANCH:  Medical  Arts  Bldg. 

SAN  ANTONIO  BRANCH:  Medical  Arts  Bldg. 


Many  physicians  feel  that  Victor 
quality,  with  Victor  service,  implies 
a price  higher  than  they  can  afford. 
But  they  are  happily  surprised  when 
shown  this  Victor  5"  X-Ray  Unit, 
complete  with  Coolidge  Tube  for 
radiographic  diagnosis,  for  $725.00. 
The  same  high  quality  applies  here 
as  in  any  other  Victor  equipment. 


^ RAY 

Diagnostic  and  Deep  Therapy 
Apparatus.  Also  manufacturers 
u^^^^^fjh^CooUdg^Tube^^^^^j 


/PHYSICAL  THERAPY'S 


High  Frequency,  Ultra-Violet, 
Sinusoidal,  Galvanic  and 
Phototherapy  Apparatus 


THE  MENNINGER  PSYCHIATRIC 

HOSPITAL 

Modern  Psychiatric  Treatment  for  Mental  Illness 


THE  SOUTHARD  SCHOOL 

A Home  School  for  Nervous  and  Backward  Children 


THE  MENNINGER  CLINIC 

Psychiatry  and  Neurology 


Karl  A.  Menninger,  M.  D.  C.  F.  Menninger,  M.  D.  William  C.  Menninger,  M.  D. 

Topeka,  Kansas 


Southwestern  Medicine 

OFFICIAL  ORGAN  OF 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
NEW  MEXICO  MEDICAL  SOCIETY 
EL  PASO  COUNTY  (TEXAS)  MEDICAL  SOCIETY 
THE  MEDICAL  AND  SURGICAL  ASSOCIATION 
OF  THE  SOUTHWEST 


Volume  XI.  DECEMBER,  1927  No.  12 


ANNUAL  SUBSCRIPTION  $2  SINGLE  COPIES  25  CENTS 

Entered  at  the  Postoffice  at  Phoen  ix,  Arizona,  as  second  class  matter. 

‘'Acceptance  for  mailing:  at  special  rate  of  postage  provided  for  in  section  1103,  Act  of  October  3,  1917, 

authorized  March  1,  1921.” 


POLIOMYELITIS 

A Brief  Resume  of  Epidemiology,  Symptom- 
ato:ogy  and  Treatment. 

WILLIAM  H.  PARK.  M.  D.,  and 
JOSEPHINE  B.  NEAL,  M.  D., 

New  York. 

Presented  before  the  Medical  and  Surgical  Asso- 
ciation of  the  Southwest  at  their  Clinical  Congress 
md  Annual  Meeting,  at  El  Paso.  Texas,  November 
2 to  5,  1927. 

During  the  summer  of  1927,  poliomyelitis 
has  been  unusually  prevalent  in  the  United 
States.  The  first  outbreaks  of  serious  pro- 
portions were  in  New  Mexico,  Texas  and 
Southern  California,  late  in  June  and  early 
in  July.  These  were  of  rather  short  dura- 
tion. Later  in  July,  a fairly  large  number 
of  cases  were  reported  in  Ohio  and  a much 
smaller  number  in  West  Virginia.  In  Massa- 
chusetts, the  number  of  cases  increased 
rather  rapidly  in  September.  In  August  and 
September,  there  was  a sharp  increase  in 
the  cases  in  Northern  California.  The  Pub- 
lic Health  Report  states  that  for  fourteen 
weeks,  from  July  3 to  October  8,  1927,  re- 
ports from  tie  state  health  officers  show 
5,227  cases  o"  poliomyelitis  as  compared 
with  1,340  and  3,772  for  the  corresponding 
periods  of  1926  and  1925  respectively. 

This  has  focused  our  attention  again  on 
this  disease.  It  may  be  worth  while,  there- 
fore, to  summarize  briefly  the  more  impor- 
tant points  of  our  present  knowledge  of  in- 
fantile paralysis. 

It  is  comforting  to  realize  that  a territory 
badly  infected  one  year  is  apt  to  have  but 
little  poliomyelitis  during  the  next  few  years. 

The  past  eleven  years  have  not  developed 
any  outstanding  facts.  The  appearance  of 
epidemic  encephalitis,  formerly  called  Isth- 
argica  and  often  erroneously  called  sleeping 
sickness,  has  added  another  disease  with  a 


predilection  for  the  central  nervous  system. 
The  behavior  of  its  virus  affords  many  in- 
teresting points  for  comparison  with  that 
of  poliomyelitis  and,  in  a small  percentage 
of  cases,  a very  difficult  point  in  differential 
diagnosis. 

ETIOLOGY 

It  has  been  known  since  1909,  when  Land- 
steiner  and  Popper  produced  experimental 
poliomyelitis  in  monkeys,  that  the  disease 
is  due  to  a virus  present  in  the  brain  and 
spinal  cord  substance.  Very  soon  after  this, 
Flexner  and  Lewis,  Landsteiner  and  Leva- 
diti,  and  oVers,  succeeded  in  transmitting 
the  disease  from  monkey  to  monkey,  and 
these  same  workers  also  proved  that  the 
virus  was  filtrable.  The  presence  of  this 
virus  has  also  been  demonstrated  in  the 
filtrate  of  the  naso  pharyngeal  washings  and 
in  washings  from  the  trachea  and  from  the 
intestines.  For  some  time  the  tiny  globoid 
bodies  which  passed  fine  filters,  described 
by  Flexner  and  Noguchi  in  1914,  were  be- 
lieved to\  be  the  specific  etiological  agent, 
but  this  work  has  failed  to  be  corroborated 
and  the  discoverers  of  the  globoid  bodies  at 
present  express  great  doubt  as  to  their  sig- 
nificance. They  are  probably  contamina- 
t;ons  or  organisms  growing  in  symbiosis 
with  the  true  viurs. 

EPIDEMIOLOGY 

Although  a certain  number  of  older  chil- 
dren and  adults  develop  poliomyelitis,  it  is 
essentially  a disease  of  early  childhood.  In 
most  epidemics  about  ninety  per  cent  of 
'cases  occur  in  the  first  ten  years  of  life, 
and  the  greatest  incidence  is  usually  in  the 
second  and  third  years.  A somewhat  larg- 
er number  of  males  than  females  are  at- 
tacked by  the  disease.  With  rare  excep- 
tions epidemics  have  occurred  in  the  sum- 
mer months. 
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2 

2 

16 

13 

1 

1 
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3 

3 

17 

13 

0 
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From  the  large  number  of.  individuals  who 
escape  the  disease,  although  intimately  ex- 
posed to  it  by  a patient  in  the  family,  we 
may  assume  that  a large  percentage  of  peo- 
ple have  an  immunity  either  natural  or  ac- 
quired by  some  process  the  action  of  which 
we  do  not  cetrainly  know.  It  does  not  seem 
reasonable  to  assume  that  all,  or  even  a 
large  proportion  of  these  immune  individ- 
uals, have  suffered  from  a mild  and  unrec- 
ognized form  of  the  disease.  As  only  a 
small  number  of  cases  give  a history  of  ex- 
posure, it  is  commonly  accepted  that  the 
healthy  carrier  or  the  convalescent  from  an 
undiagnosed  attack  is  the  main  source  of 
infection.  This  will  be  taken  up  in  detail 
later.  In  cases  occurring  in  rural  communi- 
ties, the  history  is  often  obtained  that  the 
patient  had  been  visited  by  or  had  visited 
someone  in  whose  family  a case  had  rather 
recently  occurred,  or  had  attended  a coun- 
try fair  or  some  other  large  gathering  of 
people  a fewT  days  before  the  illness  devel- 
oped. It  is  obviously  impossible  to  have  a 
very  definite  idea  of  the  incubation  period, 
since  the  number  of  cases  with  histories  of 
direct  exposure  is  so  small.  Wickman  stated 
that  it  w^as  probably  from  three  or  four  to 
ten  days.  From  a study  made  by  the  Rocke- 
feller Foundation  under  the  direction  of  Dr. 
A.  H.  Doty,  in  New  York  City  in  the  epi- 
demic of  1916,  it  seemed  probable  that  the 
incubation  period  was  usually  seven  or  eight 
days. 

Investigations  of  epidemics  have  pretty 
well  ruled  out  animals  and  insects  as  car- 
riers of  the  virus.  In  a small  epidemic  in 
Cortland,  New  York,  in  1925,  investigated 
by  Knapp,  Godfrey  and  Aycock,  it  was 
shown  that  contaminated  milk  might  be  a 
factor  in  its  spread.  A number  of  persons 
supplied  with  raw  milk  by  one  in  whose  fam- 
ily a case  had  occurred,  developed  the  dis- 
ease, while  families  supplied  by  other  dis- 
tributors had  none.  This  makes  it  impor- 
tant to  look  into  the  possibility  of  milk  be- 
ing a carrier  of  the  infection. 


SYMPTOMATOLOGY 

In  dealing  with  a disease  the  manifesta- 
tions of  which  are  so  variable,  both  in  ex- 
tent and  severity,  as  are  those  of  poliomye- 
litis, any  brief  discussion  of  the  symptoms 
must  be  more  or  less  incomplete.  The 
symptoms  of  poliomyelitis  must  be  consid- 
ered as  divided  into  two  phases:  the  first 
showing  evidence  of  a general  systemic  in- 
fection; the  second,  that  of  the  involvement, 
to  a greater  or  less  extent,  of  the  central 
nervous  system.  A type  of  onset  described 
by  Kling,  Levaditi  and  others,  remarked 
upon  in  the  Study  of  Poliomyelitis  by  the 
Meningitis  Division  of  the  Research  Labor- 
atory of  the  City  Health  Department,  in 
1917,  and  emphasized  by  Draper  in  his 
“dromedary’  ’type,  is  that  in  which  the 
initial  sympotms  (usually  of  a gastroin- 
testinal or  anginal  nature  with  fever)  are 
followed  by  a remission  of  several  days, 
after  which  there  is  an  exacerbation  of 
these  symptoms,  usually  with  paralysis  de- 
veloping immediately.  From  our  experience 
and  from  a study  of  the  literature,  we  be- 
lieve that  this  twpe  of  onset  is  usually 
less  common  than  that  in  which  the  symp- 
toms progress  without  pronounced  remis- 
sions. In  a still  smaller  group  of  cases  the 
onset  is  insidious.  Usually,  however,  it  is 
abrupt. 

f Fever  is  the  most  constant  as  well  as  the 
first  symptom.  As  a rule,  it  is  fairly  high 
and  of  comparatively  short  duration.  Next 
to  fever,  the  most  frequent  symptom  is  hy- 
z peresthesia,  or  diffuse  tenderness,  over  the 
whole  body,  more  marked,  perhaps,  along 
the  spine  and  in  the  legs.  Usually  there  is 
a decided  drowsiness  and  the  patient  mani- 
fests great  irritability  when  disturbed.  There 
is  often  profuse  sweating.  Headache,  vom- 
iting and  constipation  or  diarrhea,  are  com- 
mon symptoms.  Occasionally  there  may  be 
retention  of  urine  in  the  more  severe  cases. 
Convulsions  are  not  especially  common. 
Muscular  twitchings,  or  tremor,  occur  quite 
often.  Delirium  is  rather  rare.  In  some 
epidemics  an  erythema  has  been  observed  in 
a certain  proportion  of  cases.  Sensory  dis- 
turbances, other  than  the  hyperesthesia  al- 
ready noted,  are  extremely  rare. 

While  certain  of  these  symptoms  may 
well  be  due  to  involvement  of  the  central 
nervous  system,  within  the  first  twenty- 
four  to  forty-eight  hours,  there  is  usually 
additional  evidence  by  more  or  less  well- 
marked  signs  of  meningeal  irritation.  These 
are : a certain  degree  of  antero-posterior 
stiffness  of  the  neck,  Kernig’s  sign  or  the 
spinal  sign  (pain  on  anterior  flexion  of  the 
spine)  and  a postiive  Macewen’s  sign.  Oth- 
er indications  that  the  central  nervous  sys- 
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tem  is  being  attacked,  may  be  ascertained 
by  the  examination  of  the  reflexes.  Very 
early,  the  tendon  reflexes  are  likely  to  be 
exaggerated  and  the  superficial  reflexes  are 
normal  or  active.  As  the  disease  progress- 
es, however,  the  tendon  reflexes  are  usually 
diminished,  or  lost,  and  they  are  frequently 
unequal.  A diminution  or  loss  of  a reflex 
is  often,  but  not  invariably,  an  indication 
of  an  approaching  paralysis.  The  superfi- 
cial reflexes  of  the  trunk  are  retained  un- 
less there  is  a paralysis  of  the  back  or  ab- 
domen. 

If  the  lesion  of  the  central  nervous  sys- 
tem goes  on  to  paralysis,  this  usually  makes 
its  appearance  within  three  to  four  days.i 
Of  course  this  period  is  longer  in  the  type 
of  case  in  which  there  is  a stage  of  remis- 
sion. But,  in  this  type,  the  paralysis  usual- 
ly appears  quite  promptly  after  the  exacer- 
bation of  symptoms. 

Much  attention  has  been  devoted  to  an 
attempt  to  classify  the  disease  into  types. 
Wickman  described  eight  types  on  both  a 
clinical  and  a pathologic  basis.  From  a 
study  of  the  cases  in  the  epidemic  of  1916, 
we  suggested  a classification  based  on  the 
anatomical  location  and  the  degree  of  the 
lesion. 

Nonparalytic  Type.  Under  this  head  are 
included  cases  in  which  the  nerve  cells  are 
not  sufficiently  injured  to  produce  paraly- 
sis. There  may  be  weakness.  Under  this 
type  should  be  classed  meningitis  cases  and 
also  those  cases  somewhat  like  tuberculous 
meningitis,  but  without  motor  disturbance, 
which  we  have  called  encephalitic,  since  the 
chief  symptom  seemed  to  be  a depression 
of  the  sensorium.  This  is  really  only  an 
accentuation  of  the  drowsiness  and  stupor 
characteristic  of  the  early  stages.  In  these 
cases  the  motor  cortical  areas  are  not  in- 
volved. 

Ataxic  Type.  The  motor  nerve  cells  are 
evidently  not  involved,  but  there  is  lack  of 
coordination,  ataxia,  nystagmus,  *etc.  In 
some  cases  an  ataxic  gait  is  the  only  sign 
of  involvement  of  the  central  nervous  sys- 
tem other  than  the  sensory  symptoms.  The 
anatomic  basis  for  this,  proved  by  the  post- 
mortem findings  of  involvement  of  the  cere- 
bellum, Clark’s  column  and  the  interverte- 
bral ganglia.  This  type  is  very  rare. 

Type  with  Cortical  or  Upper  Motor  Neu- 
ron Paralysis.  The  upper  motor  neuron  is 
affected,  with  resulting  paralysis.  A true 
spastic  paralysis  is  rare.  More  often  are 
seen  evidences  of  involvement  of  the  upper 
motor  neuron,  increase  of  reflexes,  or  se- 
vere and  prolonged  convulsions.  These  con- 
vulsions are  general  and  epileptic  in  char- 
acter and  may  last  for  several  hours. 


Type  with  Spinal  or  Subcortial  Paralysis. 

The  lower  motor  neuron  is  affected,  with  re- 
sulting flaccid  pai’alysis.  This  is,  of  course, 
the  most  common  form  and  the  one  first  rec- 
ognized and  described.  This  type  includes  the 
rapidly  ascending  type  resembling  Landry’s 
paralysis  and  those  cases  with  bulbar  par- 
alysis. 

In  recent  years  much  discussion  has  cen- 
tered about  the  question  of  the  percentage 
of  cases  in  which  the  disease  does  not  pro- 
gress beyond  the  systemic  phase  or,  at 
most,  beyond  the  stage  of  meningeal  irrita- 
tion. Some  authorities  place  this  number  as 
high  as  seventy-five  or  eighty  per  cent. ; the 
more  conservative,  at  perhaps  twenty-five 
to  thirty  per  cent.  It  is  a question  that  it 
will  be  difficult  to  decide.  Probably  the 
higher  percentage  is  the  more  nearly  cor- 
rect. 

Poliomyelitis  comes  at  a season  when 
acute  rastro-intestinal  disturbances  are  com- 
mon and  it  attacks,  especially,  children  of 
an  age  when  such  disturbances  are  most 
prone  to  apoear.  Many  children  with  gastro- 
enteritis show  quite  marked  signs  of  men- 
ingeal irritation.  On  lumbar  puncture,  the 
spinal  fluid  is  increased  and,  if  convulsions 
have  been  present,  there  may  be  an  increase 
in  the  cells  or  proteins  or  both,  so  that  an 
examinat'on  of  the  spinal  fluid,  while  it 
would  help,  would  not  decide  the  diagnosis. 

The  examination  of  the  spinal  fluid  is  the 
most  valuable  laboratory  aid  in  the  diagno- 
sis of  poliomvelitis,  but  even  here  there  are 
no  pathognomonic  findings,  as,  for  example, 
the  infecting  organism  in  a purulent  or  a 
tuberculous  meningitis.  It  is  by  ruling  out 
other  conditions  that  it  is  of  most  value, 
and  it  is  of  the  greatest  service  only  when 
correlated  with  a careful  clinical  study  of 
the  case. 

The  spinal  fluid  in  poliomyelitis  is  usual- 
ly increased  in  amount  and  escapes  under 
pressure.  It  is  clear  or  slightly  hazy  in  ap- 
pearance, and  sometimes  shows  the  fibrin 
web  formation  which  was  formerly  consid- 
ered pathognomonic  of  tuberculous  menin- 
gitis. 

In  poliomyelitis,  the  spinal  fluid  shows 
evidence  of  an  inflammatory  reaction — there 
is  a varying  increase  in  the  cells  and  in  the 
albumin  and  globulin.  In  a few  cases,  these 
evidences  of  an  inflammatory  reaction  are 
well  marked : in  most  cases,  they  are  mod- 
erate; while,  in  a few  cases  at  the  other  ex- 
treme, they  are  so  slight  and  the  fluid  so 
nearly  approaches  normal  that  it  is  difficult 
to  make  a definite  statement  in  regard  to 
the  findings. 

The  cell  count  ranges  from  a slight  in- 
crease to  1000  or  more.  These  high  counts 
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are  rare.  So  also  are  counts  of  ten  or  less. 
The  usual  count  runs  from  fifteen  or  twen- 
ty to  100.  Much  depends  on  the  stage  of 
the  disease  at  which  the  puncture  is  done. 
The  counts  tend  to  fall  off  rather  rapidly 
after  the  first  week  and  are  usually  nearly 
normal  by  the  end  of  the  second  week.  It 
has  been  stated  that,  very  early,  the  cells 
are  polymorphonuclear,  and  that  these  are 
replaced  later  by  mononuclears.  This  was 
not  our  experience  in  1916,  when  we  had 
the  opportunity  of  examining  many  fluids 
in  the  early  stages.  We  found,  at  that  time, 
a few  fluids  (thirty-nine  out  of  a series  of 
2000)  in  which  nolymorphonuclears  predom- 
inated. These  fluids  were  obtained  at  dif- 
ferent stages  of  the  disease,  so  we  were  in- 
clined to  believe  that  the  polymornhonu- 
clears  represented  an  unusual  type  of  men- 
ingeal reaction — not  a stage  of  the  disease. 

The  protein  is  slightly  to  moderately 
above  normal.  The  increases  in  protein  and 
cells  do  not  necessarily  run  parallel.  The 
protein  increase  usually  remains  somewhat 
longer  than  does  the  increase  in  cells. 

The  sugar  in  the  spinal  fluid  of  poliomye- 
litis is  normal  or  high.  It  may  be  more  than 
100  mg.  per  100  c.  c.  and  is  frequently  above 
eighty.  This  point  should  be  emphasized, 
as  certain  workers  have  called  attention  to 
the  high  sugar  that  not  infrequently  is 
found  in  the  fluids  of  epidemic  encephalitis, 
and  have  considered  it  a diagnostic  point. 

The  chlorides  in  the  fluids  of  poliomye- 
litis, run  from  slightly  below  normal  to 
somewhat  above  normal  and  seem  to  have 
no  significance.  The  blood  in  poliomyelitis 
shows  a moderate  leucocytosis  and  polynu- 
cleosis. 

PROGNOSIS  AND  MORTALITY 

The  prognosis  must  be  considered  from 
the  standpoint  both  of  life  and  disability. 

The  mortality  varies  greatly  in  different 
epidemics  and  the  figures  given  are  prob- 
ably always  too  high  on  account  of  the  mild 
cases  that  are  not  diagnosed.  In  New  York, 
in  1916,  the  mortality  was  extremelv  high 
— twenty-seven  per  cent.  It  is  usually  giv- 
en as  ten  to  fifteen  per  cent.  The  mortal- 
ity is  particularly  high  in  the  first  two 
years  of  life  among  adults.  Most  cases  re- 
sulting fatally  die  during  the  first  week  of 
the  disease.  While  those  cases  with  bulbar 
paralysis  constitute  the  vast  majority  of  the 
fatal  cases,  patients  developing  such  paraly- 
sis are  by  no  means  to  be  considered  as  hav- 
ing a hopeless  prognosis.  Many  of  them 
make  perfectly  good  recoveries.  These  have 
been  noted  in  a number  of  instances  in  the 
present  and  past  in  New  York  City. 

It  is  generally  accepted  that  the  most 
common  cause  of  death  is  respiratory  fail- 


ure, due  to  the  progressive  paralysis  of  the 
muscles  of  respiration.  The  question  of 
death  occurring  as  a result  of  respiratory 
failure,  or  of  cardiac  failure,  due  to  the 
respiratory  or  cardiac  centers  being  in- 
volved, has  received  but  little  consideration. 
Wickman,  referring  to  the  occasional  occur- 
rence of  Cheyne-Stokes  respiration,  says 
that  it  is  undoubtedly  due  to  the  respiratory 
center  being  affected.  He  also  mentions 
the  possibility  of  the  involvement  of  the 
vagus.  Realizing  that  this  question  lies,  to 
a great  extent,  in  the  realm  of  speculation, 
certain  observations  point  to  the  desirabil- 
ity of  giving  it  serious  consideration.  It  is 
certainly  possible  to  conceive  from  the  path- 
ologic findings  that  this  condition  may  ex- 
ist. Cases  occur  in  which  the  only  lesions 
are  in  the  bulb  and  pons,  there  being  no  in- 
volvement of  the  cervical  regions  of  the 
cord,  where  the  nerves  controlling  the  mus- 
cles of  respiration  take  their  origin. 

During  the  epidemic,  death  occurred  sud- 
denly, without  signs  of  cardiac  failure,  in 
a few  cases  in  which  there  was  no  paraly- 
sis of  the  muscles  of  respiration.  In  one 
case  death  occurred  without  evidence  of 
paralysis,  evidently  from  cardiac  disturb- 
ance. For  twenty-four  hours  preceding  death 
there  had  been  intervals  of  great  irregular- 
ity of  the  heart,  though  the  heart  itself, 
from  the  physical  examination,  was  appar- 
ently normal.  Such  a condition  might  con- 
ceivably arise  from  a progressive  involve- 
ment of  the  vagus  center  in  the  medulla. 

In  several  instances  there  was  evidence 
of  a transient  involvement  of  the  cardiac 
or  respiratory  centers,  as  shown  by  marked 
irregularity  of  the  heart  or  respiration, 
which  cleared  up  completely. 

As  regards  disability,  it  is  obvious  that 
many  patients  belong  to  the  non-paralytic 
group.  These  make  perfect  recoveries.  In 
other  cases  there  is  a transient  weakness  or 
paralysis,  due,  probably,  to  an  edema  around 
the  cells,  which  clears  up  promptly  and 
completely.  In  the  cases  with  paralysis, 

proper  orthopedic  treatment  often  brings 
about  surprisingly  good  results  even  when 
the  paralysis  is  extensive. 

Aside  from  muscular  disability,  poliomye- 
litis is  apparently  very  free  from  after  ef- 
fects. The  virus  does  its  worst  in  a few 
days — dies  out  completely,  and  any  further 
change  is  toward  recovery.  Its  action  is  in 
striking  contrast  to  that  of  epidemic  en- 
cephalitis, which  acts,  as  a rule,  slowly, 
gradually  involving  different  parts  of  the 
central  nervous  system,  is  apparently  qui- 
escent for  months  or  years,  and  then  be- 
comes again  active. 


DECEMBER,  1927 


527 


TREATMENT 

Prophylaxis — Since  it  is  accepted  that 
poliomyelitis  is  spread  largely  by  human 
contact,  the  isolation  of  the  patient  is  im- 
portant. It  would  be  desirable  also,  as  far 
as  possible,  to  isolate  contacts  as  well.  Since 
the  virus  is  known  to  exist  in  the  nasophar- 
yngeal secretions  and  in  the  discharges  from 
the  bowel,  measures  should  be  taken  to  dis- 
pose of  these  secretions  and  also  to  avoid 
contamination  by  them.  Amoss  and  Taylor 
have  shown  that  neutralizing  bodies  are 
found  in  the  nasopharyngeal  secretions.  It 
is,  therefore,  at  present  doubtful  whether 
it  is  better  to  use  nasal  irrigations  and  gar- 
gles of  normal  saline,  or  to  use  antiseptics 
which,  while  acting  more  effectually  on  the 
virus,  may  have  a deleterious  effect  on  these 
secretions.  This  is  a suitable  subject  for 
careful  investigation.  Some  of  the  newer 
dyes,  while  destructive  to  micro-organisms, 
seem  to  have  little,  if  any,  deleterious  ef- 
fect on  the  mucous  membranes. 

General — During  the  acute  stage  general 
symptomatic  treatment  should  be  employed, 
with  complete  rest.  The  relief  of  the  in- 
creased intracranial  pressure,  by  lumbar 
puncture,  is  practically  always  of  thera- 
peutic value.  Sometimes  a single  puncture 
is  sufficient  but  it  should  be  repeated  when- 
ever there  are  signs  of  meningeal  irritation 
or  increased  intracranial  pressure.  If  par- 
alysis develops,  the  paralyzed  muscles 
should  be  adequately  supported  by  pads, 
splints  or  other  devices,  until  all  tenderness 
or  other  indications  of  inflammation  have 
disappeared.  The  patient  should  then  be 
placed  in  the  hands  of  a competent  ortho- 
pedist. 

Specific — The  use  of  serum,  either  from 
convalescent  patients  or  from  horses  im- 
munized by  organisms  supposed  to  be  the 
cause  of  the  disease  or  with  the  brain  sub- 
stance of  monkeys  killed  while  having  the 
disease,  has  been  more  or  less  widely  ad- 
vocated. As  regards  the  use  of  serum  from 
horses  immunized  against  the  strain  of 
streptococci  isolated  by  Rosenow,  the  re- 
sults, to  say  the  least,  are  doubtful.  Since 
the  etiological  agent  is  accepted  by  most 
authorities  as  being  unknown,  it  is  difficult 
to  see  how  any  specific  action  could  be  ex- 
pected. It  is  used  very  little  in  New  York. 

At  a symposium  on  poliomyelitis,  a little 
more  than  a year  ago,  Amoss  stated  that 
the  horse  sera,  from  horses  so  treated,  that 
he  had  tested  did  not  have  the  power  of 
neutralizing  the  virus.  Hence  their  use  ap- 
pears to  have  no  scientific  foundation. 

The  immune  human  serum  has  been  rec- 
ommended for  use  both  intraspinally  and 
intravenously.  Some  years  ago  the  empha- 


sis was  laid  on  the  intraspinal  injections. 
In  the  minds  of  the  general  public,  and  of 
many  physicians,  there  exists  a close  an- 
alogy between  the  use  of  serum  in  epidemic 
meningitis  and  in  poliomyelitis,  and  its  suc- 
cess in  the  former  has  influenced  them  to 
have  faith  in  its  success  in  the  latter. 

The  pathology  of  the  two  conditions,  how- 
ever, is  quite  different.  In  acute  purulent 
meningitis,  the  process  is  limited  almost  en- 
tirely to  the  meninges,  the  brain  and  cord 
substance  being  little,  if  at  all,  involved, 
though  there  may  be  some  secondary  con- 
gestion. In  poliomyelitis,  however,  the 
pathologic  picture  is  reversed.  Here,  the 
brain  and  cord  substance  is  mainly  involved, 
whereas  the  inflammation  in  the  meninges 
is  secondary.  Injecting  a foreign  substance 
into  the  slightly  inflamed  meninges  sets  up, 
in  many  cases,  an  acute  aseptic  meningitis, 
as  is  shown  by  changes  in  the  spinal  fluid, 
and  clinically,  by  the  increased  temperature, 
rigidity  of  the  neck  and  other  signs  of  men- 
ingeal irritation.  It  is  possible,  but  hardly 
probable,  that  this  increased  inflammatory 
reaction  may  tend  to  accentuate,  indirectly, 
the  inflammatory  changes  already  existing 
in  the  subjacent  substance  of  the  brain  and 
cord. 

In  certain  cases  that  we  observed,  we 
thought  that  such  a harmful  reaction  did 
take  place — but  it  may  have  been  due  to 
the  antiseptic  or  hemoglobin  in  the  serum. 
Our  opinion  was  further  borne  out  by  ani- 
mal experiments  performed  by  Abramson. 
He  found  that  monkeys  treated  by  intra- 
spinal injections  of  convalescent  human 
serum.  On  the  other  hand,  we  have  had 
the  control  monkeys,  which  received  no 
serum.  On  the  othe  rhand,  we  have  had 
the  opposite  impression  in  many  cases,  and 
it  is  the  belief  of  many  that  good  results 
follow  the  use  of  serum. 

The  value  of  the  intravenous  injections 
of  convalescent  serum  appeals  to  us  more 
strongly,  but  we  must  still  consider  it  an 
open  question.  To  be  of  value,  it  is  com- 
monly conceded,  the  serum  must  be  used 
in  the  pre-paralytic  stage.  It  is  recognized 
that  the  diagnosis  at  this  stage  is  extreme- 
ly difficult.  Therefore,  until  a large  series 
of  cases  is  treated,  with  at  least  a nearly 
equally  large  number  of  untreated  cases  as 
controls,  in  some  epidemic,  the  question 
must  remain  in  doubt.  Reports  of  the  re- 
sults of  the  serum  in  a few  individual  cases, 
mean  very  little.  Many  apparently  severe 
cases  of  poliomyelitis  often  make  surpris- 
ingly good  recoveries  when  only  lumbar 
puncture  is  used.  Unfortunately,  there  is 
not  the  same  tendency  to  publish  the  re- 
sults of  these  recoveries  as  there  is  to  pub- 
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lish  those  in  which  some  supposedly  spe- 
cific treatment  was  used. 

In  a personal  communication  to  me,  Rose- 
nau  of  Harvard  University  told  of  the  very 
recent  apparent  success  of  Ay  cock  in  the 
first  fifty  cases  of  early  poliomyelitis  treat- 
ed by  giving,  on  the  first  day,  15  c.  c.  of 
convalescent  serum  intraspinally  and  -SO  c.c. 
intravenously,  and  on  the  second  day,  15  c.c. 
intraspinally.  Only  two  of  the  fifty  cases 
developed  paralysis. 

Zingher,  however,  working  with  me  in 
1916,  had  almost  equally  good  results  with 
intraspinal  injection  in  the  preparalytic 
cases.  At  the  Willard  Parker  Hospital,  he 
treated  twenty-five  cases  in  the  preparalytic 
state,  and  only  one  developed  paralysis.  He 
treated  similarly  eightv-eight  cases  that 
had  developed  paralysis.  Eighteen  died  dur- 
ing the  first  twenty-four  hours;  nine,  with- 
in forty-eight  hours;  and  five,  later — a total 
of  thirty-two  deaths  among  eighty-eight 
cases,  or,  rather,  eighty-two,  for  six  other 
cases  died  of  complications  such  as  pneu- 
monia. 

As  a control,  he  injected  ten  preparalytic 
cases  with  normal  horse  serum.  One  devel- 
oped bulbar  symptoms  within  twelve  hours 
and  died  shortly  afterward;  the  others  re- 
covered without  developing  paralysis. 

At  a private  hospital  on  the  health  de- 
partment grounds,  he  injected  fifteen  addi- 
tional preparalytic  cases.  Nine  remained 
free  from  paralysis,  two  developed  paraly- 
sis within  twenty-four  hours,  and  four  later. 
Four  of  the  six  completely  recovered. 

He  injected,  for  other  physicians,  four- 
teen preparalytic  cases.  Eleven  remained 
free  from  paralysis ; three  developed  par- 
alysis. Two  completely  recovered. 

In  all,  Zingher  treated  fifty-four  prepar- 
alytic cases.  The  majority  received  two 
doses  of  ■:  rum  intraspinally.  Forty-four 
recovered  without  developing  paralysis.  Of 
the  remaining  ten,  none  died,  and  in  only 
four  of  the  fifty-four  did  paralysis  remain. 
Zingher  concludes  his  report  with  the  fol- 
lowing comment:  “It  is  known  that  in  polio- 
myelitis we  have  a group  of  abortive  non- 
paralytic cases,  in  patients  who  go  through 
the  premonitory  symptoms  but  do  not  de- 
velop paralysis.  It  is  difficult  to  state, 
therefore,  how  many  of  the  patients  would 
have  remained  free  from  paralysis  without 
the  serum  treatment.  Conclusions  based 
on  any  form  of  treatment,  in  a disease 
which  is  so  variable  in  symptomatology  and 
in  prognosis,  both  as  to  life  and  disability, 
must  be  given  with  reserve.  It  seems  to 
me,  howrever,  that  the  action  of  the  conval- 
escent serum  in  poliomyelitis,  is  beneficial.” 
“When  carefully  observed  and  controlled, 


the  treatment  is  harmless.  In  the  more  se- 
vere cases,  in  which  paralysis  is  developing, 
the  value  of  the  serum  is  more  doubtful: 
but  even  here  we  should  continue  to  use  it, 
hoping,  in  the  course  of  time,  to  obtain  more 
definite  results.” 

We  are  now  immunizing  a horse  with  the 
virus  from  the  brains  of  monkeys.  As  you 
know,  the  monkey  is  the  only  kind  of  ani- 
mal that  develops  poliomyelitis  after  experi- 
mental infection.  The  serum  already  has 
protective  substances  in  it  and  we  expect  to 
use  it  on  my  return,  both  intravenously  and 
intraspinally.  We  will  first  try  its  thera- 
peutic value  in  monkeys.  I am  looking  for- 
ward with  interest,  but  hardly  with  expecta- 
t'on  that  the  results  of  its  use  will  be  defi- 
nitely favorable. 

Let  us  consider,  briefly,  the  presence  of 
the  microbe  of  infantile  paralysis  in  human 
beings — the  sick,  the  convalescent,  and 
healthy  contacts. 

In  December,  1908,  Landsteiner  and  Pop- 
per communicated  the  fact  that  they  had 
succeeded  in  transferring  poliomyelitis  from 
human  beings  to  monkeys.  This  opened  up 
a way  for  testing  for  the  presence  of  the 
virus,  even  though  we  did  not  know  the  or- 
ganism itself. 

Flexner  proved  that  the  virus  was  in  the 
mucous  membranes  by  cutting  out  a piece 
from  the  nasal  mucous  membrane  of  a mon- 
key recently  dead  of  poliomyelitis  and  pro- 
ducing the  disease  with  it  in  another.  The 
tonsillar  tissues  also  produced  the  disease. 
Attempts  to  produce  the  disease  with  wash- 
ings from  the  respiratory  and  intestinal  mu- 
cous membranes,  however,  failed,  and  the 
question  was  in  doubt  as  to  whether  the 
mouth  and  intestinal  secretions  were  infec- 
tious. 

During  some  of  the  epidemics  of  infantile 
paralysis,  observations  have  been  made  that 
gastro-intestinal  disturbances  occur  in  chil- 
dren, not  only  during  the  epidemic,  but  be- 
fore any  ca-es  of  paralysis  appear.  There  is 
considerable  possibility  that  these  symptoms 
are  due  to  an  infection  of  the  intestinal 
mucous  membrane  with  the  virus. 

In  1911,  Kling,  Pettersson  and  Wernstedt 
made  a remarkable  study  of  the  nasal,  tra- 
cheal and  intestinal  secretions  of  persons 
dying  of  poliomyelitis,  of  those  sick  of  the 
disease,  and  of  those  in  contact  with  per- 
sons sick  of  the  disease.  They  were  able  to 
infect  monkeys  with  the  secretions  from 
each  of  these  classes  and,  more  striking 
still,  they  found,  in  many  of  the  conval- 
escents and  infected  carriers,  that  the  virus 
persisted  for  two  or  even  three  months.  If 
this  work  is  reliable,  and  there  seems  to  be 
no  doubt  that  it  is,  the  decision  as  to  when 
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isolation  shoudl  be  terminated  becomes  a 
very  difficult  one.  It  would  seem  as  if  our 
present  period  of  quarantine  is  too  short. 

THE  POSSIBILITY  OF  USING  A VACCINE 

In  1910,  Flexnuer  and  Lewis  tried  giving 
monkeys  gradually  increasing  subclltaneous 
doses  of  the  virulent  virus  from  the  brains 
of  monkeys.  Some  developed  immunity  to 
the  disease  but  others  became  infected  with 
poliomyelitis. 

Landsteinr  and  Levaditi,  at  about  the 
some  time,  utilized  the  Pasteur  method  de- 
veloped for  the  attenuation  of  the  rabies 
virus  and  with  some  success ; but  here,  also, 
a few  monkeys  developed  poliomyelitis. 

In  1911,  we  tried,  in  the  Health  Depart- 
ment laboratory,  a modified  Pasteur  meth- 
od. The  virus  in  the  first  and  second  injec- 
tions was  heated  for  thirty  minutes  at  55°C, 
the  virus  for  the  third  injection  was  heated 
at  75°C,  that  for  the  fourth  at  37°C,  and 
the  fifth  left  untreated. 

We  treated  eight  monkeys  and  all  with- 
stood the  vaccine  safely.  When  their  im- 
munity was  tested,  five  resisted  infection 
from  brain  injections  of  virulent  virus  and 
three,  while  moderately  resistant,  finally  de- 
veloped poliomyelitis.  The  serum  of  each, 
protected  monkeys  when  it  was  mixed  with 
a multiple  fatal  dose  of  the  active  virus  and 
given  intracerebrally.  Fearing  that  this 
might  not  be  absolutely  safe,  we  tried  the 
Semple  method  which  we  now  use  for  the 
Pasteur  treatment.  The  virus  was  heated 
to  55°  C/131F,  for  thirty  minutes  and  to 
each  monkey  injections  were  given.  One- 
third  of  the  treated  monkeys  were  protect- 
ed against  the  brain  injection.  Their  serum 
neutralized  the  virus.  The  serum  of  the 
others  was  more  or  less  weak  in  antibodies 
as  shown  by  only  delaying  the  illness.  This 
vaccine,  however,  is  absolutely  safe  and 
could  be  given  to  children  where  parents  are 
greatly  worried  about  possible  infection  of 
their  children. 
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The  introduction  of  air  into  the  abdomi- 

nal cavity  as  an  aid  in  the  radiological  ex- 

amination of  the  intra-abdominal  organs  is 

♦From  the  Radiology  Department  of  St.  Mary’s 

Hospital  and  St.  Louis  City  Hospitals. 


now  a well  established  procedure.  Immedi- 
ately following  its  introduction  into  this 
country  by  Stein  and  Stewart1,  of  New 
York,  it  was  taken  up  with  great  enthus- 
iasm and  comprehensive  studies  were  made 
of  its  various  aspects;  chiefly  by  Omdorff,2 * * 
Alvarez,'  Van  Zwaluwenburg  and  Peder- 
sen,1 Tierney/'  Case11  and  Rubin.7  The 
method  of  examination  was  just  be- 
coming firmly  established  when  Case" 
(1921),  after  an  exhaustive  study  from 
many  sources,  related  certain  dangers  con- 
nected with  the  method  and  collected  from 
the  literature  reports  of  four  deaths  as  di- 
rectly attributable  to  the  induction  of  pneu- 
moperitoneum. All  were  from  air  embolism. 
As  a result  of  this  adverse  criticism,  enthu- 
siasm waned  and  this  valuable  method  of 
diagnosis  suffered  a severe  set-back. 

During  the  past  eight  years  we  have 
performed  pneumoperitoneum  on  well 
over  1000  patients  for  x-ray  examina- 
tion, without  any  untoward  or  seri- 
ous complication.  With  the  exception  of 
those  performed  by  the  radiologist  or  his 
assistant,  not  more  than  three  were  per- 
formed by  any  one  interne,  which  would  in- 
dicate that  the  procedure  as  carried  out  is 
relatively  safe.  We  regard  the  method  as 
safer  than  thoracentesis  and  feel  that  an 
analysis  of  a large  number  of  thoracentesis 
operations  would  net  a greater  number  of 
accidents  than  as  many  instances  of  pneu- 
moperitoneum. 

Proper  care  in  the  introduction  of  air  is, 
of  course,  necessary.  We  have  developed 
a very  simple  apparatus*  and  have  outlined 
a simple  technic  for  the  introduction  of 
pneumoperitoneum  which  has  given  uni- 
form satisfaction.5 *  The  evening  before 
the  examination  the  patient  should  receive 
a cathartic,  preferably  castor  oil ; the  next 
morning  the  bowels  should  be  thoroughly 
cleansed  with  an  S.S.  enema.  Only  a light 
breakfast  should  be  allowed  and,  about 
twenty  to  thirty  minutes  before  examina- 
tion, the  patient  should  be  caused  to  void, 
or  should  be  catheterized,  and  one-sixth 
grain  of  morphine  should  be  administered 
hypodermically.  The  operator  should  scrub 
with  soap  and  running  water  for  fifteen 
minutes  and  should  make  the  same  prepa- 
ration as  is  customary  for  a laparotomy. 
The  apparatus  consists  of  an  air  pump — 
similar  to  the  pump  of  a Potain  aspirator — 
attached  by  suitable  rubber  tubing  and 
metal  connectors  to  a lumbar  puncture 
needle  with  a glass  trap  interposed  to  pre- 
vent the  introduction  of  oil  or  any  foreign 

♦This  simple  apparatus  here  described  may  be 
readily  assembled  or  may  be  had  from  Becton- 
Dickinson  and  Co. 
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material  from  the  pump.  The  needle  and 
connecting  apparatus  should  be  boiled ; the 
pump  need  not  be  sterilized. 

A point  in  the  left  lower  quadrant  of  the 
abdomen,  one  inch  to  the  left  and  one  inch 
below  the  umbilicus,  is  selected  for  intro- 
duction of  the  needle,  since  at  this  point 
there  is  less  danger  of  injury  to  underly- 
ing structures.  Before  introducing  the  nee- 
dle, palpate  to  exclude  the  presence  of  any 
mass  or  unusual  pulsation  in  this  location. 
The  first  step  is  to  introduce  the  needle 
through  the  skin;  second,  with  the  index 
finger  on  the  hilt,  and  the  needle  perpendic- 
ular to  the  abdominal  wall,  exert  firm  but 
steady  pressure  until  the  structures  give 
way  before  the  point;  this  impulse  is  usual- 
ly felt  twice,  once  as  the  needle  traverses 
the  fascia  and  again  as  it  pierces  the  peri- 
toneum. Remove  the  stilet  and  wait  for  a 
few  moments  to  be  sure  that  no  blood  ex- 
udes from  the  needle ; never  manipulate  the 
needle  in  the  abdominal  cavity  without  the 
stilet  in  place.  Connect  the  pump  and  pro- 
ceed with  inflation.  If  the  needle  is  in  the 
abdominal  cavity,  the  inrush  of  air  with 
each  stroke  of  the  pump  will  be  heard 
through  a stethoscope  at  some  remote  por- 
tion of  the  abdomen.  If  this  sound  is  heard, 
certain  that  you  are  not  in,  and  the  stilet 
should  be  reinserted  and  the  procedure  tried 
again.  The  insertion  of  a few  pumps  of 
air  into  the  subcutaneous  tissues  never 
does  any  damage  since  the  air  is  absorbed 
within  a few  days.  Inflation  is  continued 
under  fluoroscopic  vision  and  is  carried  to 
a point  where  the  anterior  abdominal  wall 
lifts  away  from  the  underlying  abdominal 
organs.  When  the  proper  degree  of  disten- 
tion is  acquired,  the  needle  is  withdrawn 
and  the  examination  proceeded  with.  The 
air,  being  lighter  than  the  abdominal  or- 
gans, rises  to  the  top;  therefore  any  organ 
to  be  examined  must  be  uppermost  so  that 
it  will  be  enveloped  by  air  in  order  that  its 
outline  can  be  seen. 

It  is  necessary,  therefore  to  place  the  pa- 
tient in  many  positions  in  order  to  exam- 
ine all  of  the  abdominal  organs.10  Lying 
on  his  back,  the  ray  traversing  his  body 
from,  side  to  side  will  show  clearly  any  ad- 
hesions between  the  abdominal  wall  and  un- 
derlying structures ; rolled  up  on  his  side, 
will  show  clearly  the  right  kidney  and  liver, 
on  the  right  side  and  the  left  kidney  and 
spleen  at  the  left;  the  prone  position  with 
pressure  on  the  abdomen  pushes  the  air 
out  about  all  of  the  abdominal  organs  and 
gives  a general  view  of  all  abdominal  vis- 
cera, disclosing  the  pelvic  organs  when  di- 
rected at  the  proper  angle;  side  to  side  ex- 


amination with  the  patient  lying  on  his 
face,  thighs  and  chest  supported  by  blocks 
which  allow  the  abdomen  to  sag  suspended 
between  them,  gives  a clear  view  of  the  re- 
traperitoneal  structures  and  determines  the 
retroperitoneal  origin  of  a mass.8 

Pneumoperitoneum,  like  all  other  methods 
of  examination,  was  at  first  hailed  as  an 
agent  capable  of  making  a diagnosis  in  all 
types  of  abdominal  pathology.  Like  all 
other  new  methods,  it  was  soon  found  to 
have  definite  indication  and  likewise  defi- 
nite limitations.  We  feel  that  the  princi- 
pal uses  of  the  method  may  be  briefly  sum- 
marized as  follows : 

1.  To  determine  the  presence,  position, 
size  and  outline,  mobility  or  attachments  of 
any  abdominal  organ.3,5,10 

At  times  it  is  desired  to  determine  the 
actual  presence  of  an  organ ; kidney,  for 
instance.  The  position  of  an  organ  may  be 
in  question;  for  instance,  the  spleen  has 
been  found  dislocated  in  the  pelvis  giving 
rise  to  an  erroneous  diagnosis  of  tumor. 
The  size  and  outline  of  an  organ  may  give 
some  clue  to  the  underlying  pathology;  the 
nodular  appearance  of  the  liver  border  or  of 
kidney  is  usually  indicative  of  new  growth; 
irregular  fibrotic  appearance  of  the  spleen 
occurs  in  tuberculosis,  etc.  The  mobility 
may  at  times  be  judged  by  this  examina- 
tion; mobility  of  a kidney  may  be  directly 
visualized.  Attachments  of  an  organ,  eith- 
er normal  or  those  due  to  adhesions,  are 
usually  made  out. 

2.  To  determine  the  presence,  position, 
size  or  outline,  mobility  and  attachment,  of 
any  abdominal  mass.3,5,10 

It  is  often  very  important  to  the  surgeon 
to  have  some  indication  of  the  origin  and 
character  of  a tumor  before  operation.  Oft- 
en this  knowledge  has  proven  especially  ef- 
ficacious in  determining  the  retroperitoneal 
character  of  a mass. 

3.  The  detection  of  adhesions.  Pneumo- 
peritoneum is  the  only  method  by  which 
adhesions,  post-operative,  inflammatory  or 
from  whatever  cause,  can  be  detected,  un- 
less they  cause  obstruction.3,5,10 

4.  For  outlining  the  diaphraghm  and  ex- 
ploring the  subdiaphragmatic  space.15 
This  method  has  been  found  very  useful  in 
detecting  sub-diaphragmatic  abscess  or 
adhesion  of  the  liver  or  spleen  to  the  dia- 
phragm. It  is  equally  efficacious  in  outlin- 
ing the  diaphragm  and  should  give  the  de- 
ciding information  in  diagnosis  of  diaphrag- 
matic hernia  or  eventration  of  the  dia- 
phragm. 
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5.  Fleumoperitoneurn  examination  of  the 
plvic  organs  has  been  developed  to  a high 
degree  by  many  gynecological  clinics  Y 
and  has  proven  a most  beneficial  ad- 
junct to  the  other  existing  methods  of  diag- 
nosis. 

While  pneumoperitoneum  has  proven  of 
some  value  in  the  diagnosis  of  lesions  of  the 
gast’o-intestinal  tract”  in  certain  se- 
lected cases,  it  has  ;n  no  wav  displaced  the 
ordinary  established  methods  of  examina- 
tion by  barium  meal.  It  is  of  little  value 
in  demonstrating  tumors  in  the  upper  ab- 
dominal quadrants — those  of  the  stomach 
and  nancreas.  for  instance.  Its  usefulness 
in  diagnosis  of  gall-bladder  disease  has 
given  place  to  the  much  more  exact  method 
of  ^raham  after  intravenous  injection  of 
tetrYodoohenolphthalein.  It  is  of  little 
vahe  in  urinarv  tract  diagnosis11/ 
other  t^an  to  show  tumors  of  the  kidney  or 
to  establish  the  relat;onshir>  of  a mass  to 
the  kidney.  It  will  not  disclose  diseases  of 
the  kidney  pelvis  or  bladder  with  the  same 
degree  of  accuracy  as  the  methods  of  pyelo- 
graphy and  evstograohv  after  iniection  of 
opaque  material — methods  now  in  general 


Y st  opera  five  Adhesions 


Pig.  2.  Pneumoperitoneum  will  show  adhesions 
between  the  abdominal  wall  and  the  underlying 
viscera,  whether  from  infection,  post-operative  or 
malignant.  Such  adhesions  cannot,  be  demonstrated 
by  any  other  means.  In  this  instance  the  patient 
is  lying  on  'his  back  and  is  viewed  from  side  to 
side.  The  anterior  abdominal  wall  is  lifted  away 
from  the  underlying  viscera ; adhesions  between  the 
intestines  and  a post-operative  abdominal  scar  are 
clearly  shown. 


use. 
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Fig.  1.  Apparatus  used  for  production  of  pneu- 
moperitoneum. An . ordinary  lumbar  puncture 
needle  fitted  'to  the  pump  of  a Retain  aspirator  by 
suitable  rubber  tubing  and  connecters,  with  a rectal 
drip  tube  interposed  ais  -a  trap  (vent-hole  plugged). 
This  apparatus  is  a somewhat  more  compact  and 
simpler  form,  is  manufactured  by  Beotou-Dickin- 
son  and  Co. 


532 


SOUTHWESTERN  MEDICINE 


Fig.  3.  To  show  the  spleen  and  left  kidney,  the 
patient  must  be  rolled  upon  the  right  side  with 
the  left  side  uppermost.  The  air  rises  to  the  top 
and  envelopes  the  spleen  and  shows  the  subdia- 
phragmatic  space.  In  this  instanc  ©the  spleen  is 
greatly  enlarged  and  is  adherent  to  the  diaphrag- 
matic surface.  Pneumoperitoneum  should  always 
be  performed  to  asceratin  whether  such  a condition 
exists,  before  the  operation  for  splenectomy  is  un- 
dertaken. 


Fig.  4.  In  order  to  Show  the  liver  and  right  kid- 
ney, the  patient  must  be  rolled  upon  his  left  side. 
The  right  side,  being  uppermost,  is  enveloped  by 
air.  The  liver  drops  downward  to  the  middle,  giv- 
ing ta  clear  view  of  the  right  kidney.  In  this  in- 
stance both  liver  and  kidney  are  normal. 


Fig.  5.  If  the  liver  is  the  site  of  carcinoma,  the 
irregular  nodules  show  distinctly  on  the  liver  out- 
line. Position  same  as  fig.  4. 


Fig.  6.  Marked  enlargement  of  the  spleen  from 
septicemia. 
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Fig.  8.  The  retroperitoneal  space  can  be  inves- 
tigated by  placing  the  patient  in  the  retroperito- 
neal position — lying  on  abdomen,  chest  and  thighs 
supported  by  two  blocks  which  permit  the  abdomen 
to  hang  loosely.  In  this  position  th  estomadh,  in- 
testines and  all  organs  with  mesenteric  attachment, 
drop  forward  to  the  abdominal  wall,  leaving  ithe 
retroperitoneal  space  clearly  visible  and  creating  a 
“prevertebral  clear  space”  which  makes  any  patho- 
logical process  clearly  visible.  In  this  instance  no 
pathology  is  present. 


Fig.  7.  Splenomegaly  from  splenomyelogenous 
leukemia. 


Fig.  9.  The  anteroposterior  view  gives  a good 
idea  of  the  relationship  of  the  various  organs  to 
each  other  and  to  any  mass  which  may  be  present. 
Nothing  abnormal  is  noted  in  this  instance. 


- f : •'** 


Fig.  10.  This  method  may  be  used  to  great  ad- 
vantage in  ascertaining  the  contents  of  abdominal 
hernias.  In  this  instance,  'the  stomach  was  also  in- 
flated with  gas  so  that  its  outline  could  be  clearly 
made  out.  It  will  be  seen  that  the  pyloric  end  of 
the  stomach  extended  into  the  hernial  sac. 
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DIFFERENTIATION  OF  TUBERCULOSIS 
AND  BRONCHIECTASIS 

W.  WARNER  WATKINS,  M.  D.,  F.  A.  C.  P., 
Pathological  Laboratory,  Phoenix,  Ariz. 

Read  at  the  twelfitih  Annual  Meeting  of  the  Medi- 
cal & Surgical  Association  of  the  Southwest,  held 
at  Tucson,  Ariz.,  November,  1926.) 

It  should  be  unnecessary  to  discuss  this 
subject,  but  it  is  a common  observation  in 
the  experience  of  any  clinician  who  sees 
many  patients  with  lung  disease,  that  bron- 
chiectasis is  still  being  diagnosed  tubercu- 
losis with  almost  inexcusable  frequency.  In- 
asmuch as  the  treatments  of  the  two  condi- 
tions are  very  different,  differentiation  is  a 
matter  of  considerable  importance  to  the  pa- 
tient, and  justifies  any  time  and  effort  that 
may  be  demanded  of  us.  The  tuberculous 
patient  requires  bed  rest,  in  the  expectation 
of  arresting  activity,  this  to  be  followed  by 
carefully  graduated  building  regime.  The 
bronchiectatic  patien^,  on  the  contrary,  may 
be  allowed,  if  he  does  not  actually  require, 
physical  activity.  In  many  other  respects 
the  treatment  of  the  two  conditions  will  dif- 
fer. 

Even  though  the  clinical  history,  the 
physical  signs,  the  x-ray  appearances  and 
the  laboratory  findings  are  all  quite  differ- 
ent in  the  two  conditions,  when  they  exist 
in  uncomplicated  form,  yet  careful  analysis 
of  any  considerable  group  of  supposedlv  tu- 
berculous patients  will  find  a few  who  have 
uncomplicated  bronchiectasis,  and  more  who 
have  bronchiectasis  as  the  chief  pathological 
factor  along  with  tuberculosis  as  a minor 
factor. 

These  errors  are  due  to  superficiality  in 
history  taking,  in  examination,  or  wrongful 
interpretation  of  physical  signs  or  radio- 
graphic  evidence.  In  many  tuberculous 
lungs,  of  course,  bronchiectatic  changes  de- 
velop, as  the  fibrosis  of  the  tuberculous  in- 
fection produces  the  cylindrical  enlargement 
of  bronchi  or  saccular  lesions  of  bronchiecta- 
sis. Here  it  becomes  a matter  of  fine  clini- 
cal judgment  to  determine  which  factor  is 
the  more  important  and  treat  the  patient 
accordingly. 

The  object  of  this  paper  is  to  recall  to 
mind  the  pathology  of  bronchiectasis  in  its 
different  stages,  and  to  illustrate  the  value 
of  iodized  oil  injections  in  the  x-ray  study 
of  these  changes. 

When  a patient  gives  a history  of  whoop- 
ing-cough or  pneumonia,  with  chronic  cough 
and  expectoration  persisting  through  the 
years  following,  but  with  maintenance  of 
good  general  health,  weight  and  strength, 
tuberculosis  should  not  be  the  first  thought ; 
certainly,  bronchiectasis  must  be  excluded 


on  such  a history.  With  the  sputum  per- 
sistently negative  for  tubercle  bacilli,  with 
the  physical  signs  confined  to  the  bases  and 
with  the  radiographic  evidence  of  paren- 
chymatous involvement  of  the  upper  lobes 
lacking,  tuberculosis  is,  for  all  practical 
purposes  ruled  out. 

It  must  be  remembered  that  cough  and 
expectoration  do  not  need  to  be  continuous 
in  bronchiectasis.  Bronchiectatic  patients 
may  have  long  periods  of  entire  freedom 
from  symptoms,  so  that  the  clinician  is  fre- 
quently misled  by  the  history  of  a patient 
who  states  that  he  had  a cough  a year  ago, 
but  it  disappeared  and  has  recently  returned 
following  an  acute  respiratory  infection. 
Also,  absence  of  free  expectoration  at  the 
time  of  examination  does  not  exclude  bron- 
chiectasis. In  the  various  manifestations  of 
the  bronchiectatic  infection,  the  patient  may 
have  hemoptysis,  dyspnea,  fever,  loss  of 
weight,  and  the  symptoms  usually  shown  by 
the  tuberculous  individual.  So,  in  many 
cases,  the  accessory  methods  of  diagnosis 
become  of  undoubted  value. 

Until  recently  the  radiographic  evidences 
have  been  unsatisfactory  in  determining  the 
presence  or  absence  of  bronchiectasis.  Dr. 
A.  B.  Moore  of  the  Mayo  Clinic,  has  made 
extensive  studies  in  the  x-ray  findings  in 
bronchiectasis  and  radiologists  generally 
have  followed  his  interpretations.  However, 
in  1924,  reports  began  to  appear  in  the  for- 
eign literature  about  the  use  of  iodized  oil 
injected  into  the  bronchi  as  a means  of  defi- 
nitely delineating  the  bronchiectatic  lesions. 
This  was  not  the  first  report  on  the  use  of 
opaque  substances  in  diagnosing  lung  le- 
sions, but  it  is  the  first  method  which  has 
become  at  all  popular.  Armand  de  Lille  and 
co-woi'kers  reported  the  use  of  lipiodol  in 
the  latter  part  of  1923,  and  made  several 
other  reports  during  1924,  one  of  these  be- 
ing in  American  literature.  The  first  use  of 
the  method  in  Arizona,  so  far  as  reported, 
was  by  Dr.  R.  J.  Callander  of  Tucson,  who 
read  a paper  at  the  Arizona  State  Medical 
Association,  in  April,  1925,  with  several  il- 
lustrative cases  in  whom  iodized  oil  had 
been  used  in  diagnosing  bronchiectasis.  Dr. 
Callander  used  the  intra-tracheal  method, 
which  requires  the  assistance  of  a laryngol- 
ogist. The  tecbm'c  has  been  much  simpli- 
fied by  the  introduction  of  the  supraglottic 
method,  the  chief  exponent  of  which  is  Dr. 
Stuart  Pritchard,  of  Battle  Creek,  who  has 
used  it  on  hundreds  of  cases.  The  supra- 
glottic method  of  introducing  iodized  oil  in- 
to the  bronchial  tree  is  absurdly  simple 
and  causes  surprisingly  little  disturbance. 
Its  technic  has  been  described  by  Dr.  Pritch- 
ard in  several  publications,  but  may  be 
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briefly  repeated  here  for  the  sake  of  those 
who  do  not  recall  it : 

With  the  patient  sitting  and  leaning  slightly  to- 
ward the  side  to  be  injected,  the  tongue  is  held 
forward  by  the  patient.  The  throat  is  anesthetized 
with  cocaine  or  butyn  (two  per  cent  solution),  going 
over  any  portion  of  the  throat  which  is  likely  to 


Normal  Bronchial  Tree 

Figure  1.  (Ref.  by  Dr.  H.  K.  Beauchamp.)  Sus- 
pected of  having  bronchiectasis  or  lung  abscess  on 
the  right  side.  This  is  an  oblique  view  after  injec- 
tion of  • 20  c.c.  lipiodol  which  entered  both  sides. 
The  bronchi  show  the  normal  tapering  outlines 
The  tracheal  rings  are  shown,  which  is  unusual. 

be  touched  by  the  nozzle  of  injecting  syringe,  pay- 
ing special  attention  to  the  anterior  pillars,  the 
uvula  and  the  lingual  tonsil  region;  a final  appli- 
cation is  made  to  the  epiglottis  and  larynx  by  using 
a curved  nozzle  attached  to  a -small  syringe  and, 
while  the  patient  is  inhaling,  injecting  a sudden 
spray  of  about  one  c.c  into  the  larynx.  After  a 
few  minutes’  wait,  the  iodized  oil  can  be  introduced 
by  allowing  it  to  flow  out  of  the  tip  of  a curved 
nozzle  attached  to  a thirty  c.c.  syringe.  If  the  tip 
of  nozzle  is  introduced  pasit  -the  root  of  the  tongue, 
and  the  patient  is  instructed  to  continue  breathing 
and  not  to  swallow,  the  epiglottis  will  remain  open 
and  the  esophagus  closed.  Gravity  will  direct  -the 
oil  into  the  larynx  and  into  the  most  dependent 
bronchus.  About  forty-five  seconds  is  usually  re- 
quired to  introduce  twenty  c.c.  of  oil,  which  i-s  suf- 
ficient to  outline  -the  lower  bronchial  -tree  of  one 
lung.  If  At  is  desired  to  outline  -the  bronchial  tree 
of  the  other  lung,  an  -additional  twenty  c.  c.  may 
be  immediately  introduced  into  the  other  side,  by 
having  -the  patient  lean  slightly  in  the  opposite  di- 
rection. 

Practically  the  only  difficulty  encountered  is  in 
the  psychic  reaction  of  a patient  who  is  convinced 
that  he  is  going  to  gag  or  cough.  By  a little  per- 
suasion and  by  touching  the  anesthetized  throat  to 
convince  -him  that  this  may  be  done  without  pro- 


ducing a tendency  to  cough  or  gag,  nine  patients 
out  of  ten  will  take  the  oil  without  coughing,  gag- 
ging or  swallowing,  and  will  control  the  cough,  af- 
ter the  oil  is  introduced,  until  fluoroscopic  and 
radiographic  work  is  finished. 

There  are  three  stages  in  the  development 
of  bronchiectasis.  The  characteristic  x-ray 
densities  of  these  three  types,  as  shown  by 
the  plain  radiographs,  have  been  described 
by  Dr.  Moore.  We  desire,  here,  by  using  il- 
lustrative patients  in  whom  the  bronchial 
trees  are  outlined  with  lipiodol.  to  review 
these  three  stages  of  bronchiectasis,  and 
show  the  value  of  this  relatively  new  metlv 
od  of  diagnosis. 

In  Fig.  1 is  shown  outline  of  the 
trachea  and  larger  bronchi.  The  normal  dif- 
ference in  the  angles  of  the  bronchi  is  well 
shown.  It  will  be  noted  that  the  bronchi 
gradually  taper  in  size  as  they  subdivide, 
until  they  disappear  into  the  alveoli,  some 
of  the  latter  being  outlined  on  the  left  side. 
This  is  considered  to  be  a normal  bronchial 
tree  in  size  and  distribution. 


Nearly  Normal,  with  Possible  Early  Changes. 

Figure  2.  (Ref.  by  Dr.  R.  W.  Eaton.)  Married 
woman,  with  history  of  lung  infection  complicated 
by  hay  fever.  Physical  signs  of  old  fibrous  tuberculosis 
in  upper  right  lobe.  Suspected  of  having  bronchiec- 
tasis on  the  left  side.  Lipiodol  injection  Sept.  26, 
1926,  20  c.  c.  into  left  slide,  outlining  the  lower 
bronchial  tree.  The  alveslar  structure  is  shown 
to  a slightly  more  than  normal  degree,  with  a sug- 
gestion of  sacculation  at  (a). 

Subsequent  attempt  to  outline  the  upper  bron- 
chial tree  on  the  right  side  was  not  successful.  The 
process  there  is  probably  am  old  fibro-cavernous 
tuberculosis. 
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. In  Figure  2 is  shown  another  practically 
normal  lower  left  bronchus  and  distribution 
The  alveolar  structure  is  more  thoroughly 
outlined  than  in  Figure  1.  The  facility  with 
which  the  alveolar  structure  is  outlined 
probably  indicates  an  abnormal  degree  of  re- 


Early  Linear  Bronchiectasis. 

Figure  3.  (Drs.  Holmes  and  Randolph.)  W.  G.  C., 
carpenter,  age  55,  resident  of  Arizona  for  twenty- 
five  years.  Has  haid  asthma  from  infancy,  except 
during  a period  of  three  or  four  years  when  he  se- 
cured relief  by  taking  an  “asthma  cure.”  Oaught 
cold  in  January,  1926,  and  is  now  having  cough 
with  about  one  ounce  of  expectoration  a day. 
Radiographic  examiantion  in  1925  showed  fibrous 
changes  suggesting  bronchiectasis. 

Lipiodol  injection  June  16.  1926  (by  Dr.  Stuart 
Pritchard)  in  Phoenix  outlined  the  lower  right  bron- 
chial tree.  Changes  are  mot  marked  and  are  to  be 
classed  as  belonging  to  the  linear  type  of  bron- 
chiectasis, seen  in  typical  form  at  (a)  and  (b). 

Subsequent  injection  of  the  left  side  showed  sim- 
ilar changes  on  the  lower  left  lobe. 


laxation  in  the  brochioles.  At  (a)  are  some 
small  dilatations.  The  bronchi,  however, 
show  the  normal  appearance  of  gradual 
tapering  as  they  subdivide  as  compared  with 
the  appearances  to  be  seen  in  clinical  bron- 
chiectasis. 

The  first  stage  of  bronchiectasis  is  the 
infiltrative  type,  in  which  there  is  infection 


along  the  bronchi,  with  some  infiltration  of 
the  adjacent  lung  tissue.  It  is  called  the 
linear  type  by  Moore,  because  of  the  linear 
shadows  on  the  plain  radiograph.  In  this 
stage,  when  the  bronchi  are  outlined  with 
lipiodol,  it  will  be  seen  that  instead  of  taper- 
ing as  in  the  normal  picture,  certain  of  the 
bronchial  subdivisions  will  show  the  same 
size  as,  or  even  larger  size  than,  the  parent 
stem  from  which  they  spring  as  shown  at 
(a)  in  Figure  3.  This  condition  mav  be  gen- 
eral throughout  the  distribution  of  a bron- 
chial tree,  or  may  be  localized  to  small  areas, 
as  in  (a)  of  Figure  4. 

As  the  pathologic  procession  advances, 
the  bronchial  branches  become  more  dilat- 
ed. If  this  dilatation  is  widespread  along 
the  bronchi,  the  development  is  into  the 
cylindrical  type.  In  Figure  5 this  is  quite 
well  shown,  the  bronchi  of  the  left  side,  only 
partly  outlined,  show  uniformity  in  size 
over  a distance  of  two  or  three  inches,  the 
cylindrical  dilatafon  terminating  bluntly. 


Linear  Bronchiectasis,  Changing  into  Cylindrical. 

Figure  4.  (Ref.  Dr.  G.  E.  Goodrich. ) Boy,  age  14, 
with  history  of  chronic  oough  and  expectoration 
since  1921.  Plain  radiograph  Aug.  3,  1927,  suggest- 
ed bronchiectasis.  On  Aug.  26th  the  left  lower 
bronchus  was  injected  with  iodipin  showing  begin- 
ning sacculatioms  on  the  terminal  bronchi.  On  Sept, 
loth,  injection  of  the  lower  right  bronchus  was 
made,  as  above,  showing  localized  lesions  at  (a)  and 
(D),  of  the  linear  type  verging  upon  the  cylindrical 
and  saccular. 
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On  the  right  side  the  dilatations  are  far  out 
along  the  smaller  branches  of  the  bronchi. 
This  illustration  shows  the  linear  type  just 
emerging  into  the  cylindrical  type.  In  Fig- 
ure 6,  the  cylindrical  type  is  shown  well  de- 
veloped on  the  left  side,  with  the  linear 
type  persisting  on  the  right  side. 

The  saccular  type,  or  third  stage  of  Moore, 


Linear  Bronchiectasis,  changing  into  Cylindrical 

Figure  5.  (Drs.  Holmes  and  Randolph).  Married 
woman,  iage  25,  has  had  chronic  cough  since  she 
had  measles  at  age  of  eight.  Is  fairly  well  nour- 
ished and  in  good  strength.  Since  birth  of  child 
two  years  ago,  cough  has  been  worse.  Has  been 
examined  for  tuberculosis  by  physician  in  Texas, 
who  states  that  she  has  bronchiectasis.  After  this 
observation  was  made,  patient  developed  pneumonia 
in  February,  1925.  which  had  not  entirely  subsided 
in  March,  at  which  time  radiograph  showed  evi- 
dence of  unresolved  pneumonia  on  the  right.  Pa- 
tient went  to  Texas  and  returned  to  Phoenix  early 
in  1926,  much  improved. 

Injection  of  lipiodol,  Aug.  5,  1926,  outlined  the 
lower  right  bronchi  of  the  right  side  and  partially 
outlined  those  on  the  left.  The  distal  branches  of 
the  right  bronchus  show  linear  dilatations  merg- 
ing into  the  cylindrical.  Similar  condition  exists 
on  the  left. 


may  develop  upon  the  cylindrical,  as  a fur- 
ther stage,  or  the  sacculations  may  develop 
from  localized  areas  of  damage  to  the  bron- 
chi, comparable  to  the  development  of  sac- 


cular aneurism.  In  Figure  7,  the  saccula- 
tions are  shown  developing  chiefly  by  fur- 
ther distension  of  cylindrical  bronchiectasis, 
confined  chiefly  to  the  left  lower  bronchus, 
but  showing  also  some  changes  in  the 
posterior  branch,  of  the  lower  right  bron- 
chus. In  Figure  8,  an  advanced  saccular 
type,  the  areas  are  numerous  but  each  is 
evidently  a localized  area  of  distension.  Some 
cylindrical  dilatations  are  shown,  but  the 
pathologic  picture  is  chiefly  that  of  the  sac- 
cular type. 

CONCLUSION 

The  presence  of  bronchiectasis,  the  stage 
of  the  disease,  the  location  of  distended 
bronchi  or  sacculations,  and  the  extent  of 
the  involvement  can  be  readily  and  easily  de- 
termined by  the  supraglottic  injection  of 
iolized  oil.  Such  determination  is  of  great 
value  in  planning  the  mechanical,  medical 
or  surgical  treatment  of  bronchiectasis. 


Cylindrical  Bronchiectasis. 

Figure  6.  (Drs.  Holmes  and  Randolph.)  Miss  S.. 
age  17.  Had  double  pneumonia,  with  sinus  infection 
6'ince. 

Lipiodol  injection  in  July.  1926,  outlining  both 
bronchial  trees  fairly  well.  On  the  left  side  there 
are  typical  cylindrical  dilatations  of  the  bronchial 
divisions  of  the  posterior  branch.  The  typical  blunt 
terminations  of  the  dilated  segments  are  well 
shown  at  (a).  On  the  right  side  the  changes  are 
not  so  advanced,  being  in  the  linear  class,  (b). 
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Cylindrical  Merging  into  the  Saccular  Type. 

Figure  7.  (Drs.  Holmes  and  Randolph.)  S.  M„ 
a,ge  27,  mechanic.  Had  pneumonia  in  1920  and  (has 
been  expectorating  freely  since.  Lipiodol  injected 
in  July,  1926,  outlining  the  lower  bronchi  on  each 
side  satisfactorily. 

The  changes  are  most  marked  on  the  left  side, 
chiefly  in  the  distal  branches  of  the  posterior 
bronothi.  The  pathoolgy  is  that  of  cylindrical  dila- 
tations with  sacculation®  developing.  Note  how  the 
involved  area  would  be  entirely  hidden  by  the  heart 
shadow  irf  the  ordinary  radiograph. 

On  the  right  side,  the  changes  are  still  in  the 
linear  and  cylindrical  stage  with  small  sacculation® 
at  (a). 


Saccular  Bronchiectasis. 

Figure  8.  (Drs.  Holmes  and  Randolph).  G.  L.  C., 
age  22.  Has  had  measles,  whooping  cough,  tonsil- 
litis, influenza.  Has  been  coughing  since  eight  years 
of  age,  with  large  amount  of  sputum  all  the  tame: 
expectorates  about  eight  ounces  a day  at  present. 
Stopped  work  six  months  ago.  Has  shortness  of 
breath  and  pain  in  chest.  Sputum  repeatedly  nega- 
tive for  tubercle  bacilli. 

Lipiodol  injected  in  J'ully,  1926,  outlined  the  low- 
er bronchial  divisions  on  both  sides.  On  the  right 
side  will  be  seen  the  typical  irregular,  saccular 
pockets  of  this  stage  of  the  disease.  On  the  left 
side,  sacculations  can  be  seen  developing  along  the 
course  of  cylindrieally  distended  bronchi,  with 
terminal  pockets. 


MATERNAL  MORTALITY 

By  F.  B.  SHARP,  M.  D„ 

Phoenix,  Arizona 

Read  before  the  Maricopa  County  Medical  So- 
ciety, at  their  regular  meeting  in  April,  1927,  at. 
Phoenix,  Ariz. 

From  all  sides  attention  is  being  turned 
toward  the  question  of  our  maternal  mor- 
tality due  to  puerperal  causes.  In  the  larg- 
er medical  centers  it  is  more  than  a fre- 
quent topic  of  discussion,  linking  with  it  the 
hope  that  the  increasing  practice  of  obstet- 
rics as  a specialty  will  materially  lower  this 
loss  of  life.  The  means  of  accomplishing 
this  end  must  lie  in  this  direction,  as,  with 
the  progress  of  scientific  medicine  and  the 
ability  of  the  general  practitioner  to  han- 
dle disease,  the  death  rate  from  pregnancy 
has  not  materially  decreased.  What  the 
hazard  of  childbirth  has  been  in  centuries 
gone  by,  we  can  only  guess.  In  spite  of 


the  blaming  of  civilization  for  the  patho- 
logical trend  of  pregnancy,  the  reading  of 
ancient  medical  literature  informs  us  of  the 
frequency  of  serious  trouble  and  the  dread 
of  the  obstetricians  of  that  day  as  they 
went  to  attend  such  a case  with  the  crude 
methods  then  known.  Today,  with  the  prac- 
tice of  medicine  rating  high  among  the  sci- 
ences, but  few  of  the  dangers  besetting  the 
pregnant  woman  have  been  obviated. 

From  our  individual  experiences  as  prac- 
ticing physicians,  we  do  not  secure  an  ac- 
curate impression  of  the  number  of  women 
who  die  yearly  from  puerperal  causes.  Vital 
statistics,  instead,  are  necessary  to  show 
us  the  magnitude  of  the  problem  we  face.  It 
is  fully  realized  that  statistics  improperly 
handled  are  dangerous  in  that  they  lead  to 
false  conclusions.  However,  the  United 
States  Department  of  Labor,  through  the 
Children’s  Bureau,  several  years  ago  pre- 
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sented  for  our  consideration  an  estimated 
yearly  loss  of  well  over  18,000  mothers, 
which  is  at  least  conservative,  if  not  accu- 
rate. 

It  seems  necessary  to  estimate  this  be- 
cause, as  late  as  1921,  the  death  registra- 
tion area  included  only  82.2  per  cent  of  the 
total-  population  of  the  United  States.  More 
definite  figures  have  been  made  recently, 
but  have  not  yet  become  the  basis  of  much 
literature.  It  seems  that  the  accumulation 
of  necessary  data,  the  ascertaining  of  its 
reliability,  and  its  application  to  conclusive 
statistics,  is  a tremendous  and  tedious  un- 
dertaking. Those  who  have  made  possible 
these  estimates  have  had  to  correct  for 
many  sources  of  error  in  the  form  of  incom- 
plete registration  of  deaths,  faulty  certifica- 
tion of  causes,  incomp1  ete  registration  of 
births,  a presumed  lowering  of  the  birth 
rafe,  et°.  The  literature  is  comnlicated  by 
charts  and  graphs,  discussions  of  causes  of 
deaths,  periodical  peaks  of  high  and  low 
mortality,  the  factors  of  nativity,  age,  so- 
cial, climatic,  rural  or  urban  conditions ; the 
mortaMtv  and  morbidity  rates  are  expressed 
as  per  thousand  population,  in  different  per- 
centages, and  with  all  the  numerous  detail 
which  results  from  intensive  delving  into 
statistics.  These  details  only  bring  about 
confus:on  and  error  and  will  not  be  record- 
ed here.  Adair  has  recently  surveyed  the 
sources  of  error  in  the  1921  report,  and  es- 
timates a yearly  death  toll  of  more  than 
20,000.  De  Lee  places  it.  at  25,000.  That 
these  figures  mean  something  is  evident 
when  we  hear  that  probably  no  disease  ex- 
cept tuberculosis  has  a greater  toll  among 
the  women  of  child-bearing  age. 

Much  of  the  recent  literature  on  this  sub- 
ject is  dealing  with  the  question  in  terms 
of  maternal  mortalitv  per  thousand  live 
births.  From  a consideration  of  the  birth 
and  death  registration  systems  throughout 
the  country,  it  seems  that  this  is  a rather 
comprehensive  method  of  expression.  Com- 
parative figures  are  more  easily  arrived  at, 
the  chances  of  error  are  not  so  great,  and, 
if  errors  are  made,  the  tendency  is  to  put 
the  death  rate  at  a lower  absolute  level 
than  it  really  is.  This  is  not  important,  as 
the  most  conservative  figures  should  cause 
us  serious  concern. 

From  Woodbury’s  report,  we  learn  that 
the  mortality  rates  in  the  United  States  are 
at  this  time  among  the  highest  in  the  civil- 
ized world.  After  compensating  for  all  the 
known  sources  of  error,  there  seems  to  have 
been  a very  slight  downward  trend  in  the 
last  twenty-five  years.  The  maternal  mor- 
tality rate  of  1921  was  6.8  per  thousand 
live  births.  In  comparison  with  this  rate 


there  have  been  cited  the  rates  of  eighteen 
foreign  countries  which  were  all  lower  than 
ours.  Denmark  has  a rate  as  low  as  2.4; 
Sweden,  2.5;  Italy  and  Norway,  3.0;  Eng- 
land and  Wales,  3.9.  A few  nations  approach 
us  with  a rate  of  5.7  for  France,  and  6.2  for 
Scotland.  At  the  end  of  this  disappointing 
comparison  has  been  printed  the  startling 
statement,  “18,000  of  our  mothers  died  in 
childbirth  :n  1921.  Most  of  them  could  have 
been  saved  .Why  weren’t  they?” 

It  is  shown  that  approximately  two-fifths 
of  the  deaths  are  due  to  puerperal  septi- 
cemia, due  to  infection  through  faulty  asep- 
tic technic.  It  is  worthy*  of  consideration 
that,  because  of  the  cases  of  infectious  na- 
ture that  we  must  see  from  time  to  time  in 
general  practice,  we  may  be  carriers  of  in- 
fection. There  are  instances  in  which  auto- 
infection undoubtedly  takes  place — an  old 
salpingitis,  or  other  focus  of  infection,  prov- 
ing the  undoing  of  our  most  strict  precau- 
tions. Authorities  consider,  however,  that 
sepsis  is  almost  one  hundred  per  cent  pre- 
ventable. Cne-fourth  of  the  deaths  are  due 
to  the  toxemias  and  can  be  very  greatly  di- 
minished by  proper  care  during  pregnancy 
and  at  delivery.  Improper  management  and 
instrumentation,  the  accidents  of  pregnancy 
and  the  accidents  of  labor — not  forgetting 
hemorrhage  in  both  periods — are  respons- 
ible for  the  most  of  the  rest. 

No  attempt  has  been  made  to  fix  the 
Marne,  and  it  would  not  accomplish  the  de- 
sired result  if  done.  It  behooves  us,  how- 
ever, to  critically  survey  all  factors  which 
perpetuate  this  loss  of  mothers.  The  pub- 
lic Uself,  through  ignorance  of  all  things 
medical,  retains  the  all  too  prevalent  idea 
tvat,  since  Nature  has  provided  this  method 
of  reproduction,  it  must  be  free  from  all 
'imperfections  and  dancers.  It  was  until  re- 
centlv  that  we  had  with  us  the  belief  that 
travail  and  suffering  were  the  heritage  of 
woman  and  that  efforts  to  relieve  her  were 
rank  heresv.  Even  in  this  modern  era,  a 
considerable  portion  of  the  laity  feels  that 
s,:~e  elderly  woman  next  door  who  has  sev- 
eral grown  children,  or  the  neighborhood 
mid-wife,  irrespective  of  qualification  or  li- 
cense, is  plenty  good  enough  to  be  in  sole 
attendance  during  labor. 

The  mid-wife  has  been  challenged  and 
there  is  a tendency  to  slip  the  burden  onto 
her  shoulders.  InvesTgators,  however,  have 
reported  that  the  mid-wife,  at  least  in  dis- 
tricts where  she  is  carefully  licensed  and 
supervised,  is  not  responsible  for  the  high 
mortality.  In  these  studies,  ah  fatal  cases 
are  included  in  which  a mid-wife  was  at 
any  time  in  attendance.  Levy  cites  definite 
instances  in  cities  and  counties  in  which  the 
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percentage  of  births  by  mid-wives  decreased 
while  at  the  same  time  the  maternal  mor- 
tality rate  increased.  It  is  interesting  to 
note  in  this  report  that  in  Pittsburgh  there 
was  an  increase  in  births  attended  by  mid- 
wives, with  an  accompanying  decrease  in 
the  mortality  rate.  An  analysis  of  the  cities 
of  New  Jersey  shows  that  the  lowest  ma- 
ternal mortalty  rate  is  in  that  city  with  the 
highest  percentage  of  births  attended  by 
mid-wives.  The  highest  mortality  rate  is 
in  the  city  with  the  second  lowest  percent- 
age of  births  attended  by  mid-wives.  Eichel. 
in  a preliminary  note  on  studies  being  made 
in  the  Vital  Statistics  Division,  New  York, 
also  defends  the  work  of  the  mid-wife.  He 
cites  as  reasons  for  the  low  fatality  in  the 
practice  of  a New  York  mid-wife,  the  fol- 
lowing: First,  many  of  them,  if  not  the  ma- 
jority, obtained  their  obstetrical  training 
abroad  at  a time  when  it  was  superior  to 
that  obtained  by  the  average  American  med- 
ical student,  and  some  have  had  a train- 
ing possibly  better  than  that  obtained  by 
any  medical  student  today.  Secondly,  she 
attends  only  normal  cases,  quickly  recogniz- 
es abnormal  conditions  and  promptly  calls 
a physician  who  is,  usually,  a good  obstetri- 
cian. Thirdly,  she  is  clean  and  interferes 
as  little  as  possible  with  Nature’s  own  mech- 
anism of  delivery.  Lastly,  she  endeavors 
to  obey  the  state  law  and  regulations,  viola- 
tions of  which  would  subject  her  to  both 
cancellation  of  her  license  and  prosecution, 
either  of  which  might  befall  her  far  more 
readily  than  it  would  the  physician,  who 
has  the  prestige  of  his  profession  and  pub- 
lic opinion  to  support  him.  Hence,  if  we 
investigate  the  work  of  the  midwife,  it 
seems  that  it  should  be  to  find  an  explana- 
tion for  her  lower  mortality  rate. 

One  writer  has  already  charged  the  medi- 
cal profession  with  “meddling  obstetrics” 
and  cites  it  as  a probable  cause  for  our 
high  mortality  rate.  This  does  not  mean 
operative  obstetrics  when  indicated  in  the 
pathology  and  accidents  of  labor  and  done 
by  skilled  men.  Statistics  from  Norway  and 
Germany  have  shown  a lowered  maternal 
mortality  rate  since  the  increase  of  opera- 
tive obstetrics  done  under  the  above  condi- 
tions by  the  highly  trained  obstetrician. 
If  we  take  pride  in  our  profession  and  are 
to  feel  that  we  are  not  helpless,  but  have 
definitely  advanced  from  the  mid-wifery  of 
past  centuries,  this  thought  should  cheer 
us.  However,  if  we  are  to  treat  obstetrical 
pathology  actively,  let  us  be  sure  that  we 
have  the  proper  judgment,  knowledge  and 
skill. 

It  is  an  accepted  fact  that  much  of  our 
maternal  mortality  could  be  prevented.  This 


paper  is  not  intended  to  be  didactic  in  na- 
ture or  it  would  assume  textbook  propor- 
tions. The  necessary  detail  is  readily  found 
in  the  works  of  several  authors,  and  in  the 
periodical  publications  dealing  especially 
with  this  phase  of  medicine.  This  is  sel- 
dom sufficient,  it  is  true,  to  help  us  in 
times  of  dire  need.  Briefly,  there  is  noth- 
ing that  will  easily  take  the  place  of  active 
post-graduate  experience  in  a maternity  hos- 
pital under  competent  supervision.  The 
young  obstetrician  can  feel  that  he  at  least 
has  a good  start  toward  the  successful  prac- 
tice of  his  specialty.  It  is  true  that  such 
post-graduate  training  is  not  available  to 
all  physicians.  To  make  the  need  for  it  less, 
more  attention  should  be  paid  to  the  un- 
dergraduate student  and  obstetrics  be  given 
its  rightful  position  of  importance  on  the 
curriculum  of  all  medical  schools.  Further, 
the  general  hospital  employing  the  interne 
should  still  consider  him  as  a student  and 
see  that  he  is  carefully  directed,  both  in 
judgment  and  technic,  during  the  short 
time  that  he  is  usually  able  to  spend  in  the 
obstetrical  service. 

We  of  the  medical  profession,  by  acting 
both  as  individuals  and  as  an  organization, 
can  correct  the  situation  as  it  has  existed 
and  as  it  still  exists,  to  a great  degree,  to- 
day. A comment  has  been  made  recently  to 
the  effect  that  if  progress  is  to  be  made  in 
the  attack  on  the  death  rate  of  women  as- 
sociated with  child  birth,  there  must  be  a 
revision  of  “the  notorious  disappreciation 
and  disesteem  of  obstetrics”  that  exists  at 
present.  We  should  be  active,  not  passive, 
in  this  movement  which  is  gradually  show- 
ing itself  in  the  medical  schools,  our  large 
hospitals  and  medical  centers,  public  health 
offices,  maternal  welfare  societies  and  other 
lav  organizations,  and  which,  in  time,  will 
stir  the  public  mind  to  the  knowledge  that 
parturition  can  and  must  be  made  safer. 

We  are  taught,  but  do  not  alwavs  accord 
sufficient  importance  to  the  fact,  that  puer- 
peral septicemia,  the  greatest  single  factor 
in  this  morbidtv  and  mortality,  yields  to 
the  rigorous  observance  of  asepsis.  The 
Australian  Committee,  in  its  report,  states : 
“Puerperal  septicemia  is  probably  the  great- 
est l'eproach  which  any  civilized  nation  can, 
by  its  own  negligence,  offer  to  itself.  It 
can  be  prevented  by  a degree  of  care  which 
is  not  excessive  or  meticulous,  requiring 
onlv  ordinarv  intelligence  and  some  careful 
training.”  The  success  of  aseptic  procedures 
is  shown  by  the  experience  of  well  conduct- 
ed hospitals  in  which  the  mortality  is  low. 
In  Austrah'a,  the  Sydney  Women’s  Hospital 
several  years  ago  reported  nearly  4,000 
cases  without  a death  from  puerperal  sep- 
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sis.  Adair  and  Maland  more  recently  report- 
ed 1,512  cases  of  rregnancy  admitted  to  the 
Swedish  Hospital  in  Minneapolis,  without 
deaths  from  puerperal  infection  having  oc- 
cured.  Among  11.605  confinements  at  the 
Chicago  Lying-in  Hospital,  only  five  deaths 
occurred  from  puerperal  sepsis,  and.  in  all 
but  one  of  these  five  cases,  the  delivery 
took  place  outside  the  hospital. 

The  exercise  of  judgment  and  skill  be- 
fore, during  and  after  delivery  is  highly  es- 
sential. Adequate  prenatal  care  will  reduce 
the  incidence  of  death  from  the  toxemias 
and  the  accidents  of  pregnancy.  Careful  ex- 
amination of  the  patients  before  delivery 
will  sometimes  forewarn  the  attendant  of 
impending  difficulties  and  the  accidents  of 
labor  can  be  prevented  or  more  easily  han- 
dled. Non-interference  with  Nature’s  mech- 
anism of  labor  in  normal  cases,  we  know 
will  reduce  the  hazard.  However,  even  the 
normal  pregnancy  and  labor  presents  the 
equivalent  to  the  careful  pre-operative  care 
preceding  the  most  severe  of  surgical  opera- 
tions, the  asepsis,  technical  skill  and  judg- 
ment employed  in  the  operating  room  and 
the  post-operative  care  which  follows.  Quick 
recognition  of  present  or  impending  pathol- 
ogy is  imperative  and  the  training  and  qual- 
ifications necessary  to  properly  handle  this 
pathology  is  an  ideal  attainment  and  should 
be  more  earnestly  sought.  If  the  solution 
can  be  briefly  stated,  then  we  must  say  that 
obstetrics  must  more  and  more  be  regarded 
as  a highly  specialized  branch  of  surgery 
and  must  be  appreciated  and  prepared  for 
as  such. 

In  conclusion,  reliable  statistics  which  are 
more  illuminative  than  our  own  personal 
experiences  and  observat:ons,  show  us  that 
our  maternal  mortalitv  is  high  in  propor- 
tion to  the  progress  of  medical  science.  It 
is  highly  desirable  tvat  this  situation  be 
corrected.  This  should  and  can  be  done  by 
the  medica1  profession  itself  acting  as  in- 
dividuals and  as  an  organization.  The  prop- 
er valuation  of  obstetrics  as  a specialty  is 
absolutely  necessary.  The  training  of  the 
undergraduate  student  should  be  given  much 
more  attention.  Graduate  physicians  who 
wish  to  do  maternity  work  should  avad 
themselves  of  every  opportunity  to  study 
and  do  post-graduate  work,  as  would  be  ex- 
pected of  them  in  the  doing  of  major  sur- 
gery or  any  other  of  the  more  exacting 
phases  of  medicine  in  which  rapid  progress 
is  being  made,  as  is  now  true  in  obstetrics. 
Education  of  the  public  as  to  the  need  for 
early,  and  most  especially  competent,  care 
is  one  of  the  most  important  phases  of  the 
new  movement,  yet  probably  the  most  deli- 
cate and  most  difficult  to  bring  about.  The 


building  of  more  maternity  hospitals  should 
be  encouraged  and  the  public  should  be 
taught  that  the  expense  of  care  in  such  an 
institut:on  is  not  only  justifiable  but  is  of 
economic  importance  in  the  preservation  of 
health  and  life.  The  same  can  be  said  of 
well  conducted  obstetrical  departments  in 
general  hospitals.  Last,  but  not  least,  we 
should  not  be  contented  with  what  has  al- 
ready been  done  toward  the  safeguarding  of 
the  pregnant  woman,  but  should  constantly 
strive  to  eliminate  the  imperfections  of  our 
art  which  we  know  exist,  so  that,  when  the 
prospective  mother  applies  to  us  for  care, 
we  shall  not  fail  her. 

Note:  Since  this  paper  was  written,  re- 
ports from  the  Child  Hygiene  Division  show 
a maternal  mortality  rate  of  7.018  per  thou- 
sand live  births  in  Arizona  during  1926,  a 
definite  increase  over  the  figure  for  1925 
which  was  4.45.  A detailed  analysis  of 
these  figures  has  not  yet  been  made. 
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CLINIC  ON  CARDIORENAL  DISEASE 
AND  DIABETES 

DR.  FREDERICK  ALLEN, 

New  York  City. 

(Held  at  Hotel  Dieu.  El  Paso.  Texas,  as  part  of 
the  Cl  nical  Congress  of  the  Vledical  and  Surg'cal 
Association  of  the  Southwest,  at  their  Annual  Meet- 
ing, November  2 to  5,  1927). 

CASE  I. 

Soldier,  colored.  Violent  diabetes.  Had  some 
indefinite  feelings  of  illness,  especially  mornings. 
In  January,  1927.  began  to  feel  badly.  In  February 
bad  carbuncle  on  chin.  At  this  time  found  sugar 
in  uring.  Was  placed  in  hospital  on  low  carbohy- 
drate diet,  which  controlled  sugar.  Had  incidental- 
in  urine.  Was  placed  in  hospital  on  low  carbohy- 
169  lbs. 

This  man  evidently  ran  down  in  weight 
from  sugar,  in  the  first  place,  and  then,  un- 
der treatment  he  was  reduced  by  a few 
pounds  more.  Even  with  this  loss  in 
weight,  the  patient  says  he  feds  better. 
That  is,  he  felt  weaker  when  he  was  weigh- 
ing 173  pounds,  with  sugar,  than  he  does 
now  without  sugar.  The  blood  sugar  in  this 
case  was  191  to  start;  during  the  test  he 
went  as  high  as  440.  after  three  hours  it 
was  still  330.  The  last  test  was  made  Feb- 
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ruary  28th,  when  it  was  171.  The  urine 
shows  either  sugar-free  or  a trace.  Other 
examinations  appear  to  be  negative.  Teeth 
and  other  foci  of  infection,  negative.  There 
is  some  recession  of  gums  reported,  which 
comes  in  diabetes. 

His  diet  is  an  unweighed  one,  simply  low 
in  carbohydrates.  He  has  learned  to  restrict 
this  himself,  his  doctor  states.  If  the  pa- 
tient is  careful,  and  if  he  controls  his 
weight  satisfactorily,  he  may  get  along  well 
indefinitely  on  this  sort  of  a diet.  The  pa- 
tient states  that  he  finds  improvement 
when  exercising,  which  is  right. 

CASE  II. 

Girl,  9 yrs.  No  family  history  of  diabetes.  Child 
in  good  health.  Pneumonia  at  5.  In  September  or 
October  of  1926,  the  parents  noticed  that  she 
got  up  at  night  to  urinate.  In  January  the  urine 
showed  sugar.  January  13,  1927,  treatment  started 
— height  51  inches,  weight  56  lbs.  Diet:  40  grams 
carbohydrates,  65  protein,  90  fat;  making  1230 
calories.  Insulin  was  begun,  9 and  4,  increased  to 
9 and  7.  Became  sugar-free  and  diet  increased  to 
43  carbohydrates,  72  protein,  132.5  fat,  total  of  1652 
calories;  insulin  10  in  morning  and  10  in  evening. 
On  January  28th,  blood  sugar  120  mg.  During  next 
few  months  she  gained  slowly  in  weight.  Aug.  1st, 
weight  61  lbs.  Sept.  6th,  60  lbs.  Sept.  20th,  weight 
f>0y2  lbs.;  height  51%  inches.  Diet  62.5  carbohy- 
drates, 74.7  protein,  137.5  fat.  Weight  at  present  is 
63  lbs.,  indicating  that  she  continues  to  do  well. 

This  diabetes  may  possibly  have  started 
from  pneumonia;  there  is  no  proof  of  that. 
It  is  unusually  fortunate  that  a child  of  this 
age  can  be  in  such  perfect  condition  on  two 
doses  of  insulin  a day.  This  is  due  to  the 
fact  that  treatment  was  started  before  the 
case  reached  the  critical  stage.  The  earlier 
treatment  starts,  the  better  for  the  pa- 
tient. The  opportunity  for  such  good  results 
is  lost  if  time  is  allowed  to  pass.  A few 
years  ago  this  case  would  have  been  classed 
as  hopeless. 

In  regard  to  diet,  I find  no  real  advantage 
in  figuring  it  down  to  exact  grams.  Two 
or  three  grams  variation  makes  no  real  dif- 
ference. Therefore,  I find  it  more  conven- 
ient to  use  round  figures,  and  in  a case  like 
this  would  give  70  grams  of  carbohydrates 
and  80  grams  of  protein.  That  would  be  a 
little  increase  of  protein  and  carbohydrates, 
which  is  good  for  a growing  child,  and  a 
little  more  comfortable,  and  you  will  find 
it  makes  no  particular  difference  if  you 
keep  anywhere  near  these  quantities  of 
protein  and  carbohydrates ; there  will  never 
be  accidents.  What  I am  trying  to  get  at 
is  that  I want  to  encourage  as  many  doc- 
tors as  possible  to  use  the  weighed  diet,  and 
therefore  make  it  as  simple  as  possible. 

If  everybody  would  get  such  good  results 
in  children,  there  would  be  no  mortality. 
Her  mother  is  trained  to  weigh  her  diet, 
and  to  make  the  urine  test.  If  the  child 


gets  a cold  or  tonsillitis,  or  has  an  accident 
of  any  kind  which  upsets  her  tolerance,  the 
first  time  sugar  is  found  in  the  urine,  steps 
can  be  taken  to  stop  it. 

Q.  What  is  the  prognosis  in  a case  like 
this? 

A.  With  care  she  should  live  as  long  as 
anyone. 

Q.  Is  there  a CURE  for  diabetes? 

A.  We  have  got  to  wait  for  further  re- 
search before  we  can  say  that  there  is  a 
positive  cure  for  diabetes.  There  is  no  rec- 
ord of  a complete  cure  in  any  patient,  young 
or  old.  But,  as  I said  before,  it  is  not  the 
fatal  thing  we  used  to  think.  It  is  now 
simply  a matter  of  inconvenience,  a nui- 
sance in  the  matter  of  following  a diet  and 
taking  insulin.  There  is  very  small  chance 
for  a patient  of  this  kind  to  stop  all  treat- 
ment. 

CASE  III. 

Female.  Less  than  40  years  of  age.  No  family 
history  of  diabetes.  Health  good.  At  24  she 
weighed  120  pounds.  Then  she  had  typhoid,  and 
while  on  limited  diet  following  typhoid  she  began 
to  put  on  weight.  For  2 years  she  weighed  265  lbs. 
In  1925  she  was  found  to  have  diabetes.  She  was 
treated  but  does  not  know  if  she  became  sugar- 
free.  On  Aug.  13th  she  developed  acute  cystitis, 
which  is  very  common  in  these  cases.  Sugar  was 
found  as  basis  of  it.  On  Aug.  14th  she  was  put  on 
a diet  of  1139  calories.  Insulin  begun,  24  in  morn- 
ing, 16  in  evening.  Aug.  29:  Urinary  symptoms 
subsided.  Weight  243  lbs.  Sept.  6:  Weight  235 

lbs.  Complained  of  weakness.  Diet  increased  to 
1489  calories,  consisting  of  67  carbohydrates,  65.6 
protein,  106.5  fat;  same  insulin  dosage.  Remained 
sugar-free.  Sept.  12:  241  lbs.  No  edema.  Diet  69 
carbohydrates,  65.6  protein,  86.5  fat.  Same  insulin 
dosage.  Oct.  25:  Weight  244  lbs.  felt  well.  Sugar- 
free.  Diet:  82  carbohydrates,  57.6  protein,  and  50.5 
fat,  total  of  1013  calories.  Insulin  dosage  24  and  16. 

This  patient  does  her  housework,  but 
finds  it  a little  difficult  to  do  much  walking. 
We  see  some  of  these  cases  with  actual 
bone  changes  due  simply  to  obesity.  They 
develop  flat  feet,  pains  in  the  ankles,  calves 
and  knee-joints. 

With  the  history  this  patient  gives,  we 
may  conclude  that  very  likely  granular 
trouble  occurred  with  the  typhoid.  She 
states  that  she  was  put  on  a very  light  diet 
following  the  typhoid,  but  continued  to 
gain  weight. 

Some  people  say  they  eat  hardly  anything 
and  still  they  get  fat.  Others  say  they  eat 
everything  and  stay  thin.  People  just  met- 
abolize food  differently.  But  in  spite  of 
all  the  gland  deficiencies  in  the  world,  I tell 
all  fat  persons  that  they  cannot  become 
fat  on  air.  If  they  deposit  fat  on  the  bones, 
they  must  get  it  from  somewhere,  and  that 
can  only  be  from  the  food  they  eat.  They 
may  have  a greater  tendency  to  become  fat 
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than  some  people,  but  they  eat  material 
that  makes  them  fat. 

We  guarantee  to  reduce  every  fat  person; 
some  are  more  difficult  to  reduce  than  others, 
but  they  can  all  be  reduced.  It  can  usually 
be  done  without  serious  hardship.  The 
hardship  comes  in  those  cases  who  are  re- 
markably hard  to  reduce  and  who  are  also 
very  hungry.  Some  of  these  patients  have, 
during  all  of  their  lives,  eaten  to  excess, 
and  if  you  cut  them  down  perceptibly,  they 
suffer  from  faintness,  headaches,  etc. 

Now  this  patient  does  not  complain  of  a 
ravenous  appetite.  Therefore  it  is  easier  to 
reduce  her.  One  way  in  which  this  can  be 
done  is  to  cut  down  the  fats  in  her  diet.  She 
would  lose,  as  is  shown  by  the  loss  of 
weight  on  some  previous  occasions.  Her  last 
diet  shows  82  carbohydrates,  57.6  protein 
(that  can  be  increased  to  70  or  if  necessary 
to  80)  and  instead  of  50.5  fat,  she  can  be 
given  a diet  that  is  almost  fat-free.  I would 
gives  a taste  of  grease.  Things  can  be 
yolk,  young  chicken  (especially  the  white 
meat,)  most  kinds  of  fish,  since  fish  in 
general  do  not  contain  much  fat,  gelatin, 
cottage  cheese  made  out  of  skimmed  milk, 
and,  for  a change  sometimes,  any  very  lean 
kind  of  meat.  Instead  of  the  ordinary  fat 
or  grease,  we  use  substitutes  such  as  min- 
eral oil,  which  is  good  for  constipation,  and 
gives  a taste  of  grease.  Things  can  be 
fried  in  it,  and  if  vou  do  not  let  burn,  it  will 
taste  all  right.  Then  add  bran,  either  as  a 
cereal  or  made  up  into  cakes.  The  cai’bohy- 
drates  you  can  put  in  the  form  of  gren  veg- 
etables, and  when  you  have  80  grams  of  car- 
bohydrates, and  70  or  80  grams  of  protein, 
that  makes  a very  good  diet.  If  you  want 
dressings,  you  can  make  a very  good  one 
with  mineral  oil,  a little  egg  and  vinegar. 
There  are  all  sorts  of  tricks  like  that  to 
make  a diet  satisfactory.  The  patient  will 
lose  weight  in  this  way.  Perhaps  she  should 
exercise  a little  more  than  she  does,  out- 
door walking  is  helpful. 

If  you  wish  to  cut  down  weight  most  ef- 
fectively, w-e  introduce  the  salt-free  diet.  In 
the  first  place  the  patient  is  not  so  hungry 
on  this  diet.  Then  it  has  been  found  that 
many  of  these  cases  of  stubborn  obesity  are 
accompanied  by  retention  of  water — more 
or  less  invisible  edema.  In  Europe  they  have 
given  strenuous  diuretics  and  found  they 
can  produce  a loss  of  ten  pounds  in  weight 
in  a day  or  two.  I think  that  is  not  a very 
good  thing  to  do.  A salt-free  diet  I have 
found  will  often  bring  about  a big  loss  of 
weight  the  first  day  or  two,  showing  that 
part  of  the  weight  was  due  to  retention  of 
water.  It  may  not  be  marked  in  this  pa- 
tient, because  she  does  not  complain  of 


shortness  of  breath.  With  the  edematous 
form  there  is  usually  shortness  of  breath. 

There  is  no  harm  in  trying  a certain 
amount  of  thyroid.  Do  not  be  afraid  of 
the  diabetes.  We  have  never  hesitated 
to  give  thyroid  to  a diagetic  patient  who 
needed  it. 

This  is  a mild  diabetes.  Instead  of  40 
units  of  insulin,  this  patient  ought  to  take 
less.  After  the  weight  has  been  reduced, 
it  will  be  found  that  the  insulin  has  dropped 
step  by  step  until  it  gets  down  to  zero,  and 
by  the  time  the  weight  is  normal,  she  will 
actually  have  a high  tolerance.  She  can 
then  take  a comfortable  diet  and  be  free  of 
obesity  as  well  as  diabetes.  If  you  get  her 
cooperation,  this  result  can  be  obtained. 

Q.  How  much  do  you  expect  her  to  lose? 

A.  She  probably  had  her  best  health 
when  she  weighed  120  pounds.  With  her 
height  there  is  no  reason  why  she  should 
not  get  back  to  that  again,  if  she  wants  to. 
I recall  the  case  of  a woman  who  weighed 
fully  as  much  as  this  patient;  she  had  been 
a dancer  on  the  New  York  stage,  naturally 
of  a slim  build.  She  could  barely  move 
around  with  two  canes  on  account  of  joint 
changes,  etc.  We  got  her  back  to  120 
pounds,  but  it  took  us  a year  to  do  it.  There 
is  no  harm  in  reducing  anybody,  but  you 
should  not  do  it  too  rapidly. 

Q.  How  rapidly  can  one  reduce? 

A.  On  a salt-free  diet  a patient  will  some- 
times lose  from  five  to  ten  pounds  in  one 
week,  but  that  does  not  keep  up.  After 
that,  if  you  can  just  keep  up  a steady  loss 
of  two  pounds  a week,  and  after  a month  or 
so,  a positive  loss  of  one  pound  per  week, 
you  will  still  be  doing  all  right.  There  is  no 
need  to  make  the  diet  too  weakening,  nor  to 
be  hard  on  anybody.  Of  course,  patients 
are  different ; some  will  come  in  and  say : 
“I  don’t  care  how  rough  you  are  on  me,  I 
want  to  lose  as  much  weight  as  I can.”  Oth- 
ers do  not  want  to  be  too  uncomfortable, 
and  you  cannot  be  too  rigid  with  this  latter 
type. 

Q.  How  long  would  you  advise  keeping  up 
thyroid  ? 

A.  I cannot  say  definitely;  it  may  be  kept 
up  for  long  periods.  Of  course,  if  a patient 
shows  any  sign  of  rapid  pulse,  nervousness, 
etc.,  stop  the  thyroid  immediately. 

CASE  IV. 

Male.  Soldier.  Not  much  of  importance  in  his- 
tory. Noticed  albumin  and  pus  in  urine  on  first 
examination  in  April.  1927.  The  next  urine  test 
a little  later  showed  sugar,  no  pus  but  some  red 
blood  cells.  The  red  blood  cells  cleared  up  in  a 
few  days.  Sugar  persisted.  Has  persisted  almost 
continuously,  in  fairly  large  quantities,  ever  since. 
Since  then  no  more  albumin,  pus  or  blood — just 
sugar.  Blood  chemistry  taken  in  typical  manner  is 
normal.  Blood-sugar  tolerance  test  June  24,  1927; 
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gave  95  grams  glucose  in  40  per  cent  solution, 
with  the  juice  of  a lemon  to  prevent  nausea;  96 
mg.  sugar  in  blood  on  starting;  inside  frist  nour 
172;  an  hour  later  215,  then  down  to  116,  then  95, 
then  55,  then  43.  Tris  is  low  blood  sugar.  Urine 
collected  at  9:20,  before  test;  6.5  grams  sugar, 
when  blood  sugar  was  96.  Urine  collected  at  11:20 
and  bladder  emptied  at  1:35  at  end  of  test,  a -d 
still  contained  5 grams  sugar.  Part  of  the  time 
he  has  been  on  regular  diet,  part  of  the  time  on 
somewhat  restricted  diet.  Sugar  constantly  present 
in  urine.  Sugar  in  24  hours,  30  odd  grams  per  day. 

Here  is  the  question  in  this  case:  Is  this 
diabetes  or  glycosuria?  I would  suggest  a 
fermentation  test  to  make  sure  of  glucose, 
to  give  us  a starting  point.  Then  there  are 
two  things  to  decide. 

First:  Is  this  a glycosuria?  That  seems 
to  be  pretty  well  decided  by  these  tests.  For 
example,  if  the  blood-sugar  is  low,  and 
sugar  is  present  in  the  urine,  then  we  know 
this  is  a case  of  glycosuria.  I note  on  the  his- 
tory here  that  on  July  12th,  a glucose  tol- 
erance test  was  made  with  96  grams  glu- 
cose, with  blood-sugar  before  the  test  104 
mg.,  135  mg.  in  one  hour,  and  gradually  go- 
ing down  again  to  112  mg.  Urine  showed 
over  5 grams  of  sugar. 

Second:  Is  this  diabetes?  In  the  second 
glucose  tolerance  test  the  blood-sugar  is 
not  high.  In  the  first  test  there  was  one 
high  figure,  215;  if  that  can  be  verified 
then  this  is  diabetes.  It  ought  to  be  tested 
with  particular  care.  We  do  not  know  why 
the  two  tests  should  be  different,  but  a 
single  test  with  90  odd  milligrams  of  glu- 
cose does  not  always  prove  the  true  condi- 
tion. I could  suggest  that  if  he  could  take 
200  grams  glucose,  it  would  be  well  to  give 
it,  and  try  to  force  the  blood  sugar  as  high 
as  it  will  go.  In  a diabetic  you  can  force 
it  up.  Put  him  on  the  highest  possible  car- 
bohydrate feeding  for  one  or  several  days. 
That  means  starch  or  sugar  in  every  form 
— hot  cakes,  maple  syrup,  desserts.  If  you 
can  force  up  the  blood-sugar  the  case  is  at 
least  mildly  diabetic. 

Of  course,  it  is  quite  possible  for  any  per- 
son to  have  two  disorders ; we  see  diabetes 
and  kidney  disease  all  the  time,  and  diabetes 
and  high  blood  pressure.  Any  of  these  can 
be  combined,  and  we  have  records  of  com- 
bined diabetes  and  glycosuria.  It  is  very 
hard  to  treat  because  you  cannot  get  the 
urine  sugar-free.  You  have  to  figure  out 
how  much  sugar  is  due  to  the  diabetes  and 
how  much  to  glycosuria. 

With  glycosuria  there  is  sometimes  more 
or  less  weakness.  With  severe  diabetes  plus 
glycosuria,  the  patient  goes  down  hill  rather 
fast.  Incidentally  these  cases  are  very  re- 
fractory to  insulin.  In  a case  of  this  type, 
very  likely  small  doses  of  insulin  would 
knock  him  right  out. 


Q.  Do  you  have  any  difficulty  with  pa- 
tients vomiting  when  giving  glucose? 

A.  Glucose  can  only  be  given  to  the  vom- 
iting point.  Some  people  can  take  300  grams 
and  not  vomit.  Others  can  take  less  than 
100  grams.  The  use  of  lemon  with  it  is 
helpful,  and  sometimes  if  the  patient  drinks 
the  glucose  and  then  sucks  a lemon  after- 
ward or  takes  a few  sips  of  black  coffee,  he 
will  get  over  the  nauseating  effect.  The 
degree  of  concentration  has  some  effect ; a 
very  concentrated  solution  will  make  any- 
body nauseated. 

Q.  Is  it  possible  to  get  along  without 
blood-sugar  tests? 

A.  I think  you  are  almost  compelled  to 
make  them.  We  check  up  all  of  our  cases 
occasionally — say  two  or  three  tests  a year. 

Q.  In  these  diets,  do  you  give  the  mini- 
mum ? 

A.  We  try  to  give  a fair  and  balanced 
diet.  Never  give  the  minimum  unless  nec- 
essary to  keep  the  patient  from  using  in- 
sulin. 

Q.  Do  you  find  that  the  patient  feels 
better  and  works  better  if  he  gets  a large 
quantity  of  carbohydrates? 

A.  Yes,  and  he  is  less  liable  to  break 
down. 

Q.  When  you  speak  of  a “balanced  diet,” 
do  you  mean  one  that  is  pleasing  to  the 
patient? 

A.  Taste  is  a pretty  good  thing  to  follow 
in  the  matter  of  diet.  There  is  something 
that  we  do  not  understand  about  the  mix- 
ture of  food-stuff.  For  instance,  you  can- 
not force  a dog  to  develop  acidosis,  and  if 
you  undertook  to  force  him  to  eat  a high 
fat  diet,  you  would  make  a mighty  sick  dog 
of  him.  Suppose  you  have  a patient  with 
kidney  trouble,  you  give  him  40  grams  or 
less  of  protein  and  he  can  live  on  that,  but 
generally  we  prefer  to  give  more,  as  it 
makes  the  patient  more  comfortable  and 
less  liable  to  break  down.  If  the  diabetes 
is  mild,  we  give  increased  carbohydrates  to 
correspond.  It  all  depends  a good  deal  on 
the  patient.  On  the  one  hand  we  have  the 
type  of  case  who  can  never  get  enough  to 
eat.  The  other  extreme  is  the  small,  frail 
woman,  with  very  delicate  digestion.  Try 
to  feed  her  coarse  vegetables,  and  she  gets 
upset  immediately.  What  she  needs  is  bread, 
rice — a concentrated  small  bulk  diet.. 

CASE  v. 

Male.  Pain  in  heart  region,  goes  down  left  arm. 
Tires  easily.  Has  swelling  about  tops  of  shoes. 
Seems  rather  weak.  Gets  out  of  breath  easily. 
Slight  dizziness.  Does  not  sleep  particularly  well. 
Blood  pressure  155  and  90.  Last  readings:  Left 

arm,  145  and  70,  right  arm  135  and  68 — not  very 
much  of  a hypertension.  Wassermann  test  negative. 
Other  tests  are  essentially  negative.  Blood  count 


DECEMBER,  1927 


545 


negative.  Electrocardiographic  diagnosis:  Myocar- 

ditis. X-ray  shows  nothing  in  particular.  Attacks 
of  pain  in  left  side  come  on  mornings,  if  he  walks 
or  exercises.  No  pain  at  night.  Can  bring  on  an 
attack  intentionally. 

We  can  not  go  into  all  the  detals  in  this 
case.  One  thing  ought  to  be  done ; his  blood 
pressure  should  be  taken  during  an  at- 
tack. I saw  one  patient  who  had  a violent 
typical  angina,  with  normal  blood  pressure 
of  120  and  60.  He  had  been  to  all  the 
well-known  clinics.  We  took  his  blood  pres- 
sure during  the  time  of  an  attack  and  found 
it  was  well  over  200.  I should  not  wonder 
if  this  man  had  a blood  pressure  of  that 
character.  He  has  other  indications  of  hy- 
pertension, and  during  attacks  of  vascular 
spasm,  either  his  blood  pressure  goes  up 
excessively  or  his  heart  fails  to  carry  the 
load  at  that  time. 

Typical  angina  is  about  the  hardest  thing 
in  the  world  to  treat.  I do  not  feel  that 
cutting  the  sympathetic  nerve  gets  at  the 
bottom  of  the  thing.  It  relieves  the  pain, 
but  the  fatal  condition  is  still  there. 

If  you  are  not.  afraid  to  bring  on  an  at- 
tack in  a mild  way,  it  would  be  well  to  see 
if  his  blood  pressure  runs  up  during  an  at- 
tack. There  is  no  need  to  restrict  the  pro- 
tein in  this  case.  He  ought  to  be  on  a salt- 
free  diet.  For  one  thing  he  has  edema,  as 
evidenced  by  the  swelling  over  the  shoe- 
tops.  That  always  calls  for  a salt-free  diet. 
Anyway,  a salt-free  diet  will  enable  him  to 
sleep  flat  at  night,  and  sometimes  the  an- 
gina is  relieved  in  these  cases.  It  does  not 
do  any  harm  in  any  case. 

CASE  VI. 

Widow.  Age  44.  Family  history  mostly  negative, 
although  one  brother  had  high  b'lood  pressure.  An- 
other had  cirrhosis  of  liver.  One  sister  died  of 
measles  while  pregnant.  At  8 or  10  years  of  age 
had  bilious  fever.  Has  two  living  children.  Flood- 
ing spells  four  years  ago.  Weighed  ISO  lbs.  Blood 
pressure  245.  Began  to  have  dizzy  spells.  Cannot 
walk  on  street  alone,  steers  to  the  right.  Tendency 
to  sleep  all  the  time.  Melancholia.  Thin.  Anemic. 
Pain  of  light  nature  over  right  kidney.  Urine  shows 
trace  of  albumin,  no  pus  or  sugar.  Wassermann 
negative.  Blood  pressure  a week  ago  was  280  and 
145. 

This  looks  like  a typical  case  of  essential 
hypertension.  There  is  the  usual  trace 
of  albumin  in  the  urine,  but  normal 
blood  chemistry.  The  melancholia  is  due 
no  doubt  to  the  cerebral  arterio-sclerosis 
which  gets  worse  as  the  years  go  on.  Treat- 
ment has  consisted  of  iodides,  restricted 
diet  as  far  as  protein  is  concerned,  reduced 
salt. 

It  has  been  the  general  impression  that 
everybody  who  has  hypertension  is  a big 
eater,  leading  a strenuous  life,  under  nerv- 
ous strain.  But  you  can  get  a hypertension 
just  as  likely  in  a rather  small  woman,  lead- 


ing an  ordinary  kind  of  life.  One  thing 
we  always  do  is  hunt  for  a possible  source 
of  infection.  If  there  is  any  sign  of  trouble 
in  the  tonsils,  they  should  be  removed,  re- 
gardless of  her  blood  pressure.  The  teeth 
should  be  thoroughly  x-rayed.  Any  infec- 
tion will  hinder  treatment.  This  patient 
will  be  helped  by  a salt-free  diet.  I think  if 
she  is  put  on  a strict  enough  diet,  she  will 
feel  some  better,  but  it  will  take  six  months 
or  a year.  With  a blood  pressure  as  high 
as  this  you  must  not  expect  too  rapid  a 
change.  There  is  probably  enough  organic 
damage  to  the  blood  or  kidney  vessels  to 
make  the  case  refractory  to  a certain  de- 
gree. You  cannot  expect  too  much  in  clear- 
ing up  organic  damage  by  any  functional 
method  of  treatment. 

For  my  own  part,  I would  stop  the 
iodides,  if  there  is  no  luetic  element  present. 
A strenuous  diet  will  show  some  results. 
Within  a month  she  will  probably  get 
enough  fall  of  blood  pressure  so  the  tonsils 
could  be  operated  on,  but  even  with  the 
high  pressure,  it  would  be  better  to  have 
them  out. 

Q.  How  long  should  she  keep  on  a salt- 
free  diet? 

A.  Indefinitely.  If  a patient  comes  to 
you  in  the  early  complications,  it  does  not 
take  so  long  to  accomplish  results.  But  in 
this  case  now — after  eight  years  you  will 
have  to  use  diet  for  a long  time. 

Q.  What  sort  of  a diet  would  you  rec- 
ommend ? 

A.  Strictly  salt-free  diet.  There  is  no 
need  to  limit  the  protein.  If  she  likes  beef- 
steak. let  her  have  it. 

Q.  What  is  your  experience  with  bleed- 
ing? 

A.  An  immediate  reduction  of  blood  pres- 
sure is  not  of  much  value,  only  to  relieve  at- 
tacks of  threatened  apoplexy  and  the  like. 
In  this  case,  at  any  rate,  no  benefit  is  to 
be  derived  from  quick  reduction.  Artificial 
lowering  of  the  blood  pressure  does  not  get 
at  the  seat  of  the  trouble.  The  point  is  not 
to  relieve  the  blood  pressure  itslef  but  what 
is  back  of  it.  Unless  there  is  some  danger 
in  sight,  like  apoplexy,  she  does  not  need 
bleeding. 

Q.  What  do  you  use  for  the  bowels? 

A.  If  a mild  laxative  will  do  the  work, 
use  cascara  or  mineral  oil.  If  it  is  neces- 
sary to  use  something  stronger,  an  occas- 
ional dose  of  Epsom  salt  or  something  of 
that  sort. 

CASE  VII. 

Male.  Candy  manufacturer.  Married,  4 children. 
Usual  weight  205;  at  present  207.  Height  5 ft.  7 in. 
Chief  complaint:  Rash  on  arms  and  chest.  Itches. 
Teeth  removed;  dentist  said  some  pus.  Blood 
pressure  fluctuates  apparently.  Mother  died  at 
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62,  hardening  of  the  arteries.  Typhoid  19  years  ago; 
nothing  else  in  • particular  in  past  history.  Eats  a 
lot  of  ice  cream.  Does  not  drink.  No  headaches. 
Nervous.  Is  bothered  by  the  noise  of  children’s 
play.  Constipated.  Never  had  rash  until  about 
a month  ago.  Physical  examination  essentially 
negative  except  rash  and  obesity.  Abdomen  seems 
to  be  especially  fat.  Urine  essentially  negative. 
Blood  thoroughly  negative. 

The  case  before  this  I said  was  a difficult 
one  to  treat.  This  one  I would  say  was 
quite  easy.  What  I would  do  in  this  pa- 
tient’s case  is  to  reduce  his  weight  and  put 
him  on  a salt-free  diet.  The  rash  can  be  di- 
agnosed more  easily  by  people  who  study 
these  things  especially,  and  who  have  a 
more  scientific  conception  of  it.  But  I 
would  say  to  cut  down  his  weight  and  the 
skin  will  probably  clear  up. 

His  blood  pressure  seems  to  fluctuate, 
and  with  normal  blood  chemistry,  not  even 
albumin  in  the  urine,  he  has  an  excellent 
chance  to  get  his  blood  pressure  down  and 
keep  it  down.  On  a salt-free  diet  he  will 
get  his  weight  down  quite  perceptibly.  The 
patient  states  that  he  has  reduced  about  ten 
pounds  in  the  past  two  weeks  and  that  his 
skin  is  beginning  to  feel  more  oily.  A skin 
specialist  told  him  it  was  not  a skin  dis- 
ease. He  has  been  on  a limited  diet,  pro- 
teins limited  especially.  For  my  part.  I 
would  take  a chance  and  let  him  have  his 
proteins. 

Q.  What  difference  is  there  between  thatt 
rash  and  the  rash  of  pellagra? 

A.  I do  not  know  anything  about  pella- 
gra. But  in  tbe  case  of  a man  like  this,  as 
well  nourished  as  he  is,  living  the  kind  of 
a life  he  is  living,  I do  not  see  how  he  could 
have  pellagra. 

CASE  VIII. 

Laborer.  Mexican.  Married;  4 children.  Com- 
plaint: High  blood  pressure.  Healthy  as  a child 
until  7 yrs.  of  age  when  lost  sight  of  right  eye. 
Family  history  not  very  clearly  known,  but  thinks 
his  father  had  high  blood  pressure.  Past  history, 
nothing  in  particular.  Two  years  ago  became 
partially  blind  in  left  eye.  About  this  same  time 
he  became  dizzy  and  troubled  with  high  blood  pres- 
sure. No  constipation. 

There  is  not  very  much  to  say  about  this 
case.  He  may  be  a trifle  overweight  about 
the  body.  The  loss  of  some  vision  in  the 
remaining  eye  is,  I presume,  due  to  retini- 
tis. Reno-vascular  disorders  have  produced 
bv  far  the  greatest  number  of  cases  of 
blindness.  In  this  case  the  dizziness  can 
probably  be  relieved  by  diet,  and  in  all  prob- 
ability the  retina  can  at  least  be  stopped 
from  getting  worse.  How  much  improve- 
ment he  will  have  is  questionable.  The  de- 
struction that  has  occurred  cannot  be  un- 
done. Some  years  ago  retinitis  was  a very 
bad  prognostic  sign,  but  we  no  longer  fear 
it.  The  Wassermann  is  negative,  but  you 


should  hunt  very  carefully  for  luetic  infec- 
tion. 

Q.  Does  harm  ever  result  from  the  salt- 
free  diet? 

A.  There  is  no  harm  if  used  right.  An 
occasional  patient  will  show  the  effect  of 
salt  privat'on,  and  you  may  have  to  give 
salt  at  least  temporarily.  If,  after  a num- 
ber of  days  or  a week,  the  patient  should 
become  weak  all  over,  nauseated,  we  would 
know  he  needed  a little  salt. 

Q.  In  those  cases  where  there  is  a very 
strong  family  tendency  to  hypertension, 
with  cerebral  hemorrhage,  would  you  advise 
prophylaxis  ? 

A.  Yes,  that  is  where  I would  want  a 
whole  family  to  stay  off  salt.  I do  not 
believe  in  making  the  whole  population  stay 
off  carbohydrates  or  protein  or  salt  because 
of  fear  that  they  may  develop  certain  dis- 
eases. It  is  only  people  who  are  abnormal, 
who  need  abnormal  limitations.  But  where 
there  is  a strong  tendency  to  hypertnesion 
in  families,  I think  it  best  for  the  entire 
family  to  go  on  a diet  to  avoid  development 
of  hypertension. 

One  encouraging  thing  in  these  metabolic 
cases  is  that  you  can  make  tests  and  see 
yourself  whether  the  treatment  works  or 
not.  There  is  no  method  that  works  per- 
fectly in  every  case.  The  woman  we  had 
here  I would  say  would  be  the  hardest  one, 
and  even  in  her  case  quite  markedly  dem- 
onstrable benefits  may  be  obtained.  But 
you  ought  to  have  laboratory  proof. 

Some  cases  of  syphilis  may  cause  a scler- 
osis in  the  pancreas  and  thereby  bring  on 
diabetes,  but  those  cases  are  apparently 
very  rare. 

Any  disturbing  cause,  any  toxic  or  even 
mechanical  defect  may  raise  the  blood  pres- 
sure and  then  by  removing  that  cause  you 
may  get  the  pressure  down. 


SYMPTOMS  AND  DIAGNOSIS  OF 
CHRONIC  APPENDICITIS 

FRANK  J.  MILLOY,  M.  D. 

Phoenix,  Arizona. 

Presented  at  the  April  staff  meeting  of  St.  Jo- 
seph’s Hospital,  Phoenix,  Ariz.,  based  on  a study  of 
cases  of  chronic  appendicitis'  operated  upon  in  this 
hospital. 

Summarizing  the  symptoms  in  the  162 
charts  submitted  for  review,  the  following- 
results  are  discovered : 

In  130  cases  there  was  pain  and  tender- 
ness in  the  abdomen ; this  leaves  thirty- 
two  cases  in  which  physical  examination 
was  negative.  In  a few  of  these  cases  the 
physical  examination  was  lacking,  and  in  a 
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few  more  no  statement  was  made  as  to  the 
presence  or  absence  of  physical  findings. 

It  is  not  stated,  however,  in  the  130  cases 
in  which  pain  and  tenderness  was  present, 
that  these  symptoms  were  elicited  at  the 
time  of  operation.  In  a large  percentage  of 
them  the  history  and  physical  examination 
lead  us  to  believe  that,  at  some  time  in  the 
patient’s  history,  there  was  pain  and  ten- 
derness in  the  abdomen.  Therefore  we  are 
to  conclude  that  a large  percentage  of  cases 
have  acute  exacerbations  of  a chronic  dis- 
ease of  the  appendix,  and  between  these  ex- 
acerbations, physical  examination  of  the  ab- 
domen is  negative. 

In  by  far  the  greatest  number  of  these 
cases,  the  pain  and  tenderness  is  present  in 
the  right  lower  quadrant,  generally  local- 
ized over  McBurney’s  point.  In  a small 
number  of  cases  the  tenderness  is  general- 
ized over  the  abdomen,  and  in  a few  cases 
it  is  localized  in  the  epigastrium. 

Forty-five  cases  give  histories  of  digestive 
disturbances,  which  include  distress  after 
eating,  gaseous  indigestion,  belching,  and 
the  usual  train  of  digestive  disturbances ; 
fifty-seven  cases  give  histories  of  nausea 
and  vomiting.  Nausea  was  a very  frequent 
symptom,  mentioned  about  four  times  as  of- 
ten as  vomiting. 

Toxic  symptoms  were  recorded  in  twenty 
cases.  These  symptoms  include  headache, 
fever  and  a general  feeling  of  malaise. 

Of  the  thirty-two  cases  which  have  nega- 
tive findings,  on  physical  examination  near- 
ly all  of  them  gave  histories  of  either  di- 
gestive or  toxic  symptoms. 

These  statistics  compare  quite  favorably 
with  our  ordinary  conception  of  chronic  ap- 
pendicitis, especially  if  we  remember  that 
the  cases  reviewed  are  dealing  with  disease 
of  the  appendix  alone,  and  do  not  include 
cases  with  multiple  pathology. 

Constipation  was  mentioned  in  only  eigh- 
teen cases.  This  figure  seems  rather  low, 
and  it  is  very  probably  due  to  failure  to  re- 
cord this  symptom. 

The  symptoms  of  chronic  appendicitis 
may  be  classifed  under  four  groups ; name- 
ly, reflex,  mechanical,  toxic  and  infective. 

Reflex  symptoms  are  mainly  symptoms 
producing  digestive  disturbances,  and  in- 
clude hypertonus  and  spasm  of  the  stomach, 
as  well  as  failure  of  the  pyloric  and  ileocecal 
sphincter  muscles  to  relax,  leading  to  gas- 
tric or  ileal  stasis.  That  hypertonus  and 
hyperperistalsis  of  the  stomach  are  often 
reflexly  caused  by  a diseased  appendix,  and 
are  responsible  for  the  symptoms,  was 
proved  by  the  fact  that  Moynihan  observed 
violent  gastric  contractions  and  spasm  of 
the  pyloric  and  other  parts  of  the  stomach 


on  the  operating  table,  in  the  presence  of 
a chronically  diseased  appendix.  These 
symptoms  indicate  disturbed  motor  phe- 
nomena in  the  stomach  and  ileum. 

Chronic  appendicitis  does  not  always  dis- 
turb the  motor  function  of  the  gastroin- 
testinal tract,  bringing  about  hypertonus, 
but  it  may  cause  loss  of  tone  in  different 
parts  of  the  gastro-intestinal  tract.  It  is, 
therefore,  no  wonder  that  in  a certain  num- 
ber of  cases  there  is  gastric  atony,  or  atony 
of  the  cecum.  In  these  cases,  the  atonic 
type  of  constipation  is  encountered,  or,  as 
is  less  often  the  case,  constipation  alternat- 
ing with  diarrhea.  Very  frequently  there 
may  be  sympotms  of  hypertonus  and  spasm 
in  some  parts  of  the  gastro-intestinal  tract, 
and  loss  of  tone  in  other  parts.  It  is  a com- 
mon experience  to  find  atony  of  the  stom- 
ach and  spasticity  of  the  cecum  or  descend- 
ing colon. 

The  reflex  sensory  phenomena  due  to 
chronic  appendicitis,  manifest  themselves 
largely  by  the  presence  of  pain  in  the  gas- 
tric region. 

Reflex  secretory  phenomena  resulting 
from  chronic  appendicitis,  are  manifested 
by  disturbances  in  the  gastric  secretions. 
In  most  cases  there  is  hypersecretion  and 
hyperacidity.  Hypo-acidity  in  chronic  ap- 
pendicitis occurs,  but  is  rare. 

The  reflex  or  secretory  disturbances  may 
spread  to  the  colon,  giving  rise  to  mucous 
colitis,  accompanied  by  periodic  attacks  of 
cramps,  and  the  discharge  of  large  quanti- 
ties of  mucus  in  the  stools;  or,  they  may 
even  spread  to  cause  increased  salivary  se- 
cretions. The  presence  of  hypersecretion 
in  the  colon  may  give  rise  to  frequent  at- 
tacks of  serous  diarrhea. 

In  some  cases  of  chronic  appendicitis,  the 
motor  phenomena  predominate,  bringing 
about  distress  in  the  epigastrium  during,  or 
immediately  after  meals,  persistent  belch- 
ing, regurgitation  of  sour  fluid,  and  more 
or  less  continuous  peristaltic  unrest  through- 
out the  whole  abdomen. 

With  depression  in  the  motor  function  of 
the  gastro-intestinal  tract,  the  symptoms  of 
gastro-intestinal  atony  are  encountered,  con- 
sisting of  sensation  of  persistent  heaviness 
in  the  abdomen,  splashing  sound  over  the 
stomach  and  the  cecum,  and  gurgling  and 
rumbling  which  is  present  in  the  abdomen, 
and  especially  marked  five  or  six  hours  af- 
ter meals. 

In  some  patients,  pain  is  out  of  propor- 
tion to  all  other  phenomena.  This  pain 
may  be  in  either  lower  quadrant,  or  it  may 
be  gastric,  and  even  thoracic,  but  more 
characteristic  of  the  pain  is  the  fact  that 
pressure  over  the  appendicular  region  brings 


548 


SOUTHWESTERN  MEDICINE 


about  pain  in  the  area  of  which  the  patient 
spontaneously  complains. 

Mechanical  symptoms  of  chronic  appendi- 
citis are  due  to  foreign  bodies  which  are 
usually  fecaliths  or,  occasionally,  to  para- 
sites in  the  lumen  of  the  appendix,  or  to 
adhesions  between  the  appendix  and  neigh- 
boring organs.  Fecaliths  frequently  give 
rise  to  appendicular  colic. 

The  appendix  has  been  called  the  tonsil 
of  the  abdomen,  therefore,  it  is  evident 
that,  if  infection  is  present  in  the  appen- 
dix, there  are  generally  toxins  present  also, 
and  these  toxins  may  be  very  readily  ab- 
sorbed, resulting  in  toxic  symptoms  in  al- 
most any  part  of  the  body. 

The  infective  . symptoms  of  chronic  ap- 
pendicitis are  a general  feeling  of  malaise, 
chilliness,  increased  pulse  frequency,  and 
moderate  elevation  of  temperature. 

A diagnosis  of  chronic  appendicitis  may 
be  very  easy  if  a history  is  elicited  of  re- 
peated attacks  of  pain  in  the  right  lower 
quadrant,  accompanied  by  more  or  less  di- 
gestive disturbance.  This,  however,  is  true 
in  only  a minority  of  cases.  It  has  been 
said  that  chronic  appendicitis  can  not  exist 
without  an  acute  attack  having  been  pres- 
ent at  some  time  in  the  patient’s  life.  If 
such  be  the  case,  the  acute  attack  must 
have  occurred  sometime  during  the  early 
childhood  and,  therefore,  can  not  be  recalled 
by  the  patient,  or  the  acute  inflammation 
gave  rise  to  such  insignificant  symptoms  as 
to  go  unrecognized.  It  can  readily  be  seen 
how  such  could  be  the  case,  if  we  recall 
cases  of  acute  fulminating  appendicitis, 
which  give  rise  to  very  few  symptoms,  that 
is,  to  symptoms  which  would  suggest  the 
immediate  urgency  of  operation,  until  the 
leukocyte  count  reveals  the  severity  of  the 
infection.  To  use  the  words  of  Deaver, 
which  are  rather  crude,  but  whose  crude 
ness  is  equalled  by  the  expressiveness  of 
the  statement,  “The  commonest  cause  of 
bellyache  is  appendicitis.” 

The  differential  diagnosis  of  chronic  ap- 
pendicitis includes  an  array  of  subjects. 

We  probably  should  attempt  to  differ- 
entiate, first,  between  a gastro-intestinal 
lesion  and  one  which  is  outside  the  gastro- 
intestinal tract.  The  urologist  is  of  ines- 
timable value  in  eliminating  the  right  kid- 
ney or  a right  ureteral  lesion.  Pelvic  le- 
sions in  the  female  often  make  an  exact 
diagnosis  difficult,  but  the  majority  of  these 
cases  are  surgical,  and  the  main  problem 
to  determine  is  whether  an  organic  condi- 
tion is  present ; if  so,  everything  can  be 
corrected  at  operation. 

The  neurasthenic  and  the  hypochondriac 
must  be  recognized  in  making  a diagnosis 


of  chronic  appendicitis.  This  patient  is  li- 
able not  to  be  relieved  by  surgical  removal, 
even  though  the  appendix  is  diseased.  Of 
course,  this  should  not  be  a contra-indica- 
tion for  operation,  but  we  have  not  ap- 
proached the  real  cause  of  the  complaint. 

If  the  lesion  is  gastro-intestinal,  the  great 
majority  of  cases  lie  between  ulcer  of  the 
stomach,  disease  of  the  gall  bladder  and  dis- 
ease of  the  appendix.  The  main  thing  to 
remember  here  is  that,  in  the  majority  of 
cases,  more  than  one  condition  is  present. 
If  we  are  dealing  with  an  extremely  young 
patient,  in  all  probability  the  appendix  is 
the  offending  organ ; if  the  patient  has 
passed  the  age  of  twenty-five  or  thirty,  or 
if  it  is  a woman  who  has  borne  children, 
and  we  find  a chronically  inflamed  appen- 
dix, some  of  our  best  statistics  claim  a 
chronic  infection  of  the  gall-bladder  in  forty 
per  cent  of  cases.  The  finding  of  this  in- 
flamed gall  bladder  is  not  to  be  relied  upon 
at  the  time  of  operation;  this  should  be  de- 
termined beforehand,  by  careful  study  of 
the  patient’s  symptoms,  history  and  labora- 
tory findings. 

In  attempting  to  differentiate  between 
peptic  ulcer  and  chronic  appendicitis,  the 
main  problem  is  to  determine  whether  a dis- 
eased appendix  is  present  or  not.  If  ulcer 
is  present,  there  is  the  well  known  triad  of 
symptoms,  which  are:  (1)  distress  coming 
on  at  a definite  time  after  meals,  usually 
two  to  four  hours;  (2)  distress  associated 
with  free  hydrochloric  acid  in  the  stomach; 
(3)  distress  which  is  relieved  by  the  inges- 
tion of  food  or  alkalies.  If  a diseased  ap- 
pendix also  is  present,  this  triad  of  symp- 
toms may  be  so  masked  that  it  is  impossible 
to  elicit  the  above  history.  Medical  treat- 
ment will  relieve  the  symptoms  of  ulcer  but, 
if  the  appendix  is  infected,  the  ulcer  will 
be  activated  again.  If  it  is  impossible  to 
differentiate  between  these  two  conditions, 
medical  treatment  will  sometimes  relieve 
the  symptoms  of  appendicitis  also  but,  as  a 
rule,  this  period  of  relief  is  very  brief.  Some- 
times all  three  conditions  are  present  and 
then  all  the  pathology  is  usually  discovered 
when  the  abdomen  is  opened. 


SYMPTOMATOLOGY  AND  DIAGNOSIS 
OF  CHRONIC  APPENDICITIS  IN 
CHILDREN 

DUDLEY  FOURNIER,  M.  D. 

Phoenix,  Arizona. 

Presented  before  the  April,  1927,  meeting-  of  the 
staff  of  St.  Joseph’s  Hospital,  Phoenix.  Based  on 
review  of  the  case  histories  of  patients  operated 
upon  in  this  hospital. 

In  review  of  the  literature  on  chronic  ap- 
pendicitis in  children  I was  surprised  at  the 
scarcity  of  the  articles.  There  were  many 
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excellent  articles  on  acute  appendicitis,  and 
most  of  the  writers  believe  that  chronic  ap- 
pendicitis is  not  an  uncommon  disease,  and 
that  many  cases  are  overlooked  and  diag- 
nosed as  other  gastro-intestinal  diseases. 
These  diagnoses  are  not  to  be  criticised,  for 
the  symptoms  of  the  simple  gastrointesti- 
nal disorders  in  children  are  very  similar 
to  those  of  appendicitis.  This,  coupled  with 
the  lack  of  cooperation  upon  the  part  of  the 
child  and  the  difficulty  in  making  a satis- 
factory examination,  accounts  for  the  many 
mistaken  diagnoses. 

Chronic  appendicitis  produces  the  same 
symptoms  in  children  as  in  adults,  but  is 
much  more  difficult  to  determine.  The  ap- 
pendix is  situated  relatively  higher  in  the 
child  and  it  may  be  found  anywhere  in  the 
abdomen,  so  the  pain  and  tenderness  is  not 
always  in  the  lower  right  quadrant.  Con- 
stipation is  found  in  over  three-fourths  of 
the  cases.  Bilious  attacks,  so-called,  and 
poor  appetite  are  often  due  to  chronic  ap- 
pendicitis. If  the  child  does  not  gain  weight 
satisfactorily,  complains  of  stomachache,  is 
irritable  and  is  tender  over  the  abdomen, 
we  should  suspect  appendicitis,  and  a very 
careful  physical  examination  and  special  in- 
quiry for  similar  previous  attacks  should  be 
made  before  giving  the  usual  calomel  and 
castor  oil. 

One  of  the  main  reasons  why  the  examin- 
ation of  a child  is  unsatisfactory  is  that  it 
is  done  in  a hurried  and  brusk  manner. 
With  warm  hands  and  very  gentle  palpa- 
tion, you  may  palpate  a relaxed  abdomen 
that  otherwise  may  be  held  rigid.  A child 
normally  likes  to  be  held  close  to  its  moth- 
er and,  if  its  knees  are  flexed,  a very  satis- 
factory examination  of  the  abdomen  may  be 
made  by  facing  the  patient’s  back  and  pal- 
pating its  abdomen  between  the  child  and 
its  mother. 

The  diagnosis  of  acute  appendicitis  in 
very  young  children  is  usually  made  after 
the  appendix  is  ruptured  and  peritonitis  has 
developed. 

No  doubt  many  of  these  cases  are  mild 
and  recover,  but  leave  the  appendix  in  a 
chronically  inflamed  condition.  Stout  re- 
ports a case,  aged  eleven  months,  that  gave 
distinct  history  of  attacks  extending  back 
to  within  two  months  of  birth.  The  appen- 
dix was  ruptured  but  there  were  numerous 
old  adhesions  from  previous  attacks.  There 
was  no  doubt  but  that  this  baby  had  had  a 
chronic  appendicitis. 

The  colic  due  to  indigestion  or  to  indis- 
cretions of  diet  may  simulate  appendicitis. 
It  is  usually  of  shorter  duration,  is  relieved 
by  pressure  or  an  enema,  and  there  is  no  lo- 
calized tenderness. 


The  pain  from  a pneumonia,  pericarditis 
or  pleurisy,  especially  if  the  diaphragm  is 
involved,  is  often  referred  to  the  abdomen. 
This  pain  is  more  constant  and  careful  ex- 
amination of  the  heart,  pleura  and  lungs 
should  be  made. 

The  acute  infectious  diseases  often  cause 
acute  pain  in  the  abdomen.  Tonsillitis  is  of- 
ten associated  with  abdominal  pain  in  chil- 
dren. 

Right-sided  pyelitis  or  a stone  in  the  kid- 
ney or  ureter  at  times  causes  pains  in  the 
lower  right  quadrant. 

Gastro-enteritis  closely  simulates  appen- 
dicitis, but  it  is  usually  associated  with  a 
diarrhea. 

Intestinal  obstruction  and  intussuscep 
tion  must  be  differentiated : the  former,  by 
its  obstinate  constipation;  the  latter,  by  the 
appearance  of  the  characteristic  bloody 
mucus  in  the  stool,  the  sudden  onset  and 
the  extreme  prostration  of  the  patient. 

Mesenteric  lymphadenitis,  Brenneman 
says,  is  indistinguishable  from  appendicitis. 

Osteomyelitis  of  hte  ilium  and  infections 
of  the  hip  have  similar  symptoms. 

Masses  in  tuberculosis  of  the  abdominal 
lymph  nodes,  are  found  quite  frequently  in 
children.  Dunham  and  Smith  claim  "that 
they  can  readily  be  demonstrated  by  x-ray 
examination. 

Kerley  and  Le  Wald,  of  New  York,  have 
done  valuable  work  in  the  use  of  the  roent- 
gen ray  in  the  study  of  abdominal  diseases 
in  children,  and  it  is  their  opinion  that  the 
retention  of  barium  in  the  appendix  after 
forty-eight  hours  is  usually  an  indication  of 
chronic  appendicitis. 

The  so-called  cyclic  vomiting  frequently 
seen  in  children,  is  due  to  chronic  appendi- 
citis in  quite  a few  cases,  and  a careful  in- 
quiry and  search  should  be  made  for  ten- 
derness in  the  right  lower  quadrant. 

In  this  hospital  during  the  past  three 
years  there  were  only  five  case  reports  of 
chronic  appendicitis  in  children.  The  ages 
were  4,  7,  8,  11  and  14  respectively.  The 
youngest,  aged  four,  had  symptoms  of  par- 
tial obstruction  and  pain  in  the  right  side. 
Repeated  enemas  relieved  this  condition. 
There  was  no  mention  made  of  any  previous 
attacks.  If  a history  of  previous  attacks 
can  be  obtained  and  placed  on  our  records, 
it  will  aid  materially  in  the  differential  diag- 
nosis of  these  cases. 

Case  E.  G.,  aged  seven,  had  symptoms  of 
tenderness  over  McBurney’s  point  and  a 
rigid  right  lower  quadrant,  with  no  history 
of  previous  attacks.  From  the  history  this 
may  have  been  an  acute  attack. 

Case  M.  D.,  aged  eight,  had  pain,  nausea 
and  vomiting  with  three  previous  attacks, 
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and  chronic  constipation.  The  pathologist 
reported  chronic  appendicitis. 

Case  R.  T.,  aged  eleven,  also  had  three 
previous  attacks  with  tenderness  over  Mc- 
Burney’s  point  and  muscular  rigidity.  Path- 
ological report:  chronic  appendicitis. 

Case  E.  F.,  aged  fourteen,  complained  of 
pain  in  the  lower  right  side,  with  nausea 
and  vomiting,  and  extreme  tenderness  over 
the  appendix. 

The  pathological  report  was  chronic  ap- 
pendicitis. This  case  is  on  the  border  line 
and  should  probably  be  classed  in  the  adult 
cases.  This  leaves  only  three  cases  oper- 
ated upon  and  one  recovering  without  op- 
eration. 

Apparently  chronic  appendicitis  in  chil- 
dren is  not  very  prevalent  in  this  commun- 
ity or,  at  least,  the  cases  are  not  hospital- 
ized or  operated  upon. 

SUMMARY 

The  diagnosis  of  appendicitis  is  difficult 
in  children. 

The  diagnosis  and  early  operation  are 
more  important  in  a child  than  in  an  adult. 

Chronic  appendicitis  is  mistaken  for  other 
gastro-intestinal  disorders,  and  probably 
overlooked,  more  than  any  other  disease  of 
childhood. 


CHRONIC  APPENDICITIS 
PATHOLOGY  AND  X-RAY  DIAGNOSIS 

HARLAN  P.  MILLS,  M.  D. 

Phoenix,  Arizona. 

Presented  before  the  April,  1927,  staff  meeting  of 
St.  Joseph’s  Hospital,  Phoenix.  Based  on  study  of 
patients  in  this  hospital  during  three  years  past. 

Regarding  the  changes  occurring  in  the 
appendix  as  a result  of  chronic  inflamma- 
tion, there  is  a great  variance  in  opinion. 
Some  writers  classify  under  this  head  ap- 
pendices showing:  (1)  changes  as  result  of 
previous  acute  inflammation — such  as  fi- 
brosis, irregular  thickenings,  cicatrices, 
kinks,  strictures  and  obliterated  lumen ; 
^2)  changes  due  to  simple  low  grade  inflam- 
mation, productive  of  many  of  the  findings 
mentioned  above,  especially  that  of  fibrosis 
and  obliteration  of  lumen.  Others  recognize 
as  chronic  appendicitis  only  those  inflam- 
matory processes  which  are  chronic  from 
the  first,  and  whose  etiology  is  definitely 
apparent,  as  tuberculosis. 

If  the  changes  mentioned  under  the  first 
heading  are  to  be  considered  as  the  findings 
of  chronic  appendicitis,  the  condition  is  a 
relatively  common  one,  as  the  majority  of 
appendices  of  adults  removed  at  operation 
show  one  or  more  of  the  changes  mentioned. 
If  we  apply  the  term  only  to  tuberculous 
appendices,  we  have  a very  small  group, 


comprising  relatively  few  of  the  appendices 
removed  at  operation. 

A prominent  radiologist,  in  a recently 
published  article1,  stated  that  “chronic  in- 
flammation of  the  appendix  exists  almost 
entirely  as  a tuberculous  appendicitis.”  An- 
other writer  says2,  “There  are  practically  no 
chronic  inflammations  in  the  appendix  with 
the  rare  exception  of  tuberculosis.”  This 
writer,  however,  continues  by  saying,  “There 
are  many  chronic  changes  resulting  from 
previous  or  recurrent  inflammations ; such, 
as,  scar  tissue,  fibrosis,  adhesions  and  ob- 
literative changes.”  In  the  following  para- 
graph of  his  article,  he  outlines  the  x-ray 
signs  of  these  chronic  changes. 

On  the  other  hand,  Moschcowitz2,  in  his 
article  on  appendicitis,  includes  a large 
group  under  the  classification  of  chronic 
appendicitis,  basing  his  conclusions  upon  a 
study  of  a large  amount  of  tissue  material 
in  conjunction  with  the  clinical  findings. 
He  shows  quite  conclusively  that  the  cellu- 
lar changes  which  we  usually  portray  as 
making  up  the  microscopic  picture  of  chronic 
appendicitis,  may  be  traced  back  to  their 
origin  in  acute,  subacute  or  recurrent  in- 
flammations. He  considers  that  a subacute 
or  chronic  appendicitis  is  a healing  or  healed 
inflammation  of  the  appendix,  the  gross 
and  cellular  changes  representing  an  effort 
of  nature  to  repair  damage  done  by  acute 
or  recurrent  inflammations.  The  term 
“healing”  and  “healed”  are  used  in  a path- 
ological sense  and  not  clinically. 

From  a study  of  the  articles  mentioned 
and  other  recent  literature,  it  seems  evident 
that  the  apparent  difference  of  opinion  is 
rather  a difference  in  terminology,  all 
agreeing  that  there  are  chronic  changes  in 
the  appendix  productive  of  clinical  symp- 
toms; but  not  all  agree  as  to  the  sequence 
of  events  leading  to  these  changes. 

For  the  past  several  years,  the  patholo- 
gist of  this  hospital,  in  his  tissue  reports, 
has  included,  under  the  classification  of 
chronic  appendicitis,  this  larger  group  of 
tissue  changes.  These  pathological  findings 
may  be  outlined  as:  (!)  Atrophy  of  glandu- 
lar portion  of  the  mucosa  and  obliteration  of 
the  crypts,  associated  with  either  narrowing 
or  widening  of  the  lumen,  the  latter  usually 
in  the  form  of  irregular  dilatations.  This 
change  is  considered  to  be  the  result  of  pre- 
vious acute  inflammation  which  progressed 
to  the  point  of  necrosis,  at  least  of  portions 
of  the  mucosa.  (2)  Widening  of  the  submu- 
cous fibrous  layer.  This  represents  early  or 
incomplete  fibrosis  as  part  of  the  healing 
process.  (3)  Infiltration  of  the  muscular 
coats  with  new  fibrous  tissue,  as  a healing 
process  of  a diffuse  inflammation  of  the 
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walls.  Later  this  contracts  causing  irregu- 
larity of  contour,  stricture  of  lumen  and 
kinking.  (4)  Thickening  and  deformity  of 
the  peritoneal  coat  due  to  the  organization 
and  fibrosis  of  exudates.  (5)  Marked,  dif- 
fuse narrowing  of  the  lumen  or  complete 
obliteration  as  an  end  result  of  the  healing 
process  by  fibrosis.  (6)  Inflammatory  in- 
filtration of  the  walls,  usually  nodular  and 
frequently  confined  to  the  distal  end.  and 
showing  characteristic  lesions  of  tuberculo- 
sis. In  tuberculous  appendicitis  there  is  of- 
ten marked  proliferation  of  fibrous  tissue, 
and  a greatly  enlarged  appendix  results. 
Tuberculous  appendicitis  is  relatively  rare 
and  is  found  secondary  to  pulmonary  or  to 
other  intestinal  involvement. 

In  addition  to  these  findings  which  are 
considered  as  inflammatory  in  character 
and  origin,  there  are  other  changes  which 
are  mechanical  in  origin,  or  partly  mechani- 
cal and  partly  inflammatory. 

(1)  Fixation  or  loss  of  normal  mobility, 
usually  associated  with  reduced  mobility  of 
the  cecum ; or,  if  affecting  the  anoendix 
alone,  usually  the  result  of  pelvic  inflamma- 
tion. This  fixation  leads  to  loss  of  ability 
to  empty  itself  normally,  causing  stasis  of 
contents,  dilatation  of  lumen  and  often  kink- 
ing and  points  of  constriction. 

(2)  Abnormal  position.  We  do  not  rec- 
ognize a definitely  normal  position  for  the 
appendix  in  relation  to  the  cecum,  but  there 
are  positions,  especially  if  fixed,  that  tend 
to  induce  changes  that  are  symptom  pro- 
ducing. Of  these  may  be  mentioned  a po- 
sition over  the  brim  of  the  pelvis,  or  a post- 
cecal position.  The  muscular  activity  is  in- 
terfered with  and  stasis  and  dilatations  re- 
sult. 

(3)  The  presence  of  fecaliths  in  the  lu- 
men of  the  appendix.  The  development  of 
fecal  concretions  probably  occurs  as  a result 
of  stasis  and  inspissation  of  fecal  material 
within  the  lumen,  through  lack  of  normal 
peristalsis.  Occasionally  these  concretions 
form  about  small  foreign  bodies  lodged  in 
the  appendix.  These  fecaliths  may  cause  no 
symptoms  unless  of  sufficient  size  or  so  lo- 
cated that  they  interfere  mechanically  with 
peristalsis  or,  by  valve-like  effect,  cause  re- 
tention of  infectious  material.  Such  an  oc- 
currence is  not  unusual  as  an  apparent  cause 
of  acute  appendicitis ; so  that  we  have  abun- 
dant ground  for  the  opinion  that  a poorly 
drained  appendix  is  a dangerous  appendix. 

X-RAY  EXAMINATION  IN  THE  DIAGNOSIS 
OF  CHRONIC  APPENDICITIS 

The  ability  to  show,  by  the  x-ray.  evi- 
dence of  the  above  mentioned  changes,  has 
led  to  the  frequent  application  of  this  meth- 


od of  examination  in  cases  of  suspected 
chronic  appendiceal  disease.  In  such  an  ex- 
amination, we  recognize  two  groups  of 
signs  pointing  to  changes  in  the  appendix, 
indirect  and  direct.  The  former  refer  to 
evidences  found  in  other  parts  of  the  gas- 
trointestinal tract,  and,  therefore,  an  ex- 
amination of  the  appendix  should  include 
a complete  gastro-intestinal  examination, 
otherwise  these  evidences  will  not  be  avail- 
able. As  indirect  signs,  may  be  mentioned: 
(1)  pylorospasm  with  associated  delay  in 
emptying  of  the  stomach,  (2)  spasm  and 
hypermotility  of  the  duodenal  cap,  (3)  ileal 
stasis  with  delay  in  filling  of  the  cecum, 

(4)  spasticity  of  the  colon.  These  signs  are 
considered  as  reflex  in  origin  and  are  not 
to  be  taken  as  conclusive  evidence  in  them- 
selves, but  should  be  given  value  when  tak- 
en in  coni  unction  with  direct  signs  and  posi- 
tive history. 

The  direct  signs  are:  (1)  tenderness  lo- 
cated definitely  in  the  appendix  by  direct 
manipulation  when  its  lumen  is  outlined 
with  barium  and  visualized  under  the  fluoro- 
scopic screen.  (2)  Fixation  or  reduced  mo- 
bility, often  associated  with  immobility  of 
the  cecum.  This  sign  is  of  greater  import- 
ance when  there  is  also  tenderness  on  man- 
ipulation or  definitely  abnormal  position. 
(3)  Kinking  or  irregular  filling  of  the  lu- 
men. This  finding  is  considered  as  pointing 
to  changes  which  have  interfered  with  the 
peristaltic  action  and  hence  with  the  empty- 
ing of  the  appendix.  (4)  The  demonstration 
of  fecaliths  in  the  lumen.  This  finding  is 
of  more  value  if  there  is  evidence  of  dilata- 
tion of  the  lumen  distal  to  the  fecalith  or  if 
associated  with  delayed  emptying  of  the  ap- 
pendix. (5)  Obliteration  of  lumen  of  the 
appendix  cannot  be  demonstrated  by  the 
x-ray  examination,  but  can  only  be  sur- 
mised when  the  appendix  can  not  be  made 
to  fill  after  a barium  meal  and  barium  en- 
ema. Often  only  a small  proximal  portion 
of  the  lumen  is  outlined,  the  distal  portion 
being  obliterated. 

When  one  or  more  of  these  signs  are 
found  in  an  x-ray  examination  and  are  prop- 
erly interpreted  in  relation  to  the  individual 
patient,  they  are  of  the  highest  value  in  ar- 
riving at  a diagnosis  of  chronic  changes  in 
the  appendix. 

REFERENCES 

(1)  Orndoff:  Roentgen  Ray  Studies  of  the  Ap- 
pendix, Cecum  and  Ascending  Colon.  J.  A.  M.  A., 
Oct.  16,  1926. 

(2)  White:  The  Clinical  Importance  of  Chronic 
Changes  in  the  Appendix.  A.  J.  of  Roentgenology, 
Jan.,  1925. 

(3)  Moschowitz:  The  Pathological  Diagnosis'  of 
Disease  of  the  Appendix,  Based  on  the  Study  of 
1500  Specimens.  Annals  of  Surgery. 


552 


SOUTHWESTERN  MEDICINE 


MEDICAL  AND  SURGICAL  ASSOCIA- 
TION OF  THE  SOUTHWEST 

Minutes  of  General  Business  Session 
November  5th. 

This  meeting  was  held  at  the  luncheon 
hour  on  Saturday,  November  5th. 

Report  of  the  Secretary-Treasurer 

The  members  on  our  list  at  the  beginning  of  the 
year  numbered  23fi.  Of  these,  we  have  lost  by 
death,  two;  by  resignation,  three;  dropped  for  non- 
payment of  dues  of  three  or  more  years — seven, — 
leaving  a net  membership  of  224.  Of  these,  thirty- 
four  had  not  paid  their  dues  on  Nov.  1st.  Several 
of  these  have  paid  up  at  this  meeting.  At  this  pres- 
ent meeting,  there  have  been  received  74  applica- 
tions for  membership,  giving  us  a total  net  member- 
ship of  298,  divided  as  follows: 


From  El  Paso  and  environs 79 

From  New  Mexico 79 

From  Arizona 119 

13 

Miscellaneous  8 


Total 298 


This  is  the  longest  stride  we  have  made  toward  our 
goal  of  500  members.  All  credit  must  be  given  to 
our  president,  Dr.  W.  W.  Waite,  and  his  co-workers 
in  El  Paso,  in  securing  these  applications.  We  have 
approximately  750  doctors  in  the  southwest  who  are 
eligible  for  membership  in  this  association,  so  that 
our  goal  of  500  is  not  unreasonable. 

With  regard  to  the  finances  of  the  Association.  It 
will  be  recalled  that  the  secretary  suggested,  several 
years  ago,  that  so  long  as  he  retained  the  dual  of- 
fice of  secretary  of  this  Association  and  editor  of 
the  official  journal,  he  would  combine  the  financial 
resources  of  the  two  enterprises.  Until  we  have  a 
larger  membership,  this  Association  will  show  a 
deficit  in  its  general  fund,  which  will  be  met  out  of 
the  funds  of  the  journal.  As  a matter  of  fact,  the 
congress  of  this  year  has  drawn  heavily  upon  the 
funds  of  Southwestern  Medicine.  We  feel  that  this 
organization  and  our  journal  so  interweave  in  their 
mutual  interests,  that  this  method  of  financing  serv- 
es the  best  interests  of  both.  For  that  reason,  the 
treasurer  has  not,  for  several  years,  tried  to  seg- 
regate the  expenses  of  this  Association  from  the 
editorial  and  clerical  expenses  of  the  journal.  The 
bank  account  of  the  combined  organizations,  carried 
in  the  name  of  Southwestern  Medicine  came  peril- 
ously near  to  being  obliterated  by  the  heavy  pub- 
licity campaign  for  this  congress.  The  large  influx 
of  new  members  will  restore  that  account  to  health, — 
like  a blood  transfusion. 

Report  of  the  Editor 

The  business  affairs  of  Southwestern  Medicine 
are  in  a healthy  condition.  The  business  depart- 
ment is  entirely  in  the  hands  of  competent  publish- 
ers, who  collect  for  the  advertisements  and  conduct 
the  entire  business  department,  with  consultations 
on  mooted  points  with  the  editor. 

Our  present  business  arrangement  allows  us  forty 
pages  of  reading  matter,  for  which  we  pay  the  pub- 
lishers S50.00  per  month,  in  addition  to  the  adver- 
tising income  which  they  collect  directly  from  the 
advertisers.  This  is  more  space  than  we  have  been 
able  to  secure  material  to  fill  during  the  past  year, 
so  that  we  can  not,  at  this  time,  see  any  reason  for 
asking  for  further  reading. 

The  editorial  staff  suffered  loss,  during  the  year, 
by  the  removal  from  New  Mexico  of  Dr.  C.  M.  Yater, 
whose  interest  and  untiring  effort  as  associate  editor 
was  an  inspiration  and  joy. 

The  addition  of  an  associate  editor  from  Arizona 


has  been  a great  benefit  to  the  journal.  Dr.  Orville 
H.  Brown  of  Phoenix,  who  has  had  much  experience 
in  editorial  work,  furnishes  the  book  reviews,  the 
current  literature  reviews,  and  abstracts. 

Dr.  Orville  Egbert,  of  El  Paso,  is  proving  to  be  an 
excellent  selection  for  associate  editor  from  El  Paso 
county.  He  is  prompt  and  energetic,  and  the  editor 
greatly  appreciates  his  interest  and  help. 

Our  need,  as  it  has  been,  is  now  and  ever  will  be, 
until  the  editorial  millenium  arrives, — 

(1)  Reports  of  county  society  meetings,  with  the 
papers  there  presented,  or  full  abstracts'  of  their 
proceedings. 

(2)  Case  history  reports. 

(3)  Personal  news  items. 

In  closing,  we  wish  to  say  again,  like  an  ever 
recurring  echo,  that  the  journal  can  NEVER  reflect, 
as  it  is'  designed  to,  the  medical  activities  and  the 
medical  and  surgical  work  of  the  southwest,  until 
we  can  get  such  reports  for  publication. 

Report  cf  the  Committee  on  Necro’ogy 

In  formulating  a resolution  on  necrology,  it  must 
be  remembered  that  not  all  members  of  the  profes- 
sion in  the  southwest  are  members  of  this  association. 
Therefore,  we  frequently  appear  to  overlook  mention, 
in  our  records,  of  the  passing  of  some  valuable  and 
even  eminent  member  of  the  profession,  for  this 
reason. 

Among  the  losses',  by  death,  from  the  professional 
ranks  in  the  southwest,  during  the  past  two  years, 
there  are  two  who  were  members  of  this  association, 
namely:  Dr.  J.  M.  Richmond  of  El  Paso,  and  Dr. 
James  R.  Davis,  of  Silver  City,  N.  M. 

In  the  passing  of  these  two  members,  the  associa- 
tion, together  with  the  profession  of  their  com- 
munities, have  suffered  losc.  With  the  families  of 
these  two  members,  and  with  their  local  confreres, 
we  join  in  expressing  our  sorrows,  and  instruct  that 
this  expression  be  recorded  on  our  minutes. 

Motion  was  made  and  carried  that  this 
report  be  adopted  and  spread  on  the  min- 
utes of  the  Association. 

Report  of  Committee  on  Meetings  and 
Constitution 

This  committee  has  thoroughly  discussed  the 
problems  of  meetings,  and  suggests  that  all  such 
problems  be  left  to  the  Program  Committee  for'  next 
years,  and  that  provision  for  this  committee  be  made 
by  amendment  to  the  constitution,  under  the  duties' 
of  the  board  of  trustees,  by  providing  as  follows: 

The  Board  of  Trustees  shall,  with  the  president 
and  secretary  of  the  Association,  serve  as  the  Pro- 
gram Committee.  This1  committee  shall  provide  the 
program  for  the  annual  session  and  shall,  in  con- 
junction with  the  committee  on  arrangements  of  the 
entertaining  local  society,  make  all  arrangements 
for  the  annual  convention  of  the  Association. 

We  recommend,  also  that  the  section  in  the  consti- 
tution providing  for  the  qualifications  of  members, 
be  amended  by  adding  the  following: 

Applications'  from  practitioners  living  in  counties 
where  there  are  no  county  societies,  may  be  accept- 
ed on  approval  of  the  board  of  trustees. 

Motion  was  made  that  this  report  with 
its  recorrmendat'ons  to  revision  of  the 
constitution  te  adopted;  irct'on  was  sec- 
onded and  carried. 

Report  of  the  Committee  on  Resolutions 

Your  Committee  on  Resolutions  regards  the  pres- 
ent meeting  now  drawing  to  a close  as  a red  .et- 
ter  one  in  the  history  of  our  Association,  and  wish- 
es to  offer  the  following  resolutions: 

Whereas, — many  physicians  and  surgeons  of  na- 
tional and  international  reputation  have  sacrificed 
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time  and  substance  to  bring  to  the  southwest  their 
wealth  of  knowledge  and  experience, — 

Be  It  Resolved, — that  the  membership  of  this 
Association,  and  the  entire  medical  profession  of  the 
southwest,  tender  their  sincere  thanks  and  appre- 
ciation to  each  physician  and  surgeon  who  has  so 
generously  assisted  in  this  clinical  congress, — and 
the  secretary  is  instructed  to  send  a letter  of  ap- 
preciation to  each  of  them.  Each  distinguished 
be  made  honorary  member  of  the  association. 

Whereas, — many  men  in  public  life,  in  El  Paso 
city,  in  Texas  and  in  New  Mexico,  have  lent  very 
material  assistance  in  obtaining  desirable  speakers 
from  the  United  States  Public  Health  Service,  this 
Association  wishes  to  express  its  appreciation  of  this 
valuable  service  and  the  secretary  is  instructed  to 
express  to  each  senator,  congressman  and  other  lay- 
man who  has  taken  an  interest  in  the  success  of  this 
meeting,  and  to  the  United  States  Public  Health 
Service,  our  appreciation  of  their  service  to  our 
program  committee. 

Whereas, — The  El  Paso  County  Medical  Society 
has  so  generously  assumed  the  entire  expense  of 
this  congress  and  has  so  whole-heartedly  entertain- 
ed us  with  their  characteristic  hospitality, — it  is  re- 
solved that  we  record  on  the  minutes  of  the  Associa- 
tion. our  sncere  appreciation  to  the  El  Paso  County 
Medical  Society,  and  to  each  and  everv  member 
thereof,  and  especially  to  the  chairmen  of  the  vari- 
ous committees  who  have  worked  so  faithfully  to 
make  the  meeting  a success. 

To  the  newspapers  of  El  Paso,  who  have  so  gen- 
erously and  judicially  reported  our  proceedings  and 
meetings,  we  owe  a vote  of  thanks,  and  it  is  resolved 
that  we  express,  bv  letter,  and  by  record  on  our  min- 
utes. our  appreciation  of  their  courtesy  and  fine 
discrimination,  as  well  as  their  generous  allotment 
of  space  in  the  news  columns. 

To  the  Hotel  Hussman.  where  the  Association  has 
been  entertained,  we  are  grateful  for  their  efficient 
and  courteous  entertainment,  which  has  added  much 
to  the  pleasure  and  efficient  conduct  of  our  meet- 
ings. 

Lastly,  and  by  no  means,  least,  to  the  president 
of  the  Association.  Dr.  Willis  W.  Waite,  and  to  that 
war  horse  and  untiring  chairman  of  the  general  com- 
mittee, Dr.  Hugh  Crouse,  we  owe  special  thanks  for 
the  very  unusual,  uniaue  and  educational  program 
of  this  session,  and  it  is  resolved  that  a special  ex- 
pression of  our  appreciation  be  recorded  on  our  min- 
utes for  them. 

Motion  wps  made  and  carried  that  these 
resolutions  Ke  adopted  a*  the  unanimous 
expression  of  the  Association. 

Dr.  OrvdP  Egbert  presented  the  follow- 
'nsr  resolution: 

Whereas,  the  coordination  of  the  various  health 
activities'  of  the  federal  government  is  vitally  im- 
portant to  the  health  of  the  nation,  and 

Whereas,  the  United  States  Public  Health  Service 
is  best  fitted  to  act  as  tbe  nucleus  around  which 
such  co-ordination  shall  take  place. 

Therefore,  be  itresolved.  that  the  Medical  & Surg- 
ical Association  of  the  Southwest  herebv  unquali- 
fiedly endorses  the  Parker  Bill  now  pending  in  the 
House  of  Representatives'  of  the  United  States,  and 
urges  upon  the  senators  and  renresentatives  of  the 
several  states  represented  in  this  Association  tbe 
speedy  enactment,  of  the  Parker  bill  into  law. 

And,  be  it  further  resolved,  that  the  secretary  be 
and  is  hereby  directed  to  communicate  to  the  said 
senators  and  representatives  the  desires  of  the  As- 
sociation in  this  matter. 

Dr.  Colbv  Rucker  explained  the  purposes 
of  the  Parker  Bill,  referred  to  in  this  resolu- 
tion, stating  that  it  has  the  approval  of  all 


organized  medical  bodies.  Upon  motion,  duly 
seconded,  the  resolution  was  adopted  and 
the  secretary  instructed  to  carry  out  its 
provisions. 

The  election  of  officers  being  declared  the 
next  order  of  business.  Dr.  J.  M.  Greer  of 
Phoenix,  Ariz.,  nominated  Dr.  Hugh  Crouse 
of  El  Paso,  the  nomination  being  seconded 
by  Dr.  F.  B.  Evans,  of  Alamogordo,  N.  M. 
Dr.  Crouse  was  elected  by  acclamation. 

For  f'rst  vice-president,  Dr.  P.  G.  Cornish, 
Jr.,  of  Albuquerque,  N.  M.,  was  nominated 
and  elected  viva  voce. 

For  second  vice-president,  Dr.  -J.  M.  Greer, 
of  Phoenix.  Ariz.,  was  nominated  and  elect- 
ed viva  voce. 

Dr.  W.  Warner  Watkins  of  Phoenix,  Ariz., 
was  re-elected  secretary-treasurer. 

Invitations  had  been  received  from  Ama- 
rillo, Texas,  and  from  Albuqueque,  N.  M., 
for  the  1928  meet'ng.  Motion  was  made 
that  this  meeting  be  held  at  Albuquerque 
and  that  a letter  of  thanks  be  sent  fo  Ama- 
rillo for  their  invitation.  This  motion  was 
carried. 

There  being  no  further  business,  adjourn- 
ment was  taken  sine  die. 


THE  MEDICAL  AND  SURGICAL  ASSOCIATION 
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Membership  List 
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Adams  C.  W„  Globe.  Ariz. 

Adamson.  E.  W..  Douglas,  Ariz. 

Ahumada.  Francsico,  El  Paso.  Texas. 

Aldana,  J.  Jimenez,  Miami,  Ariz. 

Allison,  Dwight  Las  Cruces.  N.  M. 

Anderson,  W.  H..  El  Paso,  Texas. 

Audrain,  L.  C..  Los  Angeles.  Calif. 

Austin,  C.  B..  Lordsburg,  N.  M. 

Austin,  C.  P.,  Lordsburg,  N.  M. 

Bacon.  John  E.,  Miami,  Ariz. 

Bai'ley.  H.  T.,  Phoenix,  Ariz. 

Bakes,  E.  C.,  Phoenix,  Ariz. 

Bannister.  Kimball,  Phoenix,  Ariz. 

Barnes,  F.  M.,  El  Paso.  Texas. 

Barrett,  F.  0„  El  Paso.  Texas. 

Baz-Dresch,  Enrique,  Parras.  Coah..  Mexico. 
Bessette,  A.  E..  San  Maroial,  N.  M. 

Bledsoe,  N.  C.,  Bisbee.  Ariz. 

Bouldin,  T.  J.,  St.  Johns,  Ariz. 

Bradley,  R.  L„  Roswell,  N.  M. 

Branch,  W.  M„  El  Paso,  Texas. 

Brehmer.  H.  L.,  Albuquerque.  N.  M. 

Bridge,  George  A..  Bisbee,  Ariz. 

Briley,  James  H.,  Duncan.  Ariz. 

Britton,  J.  M„  El  Paso,  Texas. 

Britton,  W.  W..  El  Paso,  Texas. 

Brock,  C.  L..  Albuquerque,  N.  M. 

Brockway.  G.  M.,  Phoenix.  Ariz. 

Brosier.  A.  E..  Amistad.  N.  M. 

Brown.  A.  F.,  Ft.  Sumner,  N.  M. 

Brown,  C.  P„  El  Paso,  Texas. 

Brown,  Edgar  H„  Phoenix.  Ariz. 

Brown,  O.  E.,  Tucumcari,  N.  M. 

Brown,  O.  H.,  Phoenix,  Ariz. 

Brown,  Oscar  S.,  Winslow,  Ariz. 

Brown,  Robert  O.,  Santa  Fe,  N.  M. 

Brown,  W.  L..  El  Paso,  Texas. 

Brunner,  George,  El  Paso,  Texas. 
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Butler,  J.  I.,  Tucson,  Ariz. 

Butler,  P.  M.,  Winkelman.  Ariz. 

Byrd,  E.  L„  Clint,  Texas. 

Camp,  Jim,  Pecos,  Texas. 

Cantrell,  W.  B„  Gallup,  N.  M. 

Carhart,  W.  G.,  Whipple,  Ariz. 

Carlson,  A.  C.,  Jerome,  Ariz. 

Carson,  H.  R„  Phoenix.  Ariz. 

Casellas,  P.  Ramos,  El  Paso,  Texas. 
Cathoart,  J.  W.,  El  Paso,  Texas. 
Causey.  Z.,  Douglas,  Ariz. 

Clark,  E.  B.,  El  Paso,  Texas. 

Clohessy,  T.  T„  Phoenix,  Ariz. 

Clyne,  Meade,  Tucson.  Ariz. 

Cohenour,  L.  B.,  Albuquerque,  N.  M. 
Colby,  E.  G„  San  Diego,  Calif. 

Comer,  M.  C.,  Tucson,  Ariz. 

Copeland,  J.  A.,  Wickenburg,  Ariz. 
Cornish,  P.  G.,  Sr.,  Albuquerque,  N.  M. 

Cornish,  P.  G.,  Jr..  Albuquerque,  N.  M. 

Couch,  G.  B.,  Phoenix,  Ariz. 

Crouse,  H.  W.,  El  Paso,  Texas. 
Cruthirds,  A.  E.,  Bisbee,  Ariz. 
Culpepper,  M.  B„  Carlsbad,  N.  M. 
Cummins,  E.  J.,  El  Paso,  Texas. 
Daniel.  D.  C.,  Mosquero,  N.  M. 
Danielson,  R.  W..  Hanover,  N.  M. 
Davis,  Augustus,  McCammon.  Idaho. 
Davis,  S.  C..  Tucson,  Ariz. 

Davis,  W.  J.,  El  Paso,  Texas. 

Diver,  F.  C.,  Dawson,  N.  M. 

Dodds.  David  C.,  Albuquerque,  N.  M. 
Dostal,  R.  J.,  Jerome,  Ariz. 

Dryden,  R.  C.,  Pima,  Ariz. 

Duncan,  C.  G„  Socorro,  N.  M. 

Duncan,  E.  A.,  El  Paso.  Texas. 

Eckles,  S.  H„  Tucson,  Ariz. 

Egbert,  Orville,  El  Paso,  Teas. 

Ellis,  W.  C.,  Phoenix,  Ariz. 

Espinosa,  Tobias.  Espanola.  N.  M. 
Evans.  F.  B..  Alamogordo,  N.  M. 
Fisher,  E.  M„  Roswell,  N.  M. 
Fitzgerald.  G.  H.,  Bisbee.  Ariz. 
Flaningam.  C.  E..  La  Mesa,  N.  M. 
Flinn,  John  W.,  Prescott.  Ariz. 
Fournier,  Dudley,  Phoenix,  Ariz. 
Frazin,  N.  D„  Silver  City,  N.  M. 
Fronske,  M.  G.,  Flagstaff,  Ariz. 

Funk,  Z.  E.,  Santa  Rosa,  N.  M. 
Gallagher,  Paul,  El  Paso,  Texas. 
Gambrel!  J.  H„  El  Paso,  Texas. 
Garduno,  J.  L..  Albuquerque,  N.  M. 
Garrett,  F.  D„  El  Paso,  Texas. 
Garrison,  I.  L.,  Phoenix,  Ariz. 

Gay,  W.  W„  El  Paso.  Texas. 

Geer,  R.  H.,  El  Paso,  Texas. 

Gekler,  W.  A.,  Albuquerque,  N.  M. 
Gibbs,  M.  D.,  Roy,  N.  M. 

Giilick.  D.  W.,  Mescalero,  N.  M. 
Goodrich.  G.  E.,  Phoenix.  Ariz. 

Goss,  H.  L.,  Phoenix,  Ariz. 

Gotthelf,  E.  J.,  Tucson,  Ariz. 

Greer,  J.  M.,  Mesa,  Ariz. 

Gudgel,  H.  B.,  Phoenix,  Ariz. 

Gunter,  Clarence,  Globe,  Ariz. 
Gutierrez,  C.  T„  Tucson,  Ariz. 

Haffner,  S.  M..  El  Paso,  Texas. 

Hanks,  S.  J.,  Hurley,  N.  M. 

Harbridge.  D.  F.,  Phoenix,  Ariz. 

Hardy,  John  A.,  El  Paso,  Texas. 
Harper,  T.  C.,  Globe,  Ariz. 

Harris,  H.  A.,  Empalme,  Son..  Mexico. 
Harris,  S.  T.,  El  Paso,  Texas. 

Hatcher,  J.  O.,  Hillsboro,  N.  M. 
Hathaway,  C.  L„  Winslow,  Ariz. 
Hawkins,  E.  W.,  Winnebago,  Nebr. 
Helm.  H.  M.,  Douglas,  Ariz. 

Hendrciks,  C.  M.,  El  Paso,  Texas. 


Hernandez,  R.  A.,  Phoenix,  Ariz. 

Hicks,  E.  L.,  Phoenix,  Ariz. 

Hill,  J.  B.,  Glendale,  Ariz. 

Hogeland,  F.  T.,  Cananea,  Son.,  Mexico. 
Holmes.  Fred  G.,  Phoenix,  Ariz. 

Holt,  W.  A.,  Globe,  Ariz. 

Homan,  R.  B..  El  Paso,  Texas. 

Homan,  Ralph.  El  Paso,  Texas. 

Horst,  W.  W„  Globe,  Ariz. 

Ingalls.  H.  A.,  Roswell,  N.  M. 

Irvin.  C.  E..  Miami,  Ariz. 

Jamieson,  W.  R.,  El  Paso,  Texas. 

Jay,  Charlton,  Bisbee,  Ariz. 

Jeffries,  C.  D.,  Williams,  Ariz. 

Johnson.  F.  H.,  Carrizozo,  N.  M. 
Johnston,  L.  S.,  Columbus,  N.  M. 

Jordan,  F.  C.,  Phoenix,  Ariz. 

Joyner,  W.  T.,  Roswell,  N.  M. 

Jumper,  C.  E„  Torreon,  Coah.,  Mexico. 
Kennedy,  R.  D.,  Globe  Ariz. 

Kibler,  W.  S.,  Tucson,  Ariz. 

Kirmse,  A.  T„  Tucson,  Ariz. 

Laben,  G.  J.,  Sacaton,  Ariz. 

Lapsley.  John  Y.,  Cananea,  Son.,  Mexico 
Latta,  W.  J.,  Wagon  Mound  N.  M. 

Laws,  J.  W„  El  Paso,  Texas. 

Leigh.  Harry.  El  Paso.  Texas. 

Liddell.  T.  C.,  El  Paso,  Texas. 
Littlefield.  J.  B..  Tucson,  Ariz. 

Long.  A.  D„  El  Paso,  Texas. 

Looney.  R.  N.,  Prescott.  Ariz. 

Love,  J.  D..  El  Paso,  Texas. 

Lovelace.  W.  R..  Albuquerque.  N.  M. 
Lynch,  K.  D.,  El  Paso,  Texas. 

Mahoney,  Dan  L„  Tucson.  Ariz. 

Martin.  T.  P.,  Taos,  N.  M. 

Mason,  C.  H.,  El  Paso.  Texas. 

Massie,  J.  A..  Santa  Fe.  N.  M. 
Matthews,  E.  C..  Albuquerque,  N.  M. 
McBride,  R.  E..  Las  Cruces,  N.  M. 
McCamant.  T.  J..  El  Paso,  Texas. 
McCreary,  Marcellus,  Magdalena.  N.  M. 
McIntyre.  A.  J.,  Phoenix.  Ariz. 

McKinley,  E.  D.,  Alamogordo.  N.  M. 
McLoone.  J.  J..  Phoenix.  Ariz. 

Meason,  J.  M..  Chandler.  Ariz. 

Miller,  F.  P.,  El  Paso.  Texas. 

Miller.  H.  A.,  CJlovis,  N.  M. 

Milloy,  Frank  J..  Phoenix  Ariz. 

Mills,  C.  W„  Tucson.  Ariz. 

Mills,  H.  P.,  Phoenix,  Ariz. 

Miner,  L.  L..  Los  Angeles,  Calif. 

Moir.  J.  G.,  Deming,  N.  M. 

Morris,  ,T.  W.,  Pima,  Ariz. 

Morrison.  J.  N.,  Benson,  Ariz. 

Mulky,  Carl.  Albuquerque.  N.  M. 

Muniz,  Luis,  Saltillo,  Coah..  Mexico. 
Nettle,  Anna  T,  Parker,  Ariz. 

Newman,  S.  H.,  El  Paso,  Texas. 

Nichols,  H.  A..  Springerville,  Ariz. 
Paden,  M.  G..  Carrizozo,  N.  M. 

Palmer,  E.  P.,  Phoenix,  Ariz. 

Pate,  L.  H.,  Carlsbad,  N.  M. 

Peters,  L.  S.,  Albuquerque,  N.  M. 
Phillips.  E.  W.,  Phoenix,  Ariz. 

Phillips,  W.  W„  Roswell,  N.  M. 

Pickett,  J.  A..  El  Paso,  Texas. 

Prentiss,  E.  C„  El  Paso.  Texas. 

Price,  E.  C.,  Quitaque,  Texas. 

Price,  E.  D.,  El  Paso,  Texas. 

Pruett,  F.  A.,  Phoenix,  Ariz. 

Quiroz,  E.  L.,  Parra!  Chih.,  Mexico. 
Ramey,  R.  L„  El  Paso,  Texas. 

Ramos,  R.  A.,  Nogales,  Son.,  Mexico. 
Ra.nde!  B.  W.,  El  Paso,  Texas. 
Randolph,  V.  S.,  Phoenix,  Ariz. 

Rawlings,  J.  A.,  El  Paso,  Texas. 

Redden,  J.  E.,|  Casa  Grande,  Ariz. 
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Reidy,  J.  A.,  Albuquerque,  N.  M. 
Rheinheimer.  E.  W„  El  Paso,  Texas. 
Rice,  H.  W.,  Morenei,  Ariz. 

Richards,  L.  H.,  Giila  Bend,  Ariz. 

Rigney,  Paul.  El  Paso,  Texas. 

Riley,  J.  D.,  El  Paso,  Texas. 

Rodarte,  Domitilo,  El  Paso,  Texas. 
Rogde,  Jacob,  El  Paso,  Texas. 

Rogers,  E.  B.,  El  Paso.  Texas. 

Rogers,  V.  S.,  El  Paso,  Texas. 

Rogers,  W.  P.,  El  Paso,  Texas. 

Safford,  H.  T„  El  Paso,  Texas. 

Schenck,  D.  S.,  Tombstone,  Ariz. 
Schuster,  F.  P„  El  Paso,  Texas. 
Schuster,  S.  A.,  El  Paso,  Texas. 
Schwartz,  W.  A.,  Phoenix,  Ariz. 

Scott,  James  R..  Berkeley,  Calif. 

Self,  T.  F„  Roy,  N.  M. 

Sexton,  T.  C.,  Las  Cruces,  N.  M. 
Shannon,  H.  M.,  El  Paso,  Texas. 

Shaver,  P.  M„  Carrizozo,  N.  M. 

Shaw,  E.  B„  Las  Vegas,  N.  M. 

Shelley,  A.  A.,  Phoenix.  Ariz. 

Shields,  G.  E.,  Yuma,  Ariz. 

Shultz,  W.  G.,  Tucson,  Ariz. 

Slaughter,  T.  H.,  Long  Beach,  Calif. 
Smelker,  V.  A.,  Nogales,  Ariz. 

Smith,  A.  M.,  Farmington,  N.  M. 
Smtih,  H.  M„  Las  Vegas,  N.  M. 

Smith,  J.  M„  Chihuahua,  Chih.,  Mexico. 
Smith,  L.  M..  El  Paso,  Texas. 

Smith,  M.  F.,  Raton,  N.M. 

Smith,  R.  K.,  Tucson,  Ariz. 

Smith,  Willard,  Phoenix,  Ariz. 
Southworth,  H.  T.,  Prescott,  Ariz. 
Spearman,  F.  S.,  Aravaipa,  Ariz. 

Squibb,  H.  W.,  Safford,  Ariz. 

Steed,  P.  M.,  Deming,  N.  M. 

Steele,  J.  H„  Wagon  Mound,  N.  M. 
Stevens,  B.  F„  El  Paso,  Texas. 
Stevenson,  H.  E..  El  Paso,  Texas. 

Stovall,  R.  F.,  Sherman,  N,  M. 

Stratton,  J.  N„  Safford,  Ariz. 

Stroud,  R.  J..  Tempe.  Ariz. 

Stroup,  H.  A..  Artesia.  N.  M. 

Suit,  C.  W.,  Phoenix,  Ariz. 

Swackhamer,  C.  R.,  Superior,  Ariz. 
Swearingen,  D.  D.,  Roswell,  N.  M. 
Sweek,  W.  O.,  Phoenix,  Ariz. 

Swope,  S.  D.  El  Paso,  Texas. 

Tappan,  J.  W.,  Ft.  Stanton,  N.  M. 
Terrell,  S.  L.,  El  Paso,  Texas. 

Thayer,  L.  H.,  Phoenix,  Ariz. 

Thomas,  C.  A.,  Tucson,  Ariz. 

Thompson,  E.  B„  El  Paso,  Texas. 

Triolo,  J.  M..  Madera,  Chih.,  Mexico. 
Tucker,  G.  E.,  Anthony,  N.  M. 

Turner,  George,  El  Paso,  Texas. 

Turney,  M.  L„  Alpine,  Texas. 

Tuthill,  A.  M.,  Phoenix.  Ariz. 

Utzinger,  O.  E.,  Ray,  Ariz. 

Van  Atta,  J.  R..  Albuquerque,  N.  M. 
Vance,  James,  El  Paso,  Texas. 
Vandevere,  W.  E.,  El  Paso,  Texas. 
Vargas,  M.  G.  C.,  Douglas.  Ariz. 

Varner,  H.  H„  El  Paso,  Texas. 

Vickers,  F.  D.,  Deming,  N.  M. 

Villareal,  A..  Ell  Paso.  Texas. 

Vivian,  C.  S..  Phoenix,  Ariz. 

Von  Almen,  S.  G.,  El  Paso,  Texas. 
Waite,  Willis  W.,  El  Paso,  Ariz. 

Wallace,  Alexander,  Los  Angeles,  Calif. 
Walsh,  J.  M.,  Jerome,  Ariz. 

Watkins,  W.  W..  Phoenix,  Ariz. 

Watson,  S.  H.,  Tucson,  Ariz. 

Watts,  W.  B.,  Jr.,  Miami,  Ariz. 

Weigel,  B.  J.,  Albuquerque,  N.  M. 
Werley,  G.,  El  Paso,  Texas. 


West,  O.  C.,  Los  Mochis,  Sin.,  Mexico. 
Whitacre,  H.  E.,  Tulairosa,  N.  M. 

White,  A.  C.,  Hot  Springs,  N.  M. 

White,  H.  S.,  El  Paso,  Texas. 

Whiting,  S.  D..  Phoenix,  Ariz. 

Whitmore,  W.  V.,  Tucson.  Ariz. 

Wightman,  L.  E.,  Globe,  Ariz. 

Williams,  C.  S.,  Hope,  N.  M. 

Wilson,  H.  K.,  Holbrook,  Ariz. 

Wilson,  John  C.,  Los  Angeles,  Calif. 

Wilson,  M.  E„  Phoenix,  Ariz. 

Winchester,  J.  M„  Clayton,  N.  M. 

Wollard,  N.  F„  Portales,  N.  M. 

Wood,  J.  P„  Fort  Bayard.  N.  M. 

Woodall,  G.  H.,  Phoenix,  Ariz. 

Wooley,  J.  H.,  Nacozari,  Son.,  Mexico. 
Woolston.  W.  H.,  Albuquerque,  N.  M. 

Wright,  F.  T.,  Douglas,  Ariz. 

Wright,  J.  E.,  Alpine,  Texas. 

Wyatt,  B.  L„  Tucson,  Ariz. 

Wylder,  M.  K.,  Albuquerque,  N.  M. 

Wylie,  Win,  Phoenix,  Ariz. 

Yandell,  Harley,  Phoenix,  Ariz. 

Yellott,  R.  E.,  Benson,  Ariz. 

Young,  I.  C.,  El  Paso,  Texas. 

Yount,  C.  E.,  Prescott,  Ariz. 

Mebmers  Lost — 1927. 

By  Death 

Davis,  James  R..  Silver  City,  N.  M. 

Richmond,  J.  M.,  El  Paso,  Texas. 

By  Resignation 
Bergmans,  J.  J.,  Taos,  N.  M. 

Smallhorst,  D.  E.,  Los  Angeles,  Calif. 

Yater,  C.  M.,  Cleburne,  Texas. 

By  Non-Payment  of  Dues 
McLandress,  G.  S.,  Long  Beach,  Calif. 
Palavicini,  Manuel  E.  G.,  Parral,  Chih.,  Mexicc . 
Parlett,  Roger  V„  Albuquerque.  N.  M. 

Sorcini,  A.  Lopez,  Mexico  City. 

Tarr,  Earl  M.,  Los  Angeles,  Calif. 

Trevino,  Alberto,  New  York  City. 


PROCEEDINGS  OF  THE  THIRTEENTH 
ANNUAL  MEETING  OF  THE  MEDICAL 
AND  SURGICAL  ASSOCIATION  OF 
THE  SOUTHWEST,  HELD  AT  EL  PASO, 
TEXAS,  NOVEMBER  2-5,  1927. 

(Continued  from  November  issue) 
Clinical  Luncheon — November  2,  1927 
Dr.  Harry  S.  Crossen,  of  St.  Louis,  being 
introduced  as  the  first  speaker,  made  the 
following  remarks  on  “Bleeding  Myoma.” 

“I  wish  to  say,  first,  that  I am  delighted  to  be 
here  with  you.  This  is  my  first  trip  this  far  south 
in  the  desert  area  and  the  strange  vegetation  that 
you  have  and  the  barren  mountains  are  all  new  to 
me  and  exceedingly  interesting.  As  it  happens,  the 
times  that  I have  been  to  California  I have  gone 
over  the  northern  route  and  I now  see  that  I have 
missed  a good  deal  in  doing  so.  I am  very  much 
interested  in  non-medical  as  well  as  medical  sub- 
jects and  see  that  you  have  plenty  of  both. 

When  I was  asked  to  speak  today,  of  course  after 
being  entertained  so  well,  I could  not  refuse. . The 
next  question  was  as  to  what  subject,  and  it  occur- 
red to  me  that  some  remarks  on  the  treatment  of 
patients  with  bleeding  myoma  might  be  of  interest 
to  you.  It  is  only  the  emergency  type  I am  going 
to  speak  of,  and  we  have  worked  out  a very  simple 
and  effective  plan  of  handling  it. 

The  patient  with  a bleeding  myoma  constitutes  a 
serious  situation.  In  order  to  avoid  fatality,  it  is 
imperative  of  course  to  stop  the  bleeding  and  yet 
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iit  is  not  permissible  to  use  any  operative  measure 
tlhat  might  be  dangerous  to  that  small  remaining 
spark  of  vitality.  Of  course,  it  is  important  to  use 
the  immediate  measures,  blood  transfusion,  glucose 
intravenously,  hemostatic  injections  and  drugs,  to 
stop  bleeding  temporarily,  but  when  you  have  done 
all  that  there  still  remains  the  stopping  of  the 
bleeding  permanently.  Yet,  until  the  patient  can 
be  built  up,  you  cannot  do  a radical  operation. 

We  consider  these  first  steps  important,  when 
first  seeing  such  a patient,  but  our  plan  is  to  stop 
right  there  and  not  examine  further  until  we  can 
get  her  into  the  hospital.  We  do  that  because  we 
might  start  a bleeding  which  will  further  weaken 
her  and  it  is  important  to  avoid  any  further  bleed- 
ing and  get  the  patient  directly  to  the  hospital. 
When  she  arrives  there,  the  patient  is  given  a dose 
of  sedative,  usually  hyoscin  or  morphine;  she  is 
prepared  for  vaginal  operation,  taken  to  the  operat- 
ing room  and  then  with  everything  handy  to  stop 
what  bleeding  might  ensue,  we  can  go  ahead  and 
cut  the  tumor  off.  The  clamp  is  removed  in  twen- 
ty-four to  thirty-six  hours,  and  usually  that  takes 
care  of  the  ble-eding.  This  is  a very  simple  pro- 
cedure, whenever  you  find  a tumor  in  the  vagina. 

The  next  type  is  tumor  up  in  the  canal.  In  such 
a case  the  probability  is  we  will  have  to  divide  ihe 
cervix.  The  division  of  the  cervix  of  course  means 
lifting  the  bladder  off  of  it.  For  division  of  the 
vaginal  wall,  we  use  hyoscin  morphine  sulphate  and 
inject  a little  adrenalin-novocain.  After  that  we  di- 
vide the  cervix  up  far  enough  to  palpate  the  tumor 
to  determine  its  attachment. 

The  other  type  in  the  same  class  is  that  in  which 
we  find  the  tumor  is  attached  by  a broad  base  to 
the  wall  of  the  uterus.  In  such  a case,  with  the 
internal  os  divided,  the  tumor  removed  and  rolled 
out,  take  care  to  catch  the  capsule  as  you  proceed 
with  the  operation  step  by  step  so  that  no  bleeding 
tissue  gets  away  from  it  after  the  tumor  is  re- 
moved. Of  course  you  have  to  get  rid  of  this 
bleeding  tumor  or  you  will  not  stop  the  deeding, 
and  it  is  necessary  to  remove  it  in  order  to  really 
stop  the  bleeding.  It  can  be  done  simply  under 
morphine  hyoscin.  After  the  capsule  has  been 
cleaned  off,  if  the  capsule  has  not  been  very  vascu- 
lar, you  can  remove  the  forceps  one  by  one.  If  it 
is  a very  vascular  capsule,  you  can  bring  it  down 
as  you  put  in  sutures.  Should  you  find  that  is  not 
possible,  we  can  leave  enough  forceps  on  to  con- 
trol hemorrhage.  This  is  a very  simple  procedure 
for  these  two  types  of  cases  and  usually  takes  care 
of  them  without  further  trouble. 

The  third  type  is  that  at  which  you  do  not  feel 
any  tumor  in  the  vagina  or  canal,  and  the  bleeding 
is  from  the  body.  In  that  case  of  course  in  addi- 
tion to  the  bleeding  of  the  supposed  myoma,  there 
comes  the  question  of  possible  malignancy.  vvre 
curet  the  patient  to  give  us  tissue  for  micro- 
scopic examination.  At  the  same  time  we  put  in 
radium.  That  patient  is  given  a minimum  dose  of 
radium,  1500  to  1800  milligram-hours  and  the  curet- 
tings  are  examined  microscopically.  If  we  find  no 
malignancy  that  is  all  we  have  to  do,  because  as  a 
rule,  this  procedure  takes  care  of  them.  If  we  can 
stop  the  bleeding  for  a itme  until  the  patient  is 
strong  enough  for  the  radical  operation,  that  takes 
care  of  the  immediate  problem  in  practically  all  of 
these  cases — it  tides  the  patient  over  until  she  can 
be  built  up  and  the  operation  carried  out.  There 
are  several  cases  in  which  operation  seems  neces- 
sary iat  the  time  seen,  but  when  the  bleeding  is 
stopped  and  the  patient  is  built  up,  operation  is 
then  not  needed. 

There  are  two  other  points  which  perhaps  I 
should  mention.  In  putting  radium  into  the  uterus, 
if  the  cana  is  long  and  the  cervix  rather  tight,  it 


is  a good  plan  to  put  in  a drainage  tube  and  leave 
it,  as  long  as  the  patient  is  in  the  hospital,  to  pre- 
vent swelling. 

The  other  point  is  that  in  certain  oases,  even 
with  repeated  packing,  bleeding  may  continue.  If 
such  is  the  case  when  the  packing  is  removed  and 
radium  removed,  another  packing  is  put  in  and  that 
packing  is  changed  several  times. 

In  those  cases  where  there  is  extensive  bleeding 
in  spite  of  these  packings,  we  do  two  of  the  radium 
treatments  supplemented  by  moderate  dose  of 
X-ray.” 

As  the  second  speaker  for  this  luncheon, 
Dr.  Francis  M.  Pottenger,  of  Monrovia, 
Calif.,  was  introduced.  His  remarks  on  the 
“Treatment  of  Tuberculosis”  was,  in  part, 
as  follows: 

”1  hate  to  go  back  to  this  unpleasant  suoject 
again,  after  this  pleasing  diversion.  The  modern 
treatment  of  tuberculosis,  the  beginning  of  symp- 
tomatic treatment,  goes  back  to  1859,  when  Bevnier 
established  his  sanitarium  in  Germany.  Prior  to 
that  time  there  had  been  one  attempt  in  England  to 
put  tuberculosis  patients  in  institutions,  but  this  did 
not  last,  and  Bevnier’s  establishment  was  the  first 
permanent  effort  made  for  treatment  of  this  disease. 
He  based  his  idea  of  the  curability  of  tuberculosis 
on  an  entirely  wrong  conception,  which  was  that 
the  patient  had  a small  heart  and  exercise  would 
increase  the  size  of  the  heart,  and  therby  overcome 
the  disease.  However,  in  spite  of  his  wrong  concep- 
tion, he  was  very  careful  in  what  he  gave  his  pa- 
tients to  do.  He  built  his  institution  at  the  bottom 
of  a hill,  constructed  paths  of  varying  length 
around  the  hill,  and  would  have  his  patients  walk 
so  far  each  day,  gradually  increasing  the  distance. 
He  placed  benches  along  the  way  for  them  to  rest 
when  tired  and,  in  spite  of  the  fact  that  his  ideas 
of  exercise  were  all  wrong,  yet  by  isolating  the  pa- 
tient and  taking  him  away  from  home  and  out  into 
the  open  air,  he  made  a good  record. 

Shortly  after  that,  Peter  Detwiler  contracted  tu- 
berculosis and  became  one  of  Bevnier’s  pupils,  and 
was  his  assistant  for  seven  years.  After  that  he 
established  an  institution  of  hiis  own  in  the  Black 
Forest.  While  Bevnier  looked  for  the  sort  of  ex- 
ercise he  thought  tuberculous  patients  should  have, 
Detwiler  claimed  that  rest  was  the  cure  for  tuber- 
culosis, and  was  the  first  leader  in  advocating  'the 
rest  cure. 

When  I first  became  interested  in  tuberculosis, 
in  1895,  the  theory  of  exercise  was  still  being 
taught  in  this  country,  and  practically  every  phy- 
sician who  had  anything  to  do  with  tuberculosis  at 
that  time,  told  you  to  get  your  patients  out  into  the 
open  air  and  exercise  them.  So,  in  1895,  we  had 
not  yet  learned  the  ideas  of  Detwiler,  and  by  the 
time  those  ideas  reached  America,  they  had  made 
good  headway  in  Europe.  Later,  we  began  ea-rn- 
nestly,  in  this  country,  to  ad vocate  the  rest  cure, 
and  along  with  the  rest  theory  went  the  idea  of 
open  air.  Then  followed  the  theory  of  stuffing, 
giving  all  kinds  of  food  and  twice  as  much  as  the 
patient  could  digest  and  assimilate.  We  had  no 
real  conception  of  what  we  were  doing,  but  now 
we  have  come  to  the  place  where  we  can  give  a 
fairly  accurate  reason  for  the  things  we  are  doing, 
based  on  a better  understanding  of  the  pathology 
and  clinical  course  of  tuberculosis. 

In  order  to  understand  it,  we  must  always  re- 
member that  we  have  a twin  infection.  There  is  a 
great  difference  between  the  primary  infection  and 
the  reinfection  that  takes  place  afterwards,  and 
this  difference  between  the  primary  infection  and 
the  secondary  infection  with  the  reaction  of  the 
body  towards  the  latter,  is  the  key  to  what  we 


DECEMBER,  1927 


557 


are  trying  to  do  in  the  ouire  of  tuberculosis.  When 
the  primary  infection  takes  place  by  slight  inocu- 
lat-ons,  after  two  oir  three  weeks  an  immunity  oe- 
com&s  established,  which  can  be  demonstrated  by 
hypersensitivity  of  the  skin  to  tuberculin.  Clinical 
tuberculosis  is  a secondary  inoculation,  and  when 
we  are  thinking  about  the  curability  of  tuberculo- 
sis, we  are  thinking  about  the  treatment  of  a re- 
inoculation following  an  infection  which  has  es- 
tablished immunity,  and  we  are  dealing  with  an 
immunity  reaction,  rather  than  a primary  infec- 
tion. When  we  examine  a patient  with  clinical  tu- 
berculosis and  when  we  go  over  the  chest,  we 
find  perhaps  a widespread  area  of  rales  and  moist- 
ure in  that  lung.  On  the  x-ray  film,  we  will  see 
a snowstorm,  as  we  call  it,  or  a widespread  ex- 
udative lesion.  If  that  were  all  active  tuberculosis 
due  to  living  bicilli  invading  new  lung  tissue,  the 
patient  would  have  no  chance.  But  very  probably 
it  is  due  to  a reinoculation,  with  reaction  in  every 
old  focus.  This  reaction  may  take  place  in  the 
apex,  or  throughout  all  the  areas  of  the  lung 
where  the  disease  is  unhealed. 

The  method  of  healing  in  these  two  kinds  of 
lesions  is  very  different.  The  exudative  lesion 
heals  by  resolution,  or  where  there  is  very  exten- 
sive involvement,  it  may  heal  by  cavitation;  at 
least  there  will  be  some  necrosis  and  cavitation 
may  or  may  not  take  place. 

The  thing  we  should  try  to  do  in  tuberculosis  is 
to  make  early  diagnosis  and  begin  early  treatment 
in  all  cases.  You  can  readily  see  that  the  larger 
the  area  the  more  opportunity  there  is  for  exten- 
sion to  take  place,  and  the  more  serious  will  be  the 
process.  What  does  rest  do  in  these  cases?  It  is 
perfectly  simple  what  happens.  In  a patient  with 
extensive  tuberculosis,  we  have  a reaction  around 
a focus  of  infection  which  is  open,  with  bacilli 
escaping  through  into  the  tissues.  If  the  patient 
is  put  at  rest,  he  uses  a minimum  amount  of  blood 
in  that  lung,  and  we  save  him  the  absorption  of  a 
very  large  amount  of  toxin.  It  requires  twenty 
per  cent  more  energy  to  sit  in  a chair  than  to  lie 
on  a couch  and  that  means  twenty  percent  more 
blood  through  the  diseased  area.  For  walking 
around,  six  to  eight  times  more  oxygen  and  blood 
is  required,  than  when  at  rest,  and  correspondingly 
more  food.  Consequently,  when  we  put  a patient 
at  rest,  we  secure  the  minimum  danger  of  exten- 
sion, and  improve  the  individual  to  that  extent. 

In  the  question  of  open  air,  we  have  learned  a 
great  deal  in  the  last  few  years.  Some  one  got 
the  idea  that  cold  air  would  improve  tuberculosis, 
and  they  were  talking  about  building  sanatariums 
in  Alaska  and  up  around  Hudson  Bay,  because  they 
thought  there  was  something  in  the  cold  open  air 
that  would  cure.  We  have  learned  that  it  is  not 
the  cold  air.  nor  the  amount  of  oxygen  in  the 
air,  beceuse  we  could  all  sit  in  this  room  for  the 
next  twenty-fours  with  the  windows  closed,  and 
there  would  still  be  sufficient  oxygen  to  take  care 
of  our  needs.  We  know  now  that  it  is  the  impact 
of  the  air  in  motion  on  the  body  that  helps,  and 
not  the  amount  of  oxygen. 

We  are  gradually  becoming  sane  on  the  question 
of  food.  The  patients  have  an  idea  that  the  fatter 
they  get,  the  better  they  are,  and  you  may  be  sure 
they  will  overeat.  My  rule  is  to  have  them  gain 
back  to  their  normal  weight  and  then  hold  that 
weight  on  the  least  amount  of  food  they  can.  my 
experience  has  been  that  if  they  are  allowed  to 
eat  as  much  as  they  can,  this  is  fifty  per  cent 
more  than  they  should  eat. 

Rest  is  the  most  important  thing  that  can  be 
given  to  the  patient  with  active  tuberculosis.  Any 
man  will  do  his  patient  the  greatest  amount  of 
good,  if  he  will  put  that  patient  at  rest  immediate- 


ly. Yet.  there  comes  a time  when  exercise  is  just 
as  valuable.  Exercise  is  the  natural  state  of  the 
human  being,  and  it  is  unnatural  for  any  man  to 
lie  down  on  a couch  for  two  or  three  years,  and  it 
cannot  be  done  without  damage  to  the  organism. 
It  is  my  rule,  as  soon  as  the  activity  is  over,  to 
have  my  patients  begin  taking  exercise.  This 
should  not  be  to  the  extent  that  it  will  make  him 
short  of  breath  or  tire  him.  Ha  begins  by  sitting 
up,  increasing  the  time  of  this  until  he  is  up  for 
about  three  hours  each  day;  then  he  is  started 
very  gradually  on  walking.  I try'  to  get  every  pa- 
tient, according  to  his  condition,  to  the  point  where 
he  is  walking  at  least  a mile  every'  day,  and 
sometimes  up  to  ten  miles,  before  discharging 
him.  If  you  build  up  physical  resistance  in  this 
way,  before  they  are  discharged,  patients  can  go 
right  into  two  or  three  hours  of  work  a day  with- 
out harm. 

As  to  the  question  of  climate,  there  is  no  need  to 
speak.  Here  in  the  Southwest,  we  know  climate 
is  a big  advantage.  You  can  sayr  all  you  please 
about  the  patient  being  able  to  get  well  from  tu- 
berculosis anywhere,  but  it  is  a great  dead  more 
comfortable  and  a great  deal  easier  to  recover  in 
the  Southwest,  where  there  are  not  so  many  varia- 
tions in  temperature.  The  sunshine  we  have  here, 
and  the  conditions  of  the  atmosphere,  are  far 
better  than!  in  climates  where  there  are  great 
changes  from  day  to  day.  So,  when  we  talk  about 
there  being  nothing  in  climate,  we  do  not  know  our 
physiology;  and  when  we  say  there  is  everything 
in  climate,  we  do  not  know  our  medicine. 

Thoracoplasty  and  pneumothorax  are  very  im- 
portant for  the  benefit  of  a certain  group — a group 
that  we  would  otherwise  lose  out  in.  That  group 
will  now  grow  larger,  as  we  come  to  know  these 
measures  better  and  their  benefits  more. 

There  is  one  final  thing  to  which  I want  to  call 
attention  and  that  is  to  remember  that  you  are  not 
simply  treating  tuberculosis,  but  you  are  treating 
a tuburculous  PATIENT.  I think  we  have  our 
minds  too  much  on  the  bacilli,  when  we  ought 
to  have  them  more  on  the  individual  with  the  dis- 
ease, and  on  the  problems  he  has.  His  financial 
problems, — being  taken  suddenly  away  from  home, 
away  fro  mhis  family,  friends  and  work,  and  be- 
ing forced  to  readjust  his  whole  life,  tends  to 
give  him  a gloomy  outlook.  If  a y'oung  mother, 
she  has  to  face  the  problem  of  getting  up  and  liv- 
ing apart  from  her  child,  her  home  and  relatives, 
nor  for  a month  or  two,  but  for  six  or  nine 
months,  or  maybe  two  or  three  years.  The  read- 
justments,— financial,  domestic,  business,  with  all 
the  discouragement  and  gloom  that  comes  with  the 
doubt  as  to  whether  the  patient  is  to  recover,  are 
the  real  problems  the  tuberculous  patient  has,  and 
the  physician  who  is  the  most  successful  is  the  one 
who  helps  his  patients  in  this  way  as  well  as  in 
their  physical  condition. 

The  Clinical  Congress  convened  at  two 
o’clock,  in  the  Crystal  Room,  with  Dr.  Ralph 
Matson,  of  Portland,  Ore.,  as  the  first  lec- 
turer. Dr.  Matson  spoke  on  the  “Thora- 
scopic  Handling  of  Pleural  Adhesions,”  show- 
ing instruments  and  explaining  the  pro- 
cedure in  detail,  using  many  slides  of  radio- 
graphs showing  the  various  types  of  pleural 
adhesions,  with  conditions  before  and  after 
such  treatment. 

The  second  speaker  of  the  afternoon  was 
Dr.  Frank  Hinman,  Professor  of  Urology  of 
the  University  of  California,  San  Francisco, 
(Continued  on  page  561) 
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THE  PARKER  BILL 

Members  of  the  profession  over  the  South- 
west are  urged  to  read  carefully  the  text  of 
the  Parker  Bill  printed  below,  and  to  write 
the  representatives  (senators  and  congress- 
men), from  their  respective  states,  urging 
support  of  this  measure. 

This  Bill  is  of  particular  interest  to  the 
Southwest,  because  it  will  permit  us  to  se- 
cure the  aid  of  experienced  health  officers, 
without  cost,  to  help  solve  the  problems  of 
epidemics  or  endemics,  when  they  occur. 
Usually  our  health  departments  do  not  have 
apropriations  to  meet  these  emergencies  and 
have  no  method  of  coping  with  them.  For 
example,  the  poliomyelitis  epidemic  in  New 
Mexico  came  without  warning,  and  the  De- 
partment of  Health  was  forced  to  borrow 
money  with  which  to  meet  the  expense  of 
the  psysiotherapist  who  is  doing  such  a val- 
uable work  in  that  state.  In  the  falta  fever 
epidemic  in  Phoenix  in  1922,  a worker  was 
sent  to  Phoenix  but  only  because  the  Pub- 
lic Health  Service  was  especially  interested 
in  that  disease. 

The  Public  Health  Service  is  not  suffi- 
ciently mobile  at  present  to  meet  emergen- 
cies which  arise.  The  proposed  reorganiza- 
tion will  not  mean  additional  expenditures, 
but  will  mean  more  efficient  service  to 
those  sections  which  most  need  that  service. 

The  proposed  Bill  reads  as  follows: 

TEXT  OF  PARKER  BILL 
A BILL 

TO  PROVIDE  FOR  THE  CO-ORDINATION  OF 
THE  PUBLIC  HEALTH  ACTIVITIES  OF  THE 
GOVERNMENT,  AND  FOR  OTHER  PUR- 
POSES. 

BE  IT  ENACTED  BY  THE  SENATE  AND 
HOUSE  OF  REPRESENTATIVES  OF  THE  UNI- 
TED STATES  OF  AMERICA  IN  CONGRESS  AS- 
SEMBLED, That  whenever  the  President  finds 
that  it  will  promote  greater  efficiency  in  the  con- 
duct of  the  public  health  activities  of  the  Govern- 


ment, he  is  authorized,  by  Executive  order,  to 
transfer  to  the  Public  Health  Service  ail  or  any 
part  of  any  executive  agency  (other  than  an  agen- 
cy of  the  military  or  naval  forces,  the  War  De- 
partment, the  Navy  Department,  or  the  United 
States  Veterans’  Bureau)  engaged  in  carrying  on 
a public  health  activity.  Any  such  Executive  order 
shall  also  designate  the  records,  property  (includ- 
ing office  equipment),  personnel,  and  unexpended 
balance  of  appropriations  to  be  transferred. 

SEC.  2 (a)  The  President  is  authorized,  by  Ex- 
ecutive order,  to  direct  that  officers  or  employees 
of  the  Public  Health  Service  shall  be  detailed 
to  any  other  executive  agency  which  is  carrying 
on  a public  health  activity,  in  order  to  supervise 
or  co-operate  in  such  work. 

(b)  Upon  the  request  of  the  head  of  an  execu- 
tive department  or  an  independent  establishment 
which  is  carrying  on  a public  health  activity,  the 
Surgeon  General  of  the  Public  Health  Service  is 
authorized  to  detail  officers  or  employees  of  the 
Public  Health  Service  to  such  department  or  in- 
dependent establishment,  in  order  to  supervise  or 
co-operate  in  such  work. 

SEC.  3.  (a)  The  Siurgeon  General  of  the  Public 
Health  Service  is  authorized  to  detail  medical  or 
scientific  personnel  of  the  Public  Health  Service 
to  educational  and  research  institutions  for  special 
studies  of  scientific  problems  relating  to  public 
health  and  for  the  dissemination  of  information  re- 
lating to  public  health,  and  to  extend  the  facili- 
ties of  the  Hygienic  Laboratory  to  health  officials 
and  scientists  engaged  In  special  study. 

(b)  The  Secretary  of  the  Treasury  is  authorized 
to  establish  such  additional  divisions  in  the  Hy- 
gienic Laboratory  as  he  deems  necessary  to  pro- 
vide agencies  for  the  solution  of  public  health 
problems,  and  facilities  for  the  co-ordination  of 
research  of  public  health  officials  and  scientists 
and  for  demonstrations  of  sanitary  methods  and 
appliances. 

SEC.  4.  (a)  The  Secretary  of  the  Treasury  is 
authorized  to  transmit  to  Congress  estimates  of  the 
amounts  necessary  for  the  construction,  on  the  site 
now  occupied  by  the  Hygienic  Laboratory,  of  build- 
ings adequate  for  the  Public  Health  Service. 

(b)  The  administrative  office  and  bureau  divis- 
ions of  the  Public  Health  Service  in  the  District  of 
Columbia  shall  be  admininstered  as  a part  of  the 
departmental  organization,  and  the  scientific  offi- 
ces and  research  laboratories  of  the  Public  Health 
Service  (whether  or  not  in  the  District  of  Colum- 
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bia)  shall  be  administered  as  a part  of  the  field 
service. 

SEC.  5.  (a)  Hereafter  sanitary  engineers,  den- 
tal officers  and  scientists  of  the  Public  Health  Ser- 
vice, selected  for  general  service  and  subject  to 
changes  of  station,  shall  be  appointed  by  the  Pres- 
ident. by  and  with  the  advice  and  consent  of  the 
Senate,  subject  to  the  same  conditions  and  limita- 
tions as  medical  officers  of  the  Public  Health  Ser- 
vice, except  that — 

(1)  Examinations  shall  be  in  the  several 
branches  of  the  profession  of  the  person  to  b'e  ap- 
pointed; 

(2)  Any  sanitary  engineer,  medical,  dental,  or 
other  scientific  officer  in  the  Public  Health  Service 
upon  the  date  of  passage  of  this  Act,  or  transferred 
to  the  Public  Health  Service  under  the  authority 
of  this  Act.  after  examination  by  a board  of  officers 
convened  by  the  Surgeon  General  of  the  Public 
Health  Service,  and  turoon  the  recommendation  of 
such  board  and  the  Surgeon  General,  may  be  ap- 
ponited  to  any  grade  designated  by  such  board 
and  approved  by  the  Surgeon  General;  and  in 
computing  longevity  pay  and  pay  period  the  ser- 
vice of  any  such  officer  shall  be  counted  in  the 
same  manner  as  though  he  were  in  the  service  on 
June  30.  1922; 

(3)  Whenever  in  the  opinion  of  the  Surgeon 
General  of  the  Pubic  Health  Service  commissioned 
officers  are  not  available  for  the  performance  of 
permanent  duties  requiring  highly  specialized 
traning  and  experience  in  scientific  research,  in- 
cluding the  duties  of  chiefs  of  divisions  of  _ie 
Hygenic  Gaboratorv,  any  person,  after  examination 
by  a board  of  officers  convened  by  the  Surgeon 
General  of  the  Public  Health  Service  and  upon  the 
recommendation  of  such  board  and  the  Surgeon 
General,  may  be  appointed  to  any  grade  designated 
by  such  board  and  approved  by  the  Surgeon  Gen- 
eral. 

(b)  The  Surgeon  General  of  the  Public  Health 
Service  shall  designate  the  grades  of  commissioned 
officers  of  the  Public  Health  Service  other  than 
medical  officers,  corresponding  to  the  grades  of 
medical  officers. 

(c)  Hereafter  commissioned  officers  of  the 
Public  Health  Service  shall  be  entitled  to  promo- 
tion according  to  the  same  length  of  service  as 
officers  of  corresponding  grades  of  the  Medical 
Corps  of  tbe  Army,  and  the  Surgeon  General  of 
the  Public  Health  Service  shall  have  the  equivalent 
rank  of,  and  shall  be  entitled  to  the  same  pay  and 
allowances  as,  the  Surgeon  General  of  the  Army. 

(d)  The  limitation  now  imposed  upon  the  num- 
ber of  Assistant  Surgeons  General  and  senior  sur- 
geons of  the  Public  Health  Service,  on  active  duty, 
is  hereby  repealed. 

(e)  Hereafter  officers  of  the  Public  Health  Ser- 
vice in  the  grade  of  Assistant  Surgeon  General  on 
field  service  shall  be  designated  and  known  as 
medical  directors. 

SEC.  6.  Hereafter  the  Secretary  of  the  Treasure 
shall  appoint,  in  accordance  with  the  civil-service 
laws,  all  officers  and  employees,  other  than  com- 
missioned officers,  of  the  Public  Health  Service, 
and  may  make  any  siuch  appointment  effective  as 
of  the  date  on  wh’ch  the  officer  or  employee  en- 
ters upon  duty. 

SEC.  7.  There  is  hereby  established  in  the  Pub- 
lic Health  Service  a Nurse  Corps,  which  shall 
consist  of  a superintendent  and  such  other  nurses 
as  the  Secretary  of  the  Treasury  may  deem  nec- 
essary. The  members  of  the  Nurse  Corps  shall  be 
entitled  to  receive  the  same  pay  and  allowances  as 
nurses  of  the  Army. 

SEC.  8.  Hereafter  the  Advisory  Board  for  the 
Hygienic  Laboratory  shall  be  known  as  the  Na- 


tional Advisory  Health  Council,  and  the  Surgeon 
General  of  the  Public  Health  Service,  with  the  ap- 
proval of  the  Secretary  of  the  Treasury,  is  author- 
ized to  appoint,  from  representatives  of  the  public 
health  profession,  five  additional  members  of  such 
council.  The  terms  of  service,  compensation,  and 
allowances  of  such  additional  members  shall  be 
the  same  as  the  other  members  of  such  council  not 
in  the  regular  employment  of  the  Government, 
except  that  the  terms  of  service  of  the  members 
first  appointed  shall  be  so  arranged  that  the 
terms  of  not  more  than  two  members  shall  expire 
next  year.  Such  council,  in  addition  to  its  other 
functions]  shall  advise  the  Surgeon  General  of  the 
Public  Health  Service  in  respect  of  public  health 
activities. 

SEC.  9.  As  used  in  this  Act,  the  term  “execu- 
tive agency”  means  any  board,  bureau,  division, 
service,  or  office  in  the  executive  branch  of  the 
Government. 


DIPHTHERIA  IN  ARIZONA  AND  NEW 
MEXICO 

During  this  year  there  has  been  a recur- 
rence of  a virulent  type  of  diphtheria.  As  a 
result,  the  incidence  of  the  disease  is  much 
greater  in  Arizona  and  New  Mexico  than  for 
several  years  past ; and  this  in  suite  of  a 
fairly  wide-spread  use  of  toxin-antitoxin  im- 
munization. Several  physicians  have  report- 
ed the  occurrence  of  diphtheria  in  children 
supposed  to  be  immune,  or  who  had  been 
given  the  injections  of  toxin-antitoxin  last 
year. 

At  intervals  during  the  past  year,  warn- 
ings have  appeared  in  the  medical  press,  to 
the  effect  that  we  were  due  for  a recurrence 
of  a virulent  type  of  diphtheria  this  year, 
and  that  the  disease  would,  no  doubt,  occur 
in  some  supposedly  immune  individuals.  This 
is  due  to  the  fact  that  immunity  to  diph- 
theria is  not  absolutely  fixed,  but  varies  in 
different  individuals  and  in  the  same  indi- 
vidual at  different  periods.  Thus  exposure 
to  a very  virulent  type  of  organism  at  a 
time  when  the  immunity  defenses  are  weak, 
can  very  conceivaMv  result  in  infection. 

These  disappointing  occurrences  should 
not  be  taken  as  an  argument  against  the 
use  of  toxin-antitoxin,  because  the  need  for 
this  is  even  greater  now  than  ever  before. 
It  is  gratifving  to  notice  that  the  use  of 
this  protection  to  children  is  coming  into 
general  use  over  Arizona  and  New  Mexico. 
From  Snowflake,  Ariz.,  the  news  item  comes 
that  the  Schick  test  is  being  given  to  all 
those  who  were  given  toxin-antitoxin  last 
year,  and  immunization  to  those  who  have 
not  previously  been  inoculated.  Dr.  Platt 
reports  that,  with  a few  exceptions,  the 
children  who  were  given  the  preventive  in- 
oculations in  Graham  County  have  remained 
free  from  diphtheria ; he  is  planning  to  re- 
test the  entire  group  who  were  inoculated 
last  year.  Dr.  Dostal  of  Jerome  is  conduct- 
ing a free  diphtheria  clinic  in  Jerome,  test- 
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ing  and  inoculating  without  charge  all  chil- 
dren who  apply.  Dr.  Durfee  in  Cochise 
County  is  urging  the  general  inoculation  of 
all  school  children  in  that  county.  In  New 
Mexico,  where  toxin-antitoxin  has  been  used 
fairly  generally,  the  increase  in  the  inci- 
dence of  diphtheria  has  been  almost  entire- 
ly among  the  young  children  entering  school 
this  year,  and  who  have  not  yet  been  inocu- 
lated. 


FIRST  VACCINATIONS  AGAINST  SMALL- 
POX IN  THE  UNITED  STATES 

Those  who  know  the  history  of  the  south- 
west take  pride  in  the  unique  place  which 
New  Mexico  occupies  in  the  historical  lead- 
ership among  the  states.  It  is  often  aston- 
ishing to  a native  of  New  England  to  hear 
that  Santa  Fe  was  a thrivng  settlement  of 
white  people  sixty  years  before  the  Pilgrims 
landed  at  Plymouth,  and  that  this  city  was 
founded  almost  coincidently  with  St.  Aug- 
ustine, Fla.,  the  first  settlement  in  the  New 
World. 

It  has  been  recently  discovered,  by  search 
through  the  archives  of  New  Mexico  that, 
within  five  years  of  the  discovery  by  Jen- 
ner  of  vaccination  in  1799,  it  was  being  gen- 
erally practiced  through  the  province  of 
which  New  Mexico  was  then  a part.  The 
story  told  in  the  Santa  Fe  New  Mexican  of 
December  12.  by  Lansing  B.  Bloom  is  so 
interesting  that  it  is  produced  herewith 
verbatim : 

Th :>  discovery  of  vaccination  against  smallpox  is 
generally  credited  to  Dr.  Edward  .Tenner  and  first 
came  into  medical  practice  in  the  year  1799.  It  is 
remarkable  that  our  New  Mexico  archives  reveal 
the  fact  that  the  use  of  vaccine  was  introduced 
into  this  province  of  New  Spain  in  1804,  only  five 
years  after  its  first  general  use  began  in  England, 
and  it  may  be  of  interest  to  trace  this  strange  mi- 
gration in  medical  history  and  review  the  evidence 
of  the  early  practice  of  vaccination  in  New  Mexico. 

The  most  striking  fact  connected  with  the  ex 
tension  of  vaccination  over  the  world  was  the  send 
ing  out  Py  the  court  of  Spain  of  an  expedition  in 
the  year  1803.  This  expedition  was  sent  out  for 
the  purpose  of  diffusing  the  pus  of  cow-pox.  or  vac- 
cine, through  all  the  Spanish  possessions  in  the 
old  and  new  worlds,  and  it  returned  in  three  years, 
having  circumnavigated  the  globe  and  having  suc- 
ceeded beyond  its  utmost  expectations.  Perhaps 
we  may  consider  this  event  as  one  of  the  last  evi- 
dences of  greatness  in  the  old  Spanish  realm  pre- 
vious to  the  wars  of  independence  which  broke  out 
in  Spain  and  in  ’her  colonies  in  1810. 

It  would  seem  beyond  serious  question  that  the 
knowledge  and  practice  of  vaccination  reached 
Chihuahua  from  Mexico  City  as  one  result  of  the 
above  expedition,  though  the  evidence  of  this  does 
not  appear  in  the  New  Mexico  archives.  But  from 
Chihuahua  northwards  the  story  may  be  pieced  to- 
gether from  some  30  documents.  The  first  is  a 
communication  from  Brigadier  Nemesia  Salcedo, 
general  commandant  of  the  internal  provinces  to 
Gov.  Fernando  Chacon  at  Santa  Fe,  as  follows: 


“The  discovery  of  the  inoculation  of  cow-pox  hav- 
ing been  found  in  Spain  and  in  nearly  all  Europe, 
to  be  the  most  efficacious  preservative  from  com- 
mon smallpox.  1 have  managed  by  means  of  the 
most  active  and  effective  measures  to  have  it  es- 
tablished in  this  villa. 

“Already  it  has  been  propagated  to  some  towns 
and  military  posts,  and  to  the  end  that  the  inhabi- 
tants of  that  province  may  not  lack  such  a precious 
discovery,  I advise  your  honor  to  see  that  the  Sur- 
geon Don  Christoval  Larranga  be  included  in  the 
bordon  (caravan)  at  the  end  of  the  present  year, 
bringing  in  his  company  six  or  eight  children,  sons 
of  the  troop  or  residents,  so  that  in  them  the  fluid 
may  be  infused,  inoculating  them  from  arm  to  arm 
when  they  shall  return  from  here,  since  this  is 
the  surest  method  of  transmitting  it.’ 

The  arrangement  indicated  in  the  above  papers 
was  carried  out  that  winter  as  appears  from  the 
next  paper  in  which  we  see  the  surgeon  with  a 
number  of  inoculated  children  returning  from  Chi- 
huahua and  administering  the  transfusion  succes- 
sively at  “el  Paraje  de  Valverde.”  (then  the  first 
settlement  north  of  Peso  del  Norte),  Sevilleta,  and 
Sabinal. 

Inquiry  shows  that  even  today  the  earliest  form 
of  inoculation,  from  one  person  to  another,  still 
persists  in  Mexican  plazas  and  Indian  pueblos.  As 
an  instance,  in  the  fall  of  1923,  the  health  officer 
of  Santa  Fe  county  performed  a number  of  vac- 
cinetions  in  the  little  plaza  called  Rio  en  Medio. 
Later  when  the  county  nurse  visited  the  place  to 
see  how  these  cases  were  progressing  she  found 
that  th»  people  there  had  inoculated  everybody  from 
those  first  treated,  using  in  the  operation  needles, 
pins  or  any  sharp  instrument  available. 

Such  procedure  today  seems  obsolete  and  almost 
absurd,  though  it  is  reported  to  persist  also  in 
other  parts  of  the  United  States.  But  120  years 
ago  this  method  was  the  latest  thing  in  the  prac- 
tice of  medicine,  and  its  early  introduction  into 
such  an  isolated  province  as  New  Mexico  shows 
how  a ebon!  shingly  efficient  the  machinery  of  the 
old  Spanish  realm  might  he. 


A CORRECTION 

In  our  October  issue,  a list  of  the  Class  A 
hospitals  in  Arizona  was  published,  and 
from  this  h'st  there  was  omitted  the  name 
of  the  LT.  S.  Veterans  Bureau  Hospital  No. 
50,  at  Whipple  Barracks,  Artz.  This  hospital 
should  have  been  included,  and  we  regret 
the  omission. 


PHYSICIAN  WITH  LITERARY  ABILITY  and 
training  will  revise,  criticize  or  proof-read  medical 
writing  for  authors  wishing  expert  assistance.  Ref- 
erences given  and  requested;  confidential  and  ethi- 
cal relations  strictly  maintained;  permanent  con- 
nections desired.  Address:  “Physician,’  'Box  1428, 
Station  C,  Los  Angeles,  Calif. 


The  professional  partnership  of  Drs.  Lowman  and 
Barnard  continues,  with  Dr.  Barnard  assuming  in 
addition  to  his  operative  and  consultation  work,  the 
administrative  details  of  Office  and  Hospital  con- 
nections. Dr.  Lowman  continues  consultation  and 
operative  work.  Private  practice  limited  to  bone 
and  joint  conditions  and  deformities  of  adults  and 
children. 

CHARLES  L.  LOWMAN,  M.  D„  F.  A.  C.  S. 

HAROLD  D.  BARNARD,  M.  D.,  F.  A.  C.  S. 

Orthopaedic  Surgeons. 

2417  So.  Hope  St.,  Los  Angeles,  Calif. 
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PROCEEDINGS  OF  THE  THIRTEENTH 
ANNUAL  MEETING 

(Continued  from  page  557) 
whose  subject  was  “Genito-Urinary  Tuber- 
culosis from  a Surgical  Standpoint."  Dr. 
Hinman’s  paper  will  appear  in  full  in  an 
early  number  of  SOUTHWESTERN  MEDI- 
CINE. 

At  eight  o’clock,  a public  lecture  was  giv- 
en at  the  Texas  Grand  Theater,  by  Dr.  Wil- 
liam H.  Park,  Chief  of  the  Bureau  of  Lab- 
oratories, New  York  City,  on  “Pasteuriza- 
tion and  the  Tuberculous  School  Child.” 

Dr.  Waite  announced  that  the  Association 
desired  to  give  the  general  public  as  much 
benefit  from  this  convention  as  possible, 
and  that  Mayor  Walker  of  New  York  had 
sent  Dr.  Park,  with  his  compliments,  to  tell 
us  how  public  health  is  safeguarded  in  that 
city. 

Mayor  R.  E.  Thomason,  of  El  Paso,  in- 
troduced Dr.  Park,  who  spoke  for  an  hour 
and  a half,  giving  an  interesting  history  of 
the  developments  in  tuberculosis  study  and 
the  relation  of  bovine  tuberculosis  to  human 
infection.  He  also  discussed  the  advantages 
of  pasteurization.  Dr.  Park  digressed  from 
his  general  subject  to  give  some  timely  in- 
formation and  advice  on  smallpox,  diph- 
theria, scarlet  fever,  and  measles. 

Thursday,  November  3rd. 

Clinics  were  held  at  the  hospitals,  as  fol- 
lows : 

Dr.  Carl  A.  Hedblom  at  the  Masonic  Hos- 
pital, on  thoracoplasty. 

Dr.  Frank  Hinman  at  Hotel  Dieu  on  gen- 
ito-urinary  diagnosis. 

Dr.  Harry  A.  Crossen,  at  the  City-County 
Hospital  on  gvnecologic  diagnosis. 

Dr.  Francis  M.  Pottenger  at  Hotel  Dieu  on 
diseases  of  the  lungs  (See  last  month’s  jour- 
nal). 

At  the  general  Congress,  in  the  Crystal 
Room,  Hotel  Hussman,  the  first  speaker 
was  Dr.  James  T.  Case,  of  Battle  Creek, 
Mich.,  professor  of  Roentgenology  at  North- 
western University,  spoke  on  the  “X-ray 
Aspects  of  Malignancy  of  the  Gastro-Intes- 
tinal  Tract.”  This  talk  was  profusely  il- 
lustrated with  lantei’n  slides,  and  covered 
the  subject  of  cancer  of  the  colon  very  mas- 
terfully. 

The  second  speaker  of  the  morning  was 
Dr.  Carl  A.  Hedblom,  Professor  of  Surgery 
at  the  University  of  Ilinois,  Chicago,  who 
spoke  on  “Non-Tuberculous  Pulmonary  Con- 
ditions, Especialy  Cancer.”  Either  the  com- 
pleted paper  or  a summary  of  this  address 
will  be  given  in  a future  issue  of  this  jour- 
nal. 

At  the  clinical  luncheon,  at  twelve  o’clock, 
Dr.  Rogers  introduced  Dr.  W.  Colby  Rucker, 


of  the  United  States  Public  Health  Service. 
Dr.  Rucker  has  been  identified  with  the 
Public  Health  Service  since  1902.  His  work 
in  connection  with  the  suppression  of  bu- 
bonic plague  in  San  Francisco  and  later  in 
New  Orleans  was  outstanding.  He  was  also 
in  charge  of  the  control  measures  instituted 
by  the  Public  Health  Service  in  controlling 
the  epidemic  of  infantile  paralysis  in  1916. 
He  spoke  at  this  luncheon  on  scarlet  fever, 
in  part  as  follows : 

“The  work  which  has  been  clone  on  scarlet  fever 
in  recent  years  has  opened  up  very  greatly  the 
entire  subject  and  has  placed  us  in  possession  of 
some  very  accurate  epidemiological  weapons  to  use 
against  the  disease.  Before  the  Dicks  had  done 
their  work,  howev,re  there  were  certain  epidemiolo- 
gical facts  which  were  well  known.  In  the  first 
few  months  of  life  the  child  has  an  immunity  to 
scarlet  fever;  this  is  maternal  immunity,  and  with 
the  passing  of  this  the  incidence  curve  is  still  low 
because  the  child  is  not  exposed  to  people  who 
have  the  disease.  As  soon  as  the  child  reaches 
the  kindergarten  age,  there  is  a very  sharp  rise 
in  the  incidence  curve,  which  peaks  very  rapidly 
until  it  reaches  its  maximum  about  the  tenth  or 
twelfth  year.  It  then  runs  along  and  is  an  almost 
flat  curve  until  the  fifteenth  or  sixteenth  year, 
when  it  begins  to  curve  off.  By  the  time  the  thir- 
tieth year  has  been  reached,  we  ar  back  again  al- 
most on  the  base  line. 

There  are  only  two  ways  in  which  a person 
gets  an  immunity  to  a disease;  by  artificial  immu- 
nization or  by  having  had  the  disease  in  either 
severe  or  mild  form.  Just  looking  at  the  curve  at 
this  time  will  tell  you  at  once  that  this  is  a very 
common  disease  and  that  all  of  us  at  one  time  or 
another  have  had  it.  This  brings  us  to  the  sec- 
ond epidemilologica.1  point  and  that  is  that  in  ihe 
great  majority  of  cases  there  is  no  scarlet  and  no 
rash.  A great  bulk  of  the  cases  are  manifested 
solely  by  a very  severe  angina  and  a febrile  re- 
action. The  child  is  sick  for  a shorter  or  longer 
period  of  time  and  then  recovers.  The  probabili- 
ties are  that  there  are  no  scarlet  fever  carriers, 
if  we  exchide  those  people  who  have  running  ears, 
or  running  wounds  of  any  sort  following  the  dis- 
ease. These  persons  are  carriers,  put  it  is  very 
uncommon  for  this  to  occur  in  the  disease  and 
therefore  we  may  sey  that  there  is  usually  no 
such  thing  as  a scarlet  fever  carrier.  It  is  dis- 
seminated by  the  secretions  in  the  early  hours  of 
the  disease  while  there  is  still  an  angina.  All 
this  was  reasoned  out  before  the  Dicks  did  their 
work,  but  they  corroborated  and  substantiated  it. 

We  know  one  of  the  great  harms  that  come  from 
scarlet  fever  is  nephritis;  it  is  probably  more  re- 
sponsible for  nephritis  than  any  other  single  con- 
dition. If,  by  the  control  of  scarlet  fever,  we  are 
able  to  reduce  our  nephritis  incidence  rate,  that  is 
a very  important  matter.  The  work  the  Dicks 
have  done  has  been  most  illuminating.  They  have 
announced  that  the  disease  is  associated  with  a 
highly  specialized  streptococcus  belonging  to  the 
hemolytic  group.  This  organism  is  found  in  the 
throats  of  persons  having  the  disease.  It  has  been 
cultured  and  its  introduction  into  the  bodies  of 
persons  not  immune  will  produce  the  daease.  The 
toxin  of  this  organism  will  produce  the  scarlet 
fever  rash,  but  will  not  immunize  the  person 
against  the  disease — a most  important  epidemiolog- 
ical point.  If  you  inject  a person  with  the  toxin, 
you  will  produce  a typical  scarlet  fever  rash.  In 
other  words,  there  is  no  relation  whatsoever  be- 
tween this  rash  and  immunization  and  furthermore 
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we  may  say  that  the  scales  produced  by  this  rash 
are  non-infectious  and  play  no  part  in  the  spread 
of  scarlet  fever.  A most  important  point  because 
all  of  us  have  heard  those  old  fallacies  about  un- 
packing Mary’s  doll  and  thereby  giving  little  Susie 
scarlet  fever  and  little  Susie  dying,  and  the  one 
about  the  celebrated  doctor  who  got  the  scales 
on  his  whiskers  and  spread  the  disease  through- 
out the  whole  community.  There  is  nothing  in 
these  stories — they  make  very  good  fiction,  but 
they  are  not  true. 

(To  be  concluded  next  month) 


SANTA  CRUZ  COUNTY  (Ariz.)  MEDICAL  SO- 
CIETY of  Nogales. 

At  a.  meeting  of  this  Society  held  on  December 
3rd,  Dr.  A.  H.  Noon,  one  of  the  pioneer  physicians 
of  Arizona,  who  has  not  been  in  active  practice 
for  many  years,  evidenced  his  interest  in  medical 
affairs  by  accepting  the  presidency  of  the  Santa 
Cruz  County  Medical  Society  for  the  coming  year. 
Dr.  T.  B.  Fitts,  Nogales,  was  made  vice-president. 
Dr.  W.  F.  Chenoweth  was  elected  secretary  and 
Dr.  B.  M.  Richardson  was  made  treasurer.  Drs. 
A.  L.  Gustetter.  V.  A.  Smellier  and  W.  F.  Cheno- 
weth were  made  members  of  the  Board  of  Censors. 


BERNALILLO  COLTNTY  (N.M.)  MEDICAL 
SOCIETY 

The  Bernallillo  County  Medical  Society  held  their 
annual  meeting  at  the  Chamber  of  Commerce,  on 
Wednesday  evening,  December  7th.  The  following 
officers  were  elected  for  the  year  192S: 

Dr.  P.  G.  Cornish.  Jr.,  president. 

Dr.  L.  F.  Elliott,  first  vice-president. 

Dr.  W.  H.  Woolston,  second  vice-president. 

Dr.  L.  B.  Cohenour.  secretary-treasurer. 

Drs.  E.  E.  Royer  and  Carl  Mulkv,  delegates  to 
the  New  Mexico  Medical  Society. 

Dr.  C.  C.  Davis,  member  board  of  censors. 

The  society  holds  monthly  meetings. 


COCHISE  COUNTY  MEDICAL  SOCIETY 
(Arizona) 

At  the  annual  meeting  of  the  Cochise  County 
Medical  Society,  held  at  Douglas,  Ariz.,  on  Decem- 
ber 7th.  the  following  officers  were  elected  for 
the  ensuing  year: 

President.  Dr.  G.  Fitzgerald.  Bisbee. 

Vice-President.  Dr.  Z.  Causey,  Douglas. 

Secretary  and  Treasurer.  Dr.  H.  French  Bisbee. 

Member  Board  of  Censors,  Dr.  A.  E.  Cruthirds, 
Bisbee. 

Delegates  to  the  State  Association.  Drs.  John 
Cook  of  Douglas,  and  G.  A.  Bridge  of  Bisbee;  Al- 
ternates are  Drs.  E W.  Adamson  of  Douglas  and 
G.  Fitzeerald  of  Bisbee. 

Dr.  H.  M.Helm  of  the  Calumet  Hospital  presented 
the  paper  of  the  evening. 


YUMA  COUNTY  MEDICAL  SOCIETY 
(Arizona) 

The  Yuma  County  Medical  Society,  at  a recent 
meeting,  elected  the  following  officers  for  the  en- 
suing year: 

President,  Dr.  H.  A.  Reese. 

Vice-President,  Dr.  .T.  D.  Forrest. 

Secretary.  Dr.  W.  C.  Cain. 

Censors,  Drs.  P.  Seiberts  and  R.  R.  Knotts. 


PERSONALS  and  news 

ORTHODONTISTS  MEETING  IN  EL  PASO 
El  Paso  entertained  another  interstate  gathering 
early  in  December,  when  the  Southwestern  So- 
ciety of  Orthadontists  met  there  with  headquarters 
at  the  Hotel  Paso  del  Norte.  Dr.  W.  T.  Chapman 
of  El  Paso  was  president  of  the  Society.  Among 


the  speakers  on  the  program  were  Dr.  R.  B.  Ho- 
men  and  Dr.  W.  L.  Brown,  of  El  Paso. 

HEALTH  EXAMINATION  WORK  irf  BISBEE 

A very  comprehensive  program  of  health  exam- 
inations for  young  children  is  being  carried  through 
the  cooperative  efforts  of  the  local  Red  Cross, 
the  Antituberculosis  Association,  the  Health  Cen- 
ter, aided  by  ihe  medical  staffs  of  the  Copper 
Queen  and  the  Calumet  and  Arizona  hospitals.  The 
children  are  being  enrolled  through  the  Health 
Center,  and  then  sent  to  the  Central  School  build- 
ing, where  examinations  are  held  every  Tuesday 
between  two  and  four  o’clock.  Health  conferences 
for  children  and  their  parents  are  held  twice  a 
week.  This  work  is  for  children  of  pre-school  age, 
designed  to  detect  any  physical  defects  before  tne 
children  enter  school. 

DR.  JOHN  C.  BURTON,  of  Hermosillo,  Sonora, 
Mexico,  was  a visitor  in  Nogales,  Ariz.,  for  several 
days  early  in  December.  Dr.  Burton  operates  a 
private  hospital  at  Hermosillo. 

DR.  J.  W.  BAZELL,  of  Winslow,  Ariz.,  has  been 
appointed  City  Health  Officer  to  fill  the  vacancy 
created  by  the  resignation  of  Dr.  John  R.  Walls. 

I)R.  N.  C.  BLEDSOE,  of  Bisbee,  Ariz.,  is  demon- 
strating his  versatility  in  realms  outside  of  the 
practice  of  medicine.  He  recently  assisted  in  con- 
ferring the  thirty-third  degree  of  Masonry  upon  a 
candidate  in  Tucson  being  himself  one  of  nine 
Masons  in  Arizona  who  hold  this  degree.  In  the 
same  paper  from  which  this  item  of  news  was  cul- 
led appears  the  announcement  that  Dr.  Bledsoe  had 
been  elected  to  his  firth  ter  mas  chairman  of  the 
Cochise  Council  of  the  Boy  Scouts  of  America. 


Open  All  the  Year 

with 


Pluto  Spring  Flowing  All  the  Time 


SIX  HUNDRED  AND  FIFTY  ROOMS 
(ALL  OUTSIDE)  IN  OUR  HOTEL 

A place  where  your  patients  can  find  attractive  surround- 
ings with  adequate  medical  service  and  supervision. 

“Logan  Clendening  in  his  recent  clasic,  ‘Modern  Methods 
of  Treatment,’  says,  ‘The  benefits  to  be  derived  from  a Cure 
at  a Mineral  Springs  depend,  almost  entirely,  upon  the  effi- 
ciency of  the  medical  organization  thereat.’  This  principle 
has  always  been  and  still  is  the  one  which  has  so  largely 
contributed  to  the  deserved  fame  of  the  French  Lick  Springs 
Hotel  at  French  Lick,  Indiana.” 

When  your  patients  are  tired  of  home  or  hospital  send 
them  to  French  Lick  for  final  recuperation. 

Write  for  Booklet 
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SPECIAL  ATTENTION  UROLOGISTS 

We  are  now  carrying-  a very  complete  stock  of  the 
products  of  the  Eynard  Factory  in  Paris,  consisting  of 
catheters  and  bougies,  both  urethral  and  ureteral  in  a 
variety  of  sizes  and  styles. 

Telephone  orders  given  prompt  attention.  We  will 
be  glad  to  take  care  of  your  patient’s  needs  for  this 
class  of  goods. 

KENISTON-ROOT  CORPORATION 

418  West  Sixth  Street 
LOS  ANGELES,  CALIF. 

Everything  for  the  hospital  and  doctor. 

A good  stock  of  Kny-Scheerer,  Haslam  and  other  brands  of  rustless  steel  in- 
struments. Also  complete  line  of  Stille-Scamlon  Company. 
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Southwestern  Surgical  Supply  Company 


No.  11  North  Third  Ave. 
Phoenix,  Arizona 


320  Texas  St. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc. 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 

ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 
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DR.  T.  B.  FITTS,  of  Nogales,  Ariz.,  spent  several 
days  in  Guaymas,  Sonora,  the  latter  part  of  i\o- 
vember. 

DR.  W.  F.  CHENOWETH,  of  Nogales,  Ariz., 
made  a business  trip  toi  Hermosillo,  Sonora,  the 
latter  part  of  November. 

DR.  T.  O.  BUNDY,  of  Marlin,  Texas,  a member 
of  the  Buie  Clinic  at  Marlin  Hot  Springs,  was  a 
visitor  in  Clifton,  Ariz.,  early  in  December.  He 
came  to  inspect  the  possibilities  of  the  hot  springs 
near  Clifton,  and  was  quite  royally  entertained  by 
the  Clifton  Commercial  Club. 

DR.  HARRLY  L.  SCHORNICK.  osteopath,  of 
Tempe,  Ariz.,  has  been  appointed  a member  of  the 
Board  of  Medical  Examiners,  taking  the  place  of 
Dr.  Harriet  D.  Johnson,  Winslow,  who  has  moved 
from  the  state. 

FREE  DIPHTHERIA  CLINIC  AT  JEROME,  ARiZ. 

A clinic  established  by  Dr.  Robert  Dostal,  city 
health  officer  of  Jerome,  Ariz.,  at  the  United  Verde 
Hospital,  furnishes  free  examination  and  tests  as 
to  susceptibility  to  diphtheria.  The  clinic  operates 
on  Saturday  afternoon. 

DR.  AND  MRS.  HUGO  HELM,  of  Douglas,  after 
attending  the  Clinical  Congress  in  El  Paso,  early 
in  November,  took  a week’s  trip  through  southern 
New  Mexico  and  the  Texas  panhandle,  visiting  the 
famous  Carlsbad  Caverns  near  Carlsbad,  N.  M. 

The  ARIZONA  STATE  BOARD  OF  HEALTH  is 
conducting  a program  under  the  Sheppard-Towner 
provisions  of  the  Child  Hygiene  Division,  in  Tomb- 
stone during  December.  Mrs.  Mary  Kelleher,  R.N., 
in  charge  of  this  work. 

DR.  JOHN  R.  WALLS,  of  Winslow,  Ariz.,  has 


tendered  his  resignation  as  City  Health  Officer  of 
that  town.  In  his  signed  statement  transmitting 
his  resignation,  he  stated  that  he  was  unable  to 
secure  the  co-operation  of  the  city  offfcials  in  an 
effective  health  program. 

DR.  JOHN  E.  BACON,  of  Miami,  Ariz.,  and  fam- 
ily spent  several  days  on  the  coast  during  the  lat- 
ter part  of  November. 

DR.  A.  C.  ROUNSEVILLE,  of  Williams,  Ariz., 
visited  Los  Angeles  the  latter  part  of  November, 
seeking  advice  about  an  injury  to  his  hand  suf- 
fered in  the  early  part  of  the  year. 

The  COCHISE  COUNTY  MEDICAL  SOCIETY 
held  a dinner  meeting  at  the  Warren  District  Coun- 
try Club  at  Bis  bee,  Ariz.,  on  November  19th.  'lue 
guest  of  honor  was  Dr.  Ernest  Clyde  Fishbaugh  of 
Los  Angeles,  who  gave  an  illustrated  address  fol- 
lowing the  meeting. 

DR.  G.  B.  MADSEN,  of  Glob'a,  Ariz.,  formerly  on 
the  Old  Dominion  Hospital  staff,  has  resigned'  that 
position,  and  moved  to  Tucson  where  he  will  be 
associated  with  the  Arizona  Desert  Sanitarium. 

DR.  E.  E.  SWEENEY,  of  Ray,  Ariz.,  has  accepted 
a position  on  the  Old  Dominion  Hospital  staff  at 
Globe  and  moved  to  the  latter  city. 

DR.  R.  D.  KENNEDY,  of  Globe,  Ariz.,  addressed 
the  Globe  Rotary  Club  on  December  7th,  on  “Re- 
cent Advances  in  Medicine  and  Surgery.” 

DR.  E.  L.  CHRISTENSEN,  of  Miami,  will  hoi  a 
number  of  free  clinics  for  the  school  children, 
for  the  purpose  of  examining  the  eyes.  This  work 
will  begin  shortly  after  the  first  of  January. 

I)R.  ARTHUR  C.  JORDAN,  formerly  of  Peabody, 


^Vam  X-Ray  Supplies  PDR  9 


There  are  over  30  District  Branches  now  es' 
tablished  by  the  Victor  XRay  Corporation 
throughout  U.  S.  and  Canada.  These  branches 
maintain  a complete  stock  of  supplies,  such  as 
X-ray  films,  dark  room  supplies  and  chemicals, 
barium  sulphate,  cassettes,  screens,  Coolidge 
tubes,  protective  materials,  etc.,  etc.  Also 
Physical  Therapy  supplies. 

The  next  time  you  are  in  urgent  need  of  supplies  place 
your  order  with  one  of  these  Victor  offices,  conveniently 
near  to  you.  You  will  appreciate  the  prompt  service,  the 
Victor  guaranteed  quality  and  fair  prices. 

Also  facilities  for  repairs  by  trained  service  men.  Careful 
attention  given  to  Coolidge  tubes  and  Uviarc  quarts 
burners  received  for  repairs. 

VICTOR  X-RAY  CORPORATION 

Main  Office  and  Factory:  2012  Jackson  Blvd..  Chicago 


Victor  X-R-P  Safe 

A lead-lined  steel  cabinet  for  storing 
films  and  loaded  cassettes. 

Write  supply  sales  division  for  price 
and  detailed  information. 


Quality  Dependability  Service  Quick  - Delivery 

- - Price  Supplies  to  Ml  » ~ 


■Sj 


Dallas,  Texas — Victor  X-ray  Corporation  of  Texas,  2503  Commerce  St. 
Regional  Service  Depots: 

San  Antonio:  Medical  Arts  Bldg.  Houston:  322  Medical  Arts  Bldg. 
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The  Tulane  University  of 
Louisiana 

Graduate  School  of  Medicine 

Reorganized  to  meet  all  require- 
ments of  the  Council  on  Medical  Edu- 
cation of  the  A.  M.  A. 

Post  graduate  instruction  offered  in 
all  branches  of  medicine.  Courses 
leading  to  a higher  degree  have  also 
been  instituted. 

A bulletin  furnishing  detailed  in- 
formation may  be  obtained  upon  ap- 
plication to  the 

Dean 

1551  Canal  Street, 

New  Orleans,  La. 


As  a General  Antiseptic 

in  place  of 

TINCTURE  OF  IODINE 
Try 

Mercurochrome-220  Soluble 

Dibrom-oxymercuri-fluorescein 
2%  Solution 

It  stains,  it  penetrates,  and  it  furnish- 
es a deposit  of  the  germicidal  agent 
in  the  desired  field. 

It  does  not  burn,  irritate  or  injure 
tissue  in  any  way. 

HYNSON,  WESTCOTT  & 
DUNNING 

Baltimore,  Maryland 


For  Bronchitis  and  Tuberculosis 

Calcreose  confers  all  the  benefits  of  creosote  medication  with  gas- 
tric disturbance  largely  eliminated. 

Calcreose  can  be  given  in  large  doses  for  long  periods  without  ap- 
parent difficulty.  Try  it. 

Powder  : Tablets  : Solution 

Sample  of  tablets  on  request 

THE  MALTBIE  CHEMICAL  CO.  Newark,  New  Jersey 


Pounded  1896  by  Dr.  Hubert  Work 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


New  Buildings 
New  Equipment 

Neuro-Psychiatric 

Clinic 

Nervous  and  Mental 
Diseases 
Drug  Additions 


Charles  W.  Thompson, 

M.  D„  F.  A.  C.  P., 
Medical  Director 


566 


SOUTHWESTERN  MEDICINE 


Mass.,  is  now  associated  with  DR.  JOHN  J.  Mc- 
DOONE,  of  Phoenix,  in  the  practice  of  eye,  ear, 
nose  and  throat  specialty.  Dr.  Jordan  is  a graduate 
of  Harvard  University  Medical  School  class  of  1925. 

DR.  EARL  O.  G.  SCHMITT,  of  the  Mayo  Clinic, 
Rochester,  Minn.,  is  located  at  Castle  Hot  Springs, 
Ariz.,  for  the  winter.  Dr.  Schmitt  is  a graduate 
of  the  University  of  Minnesota  Medical  School, 
class  of  1923,  and  was  an  associate  in  the  depart- 
ment of  internal  medicine  at  the  Mayo  Clinic. 

DR.  CHARLES  O.  DONALDSON,  one  of  the  lead- 
ing practitioners  of  roentgenology  in  the  United 
States,  formerly  of  Minneapolis,  has  located  in 
Chandler,  Ariz.  Dr.  Donaldson,  after  practicing  his 
specialty  for  twenty  years,  finds  it  necessary  to 
withdraw  from  this  field  for  a time,  and  will  en- 
gage in  general  practice  in  Chandler.  Dr.  Donald- 
son’s contact  with  medical  practice  has  not  been 
circumscribed  and  he  will  no  doubt  enjoy  taking 
up  general  work  again,  and  he  will  be  a welcome 
addition  to  the  medical  fraternity  of  Maricopa 
County. 

DR.  J.  A.  MYERS,  of  Minneapolis,  Minn.,  special- 
ist in  tuberculosis  and  chest  diseases,  was  a visitor 
in  Phoenix  for  a week  or  two  during  December. 
Dr.  Myers  is  Assistant  Professor  of  Preventive 
Medicine  and  Public  Health  in  the  University  of 
Minnesota  Medical  School. 

DR.  MARY  LAWSON  NEFF,  of  Los  Angeles, 
spent  a week  in  Phoenix  during  the  early  part  of 
December,  holding  consultations  in  her  specialty  of 
neurology  and  psychiatry. 

DR.  HARLAN  P.  MILLS  of  the  Pathological 
Laboratory.  Phoenix,  returned  about  December  10th 
from  the  Radiological  Society  of  North  America, 
whose  annual  meeting  was  held  in  New  Orleans. 
Dr.  Mills  read  a paper  on  Cholecystography,  with 
report  of  700  examinations. 


DR.  EUCLID  C.  WILLS,  of  San  Diego,  Calif.,  was 
a recent  visitor  in  Phoenix,  Ariz.  Dr.  Wills  was  at 
one  time  located  at  Yuma;  later  he  went  into  Mex- 
ico. He  has  now  retired  from  practice  and  is  in 
business  in  San  Diego. 

DR.  R.  D.  KENNEDY,  of  Globe,  was  elected  a 
member  of  the  Board  of  Governors  of  the  Amer- 
ican College  of  Surgeons,  at  their  meeting  in  De- 
troit,  in  October. 

DRS.  VICKERS  AND  MORAN,  of  Deming,  N. 
M„  have  installed  radiographic  equipment  in  their 
offices  in  the  Mahoney  Building,  selecting  the  Vic- 
tor model. 

NURSES  ON  TWELVE  HOUR  BASIS 

Beginning  on  November  19th,  the  nurses  who  are 
members  of  the  Arizona  State  Nurses’  Association 
went  on  a twelve-hour  basis  in  all  hospitals  and 
sanitoriums.  In  institutions,  physicians  may  have 
nursing  service  either  during  the  day  or  night, 
but  if  twenty-four  private  nursing  service  is  de- 
sired, two  nurses  must  be  employed.  Sleeping 
facilities  will  not  longer  be  provided  in  the  hos- 
pitals for  private  nurses.  It  is  claimed  by  the  hos- 
pitals that  it  will  be  more  economical  for  them  to 
provide  additional  graduate  nurse  service  for  night 
duty,  under  the  new  plan,  than  to  provide  sleeping 
accommodations  for  nurses  on  twenty-four  hour 
duty. 

It  is  claimed  that  this  arrangement  will  be 
more  economical  for  the  patient.  The  arrangement 
does  not  apply  to  nursing  service  in  private  homes, 
where  the  old  provisions  are  still  permissible. 

DR.  G.  H.  FITZGERALD,  of  Bisbee,  Ariz.,  in  a 
talk  before  the  Rotary  Club  of  that  city  on  No- 
vember 10th,  gave  a resume  of  the  cancer  situa- 
tion as  reported  by  the.  American  Society  for  the 
Control  of  Cancer,  this  talk  being  reported  at 
length  in  the  Bisbee  Review  of  Nov.  11th. 


SURGICAL  INSTRUMENTS 

The  most  complete  stock  of  surgical  instruments,  x-ray  and  physio-ther- 
apy equipment,  hospital  furniture  and  sterilizers  carried  in  the  south- 
west is  stocked  by  us  in  our  Los  Angeles  office.  This  insures  prompt  de- 
livery, and  only  standard  and  reputable  lines  of  apparatus  are  carried. 

HOSPITAL  OPERATING  ROOM  FURNITURE 

Among  our  leading  lines  are  Hospital  Operating  Room  Furniture  and 
high  pressure  sterilizers,  the  celebrated  “White  Line”  manufactured  by 
Scanlan-Morris  Co.,  of  Madison,  Wis. 

Wappler  Electric  Co.’s  X-ray  Apparatus  and  Physio-Therapy  Equip- 
ment. 

Hanovia  Chemical  Co.’s  mercury  quartz  lamps. 

Stille-Scanlan  Co.’s  stainless  steel  Surgical  Instruments  and  other 
leading  makes  of  nickel  plated  steel  instruments!  such  as  Kny-Scherer 
and  Littauer. 

W.  D.  Allison  Co.’s  physicians  Office  Furniture. 

All  metal  built-in  Instrument  and  Supply  Cabinets,  Bedside  Tables 
of  all  designs,  built  for  us  in  Los  Angeles  under  our  own  supervision. 
Write  vs  when  contemplating  equipment  either  for  the  office  or  hospital. 

R.  L.  SCHERER  CO. 

Los  Angeles  San  Francisco 

736  S.  Flower  St.  679  Sutter  St. 
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SOCIAL  SERVICE  CLINIC 
(Phoenix,  Ariz.) 

The  board  of  directors  of  the  Social  Service 
Center  of  Phoenix,  Ariz.,  at  its  meeting  on  Nov. 
16th,  passed  a resolution  of  thanks  to  the  MARI- 
COPA COUNTY  MEDICAL  SOCIETY  for  the  in- 
terest taken  by  the  doctors  in  the  clinic  work  of 
the  Center.  The  president  of  the  Society  is  an 
ex-officio  member  of  this  board.  During  the  ten 
months  of  the  year  ending  October  31.  5,440  treat- 
ments were  given  at  this  clinic,  as  follows:-  Tu- 
berculosis, 922;  mercurosal,  354;  salvarsan,  3s7 ; 
hospitalized  patients  (1,598  days),  93;  tonsillec- 
tomies, 86;  adenoidectomies,  64;  dental  patients. 
264;  laboratory  examinations,  501;  x-ray  exami- 
nations, 71;  other  operations,  4.  Clinics  are  con- 
ducted on  Monday,  Tuesday,  Wednesday  and 
Thursday  in  the  following  departments:  tubercu- 

losis; general  medicine;  eye,  ear,  nose  and  throat; 
children’s  diseases;  genito-urinary ; obstetrics;  den- 
tistry; emergency. 

DR.  JOHN  I.  MITCHELL,  of  Salem,  Ind.,  is 
spending  the  winter  in  Phoenix,  in  the  interest  of 
the  health  of  a daughter. 

DR.  D.  L.  FLAJSTARY,  of  St.  Louis,  Mo.,  upon  the 
appearance  of  the  first  snow  in  that  city,  closed 
his  office  and  will  spend  the  next  five  months  in 
the  Salt  River  Valley,  leaving  the  citizens  of  the 
Mississippi  Valley  metropolis  to  seek  other  advice 
about  their  nose  and  throat  troubles. 

DR.  H.  P.  COLLINS,  formerly  a practitioner  of 
Phoenix,  has  returned  to  that  city  and  is  es- 
tablished at  his  home  at  743  E.  McDowell  for  the 
time.  He  expects,  alter,  to  find  office  quarters. 
Dr.  Collins,  for  the  past  fifteen  years  has  been 
practicing  in  Mexico  City. 

DR.  J.  M.  GREER,  of  Mesa,  Ariz.,  has  been  ap- 
pointed a member  of  the  Medical  Examining  Board 


of  Arizona,  to  fill  the  vacancy  created  by  the 
death  of  Dr.  A.  G.  Schnabel  of  Tucson. 

DR.  CHARLES  L.  LOWMAN,  of  Los  Angeles, 
spoke  to  the  staff  of  St.  Joseph’s  Hospital,  Phoenix, 
Ariz.,  on  November  22nd,  on  the  treatment  of 
poliomyelitis.  Dr.  Lowman's  work  is  limited  to  the 
treatment  of  diseases  and  deformities  of  bones 
and  joints.  He  is  the  founder  of  the  Orthopedic 
Hospital-School  of  Los  Angeles. 

At  noon  of  the  day  of  his  visit  to  Phoenix,  a 
luncheon  was  tendered  him  at  the  Arizona  Club, 
at  which  about  a dozen  of  his  friends  and  admirers 
were  favored  by  an  informal  discussion  of  lower 
back  pain. 

ST.  JOSEPH’S  HOSPITAL  STAFF  MEETINGS 
(Phoenix,  Ariz.) 

The  first  meeting  after  the  summer  vacation 
was  held  on  November  14th.  with  a total  of  thirty- 
oue  present.  Dr.  R.  W.  Craig,  who  had  been  asked 
by  the  Advisory  Committee  to  preside  at  this 
meeting  was  elected  permanent  chairman  to  serve 
out  the  unexpired  term  of  Dr.  Willard  Smith,  re- 
signed. 

The  minutes  of  the  May  meeting  were  read  and 
approved. 

The  program  which  had  been  prepared  by  Dr. 
Fred  Holmes,  of  the  Executive  Committee,  con- 
sisted of  a critical  review  of  five  case  records  of 
patients  who  had  recently  died  in  the  hospital,  all 
being  discussed  by  staff  members  other  than  the 
doctors  treating  the  patients. 

Dr.  H.  B.  GUDGEL  discussed  Case  No.  11714,  a 
case  of  typhoid  fever  with  hemorrhage  and  death. 
The  advisability  of  blood  transfusion  was  brought 
up  and  discussed  at  some  length,  chiefly  by  the 
men  who  had  heard  the  lectures  of  Dr.  W.  W. 
Duke  at  the  recent  meeting  in  El  Paso.  Typhoid 
vaccine  was  also  discussed. 

DR.  LOUIS  DYSART  discussed  case  11935,  diag- 


The 

HEARTBEAT  STETHOSCOPE 


A sensitive  Stethoscope  which  intensifies 
the  weakest  sounds. 

NOTE — Adjust  the  stethoscope  to  your 
ears — draw  a hair  across  the  diaphragm 
— it  will  remind  you  of  the  Golden  State 
Limited  passing.  TRY  IT. 

An  Instrument  That  Can  Be  Adjusted 
To  The  Most  Sensitive  Ear 


PACIFIC  SURGICAL  MFG.  CO. 

616  South  Figueroa  St.  Los  Angeles 

Pacific  Surgical  Mfg.  Co., 

Los  Angeles. 

Send  me  a HEARTBEAT  Stethoscope  for  inspection.  If  it  is  satisfactory  I will 
remit  §4.50  and  postage  within  3 days  after  receipt. 


Dr;. 
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nosed  as  traumatic  appendicitis,  followed  by  liver 
abscess  and  death.  Dr.  Wylie  stated,  in  general 
discussion,  that  he  does  not  think  a blow  several 
inches  away  from  the  appendix  area  could  be  re- 
garded as  a cause  of  appendicitis;  he  thought  it 
was  a coincidence  only. 

DR.  J.  M.  GREER  discussed  case  12096.  appendi- 
citis, postoperative  pneumonia,  pulmonary  hemor- 
rhage, death.  The  question  of  pneumonia  as 
against  tuberculosis  was  discussed. 

DR.  H.  M.  PURCELL  discussed  case  11822,  acute 
cerebral  meningitis,  urinary  retension  and  death. 

DR.  CHAS.  S.  VIVIAN  discussed  case  11813,  pop- 
illoma  of  the  bladder,  with  operation,  secondary 
hemorrhage  and  death.  He  thought  electrocoagu- 
lation might  be  better  than  surgical  excision  of 
such  a growth. 

DR.  A.  C.  KINGSLEY,  as  a special  feature,  pre- 
sented case  11288,  a spinal  cord  tumor,  location  of 
which  was  shown  by  lipiodol  injection  into  the 
canal,  and  tumor  was  operated  upon  by  Dr.  Vivian. 

At  the  December  12th  meeting  of  the  staff,  the 
program  was  on  the  subject  of  fractures  of  the 
head,  thorax  and  spine,  under  the  direction  of  Dr. 
Bannister,  of  the  Executive  Committee. 

Communication  from  the  College  of  Surgeons 
was  read,  in  which  they  made  suggestions  with  re- 
gard to  staff  meetings  and  othsr  work  in  the  hospi- 
tal. This  letter  had  previously  come  before  the 
Advisory  Committee  and  been  thoroughly  discussed 
by  them. 

A summary  of  the  work  in  the  hospital  for  No- 
vember was  presented.  This  was  prepared  by  the 
Records  Department. 

DR.  A.  M.  TUTHILL  discussed  several  cases  of 
spine  fracture,  criticizing  the  records  kept,  with 
respect  to  the  history  of  the  injury,  the  progress  in 
the  hospital,  the  final  examinations  and  the  fol- 
low-up. 

DR.  R.  ,T.  STROUD  summarized  the  records  on 
the  head  injuries  in  the  hospital  for  fhe  past  year, 
with  a critical  review  of  the  proper  treatment  for 
head  injuries,  designating  the  proper  class  for 
each  of  the  cases  treaited  in  the  hospital. 

DR.  S.  I.  BLOOMHARDT  reviewed  the  rib  in- 
juries treated  in  the  hospital,  with  comments  upon 
the  treatment  of  various  such  injuries. 

Dr.  W.  W.  WATKINS  showed  x-ray  illustrations 
of  several  of  the  cases  discussed  and  criticized  and 
the  method  of  handling  seriously  injured  patients 
when  they  are  sent  for  x-ray  examination  or  other 
wise  handled  in  the  hospital.  He  suggested  that 
some  definite  technic  be  work'd  out  for  handling 
such  patients. 

This  being  the  annual  meeting  for  the  election 
of  officers  for  the  ensuing  year,  the  following  were 
elected : 

Chairman  of  Staff.  Dr.  E.  Payne  Palmer. 

Secretary  of  Staff,  Dr.  Dudley  Fournier. 

Two-year  members  of  Advisory  Committee.  Drs. 
J.  M.  Greer.  Geo.  M.  Brockway  and  Fred  Holmes. 


STAFF  MEETING 
(October) 

(Continued  from  last  month) 

CASE  III. 

Case  1636  brain  hemorrhage,  was  presented  by 
DR.  SHELLEY,  as  follows:  Male.  54  years  of  age; 
nat've  of  California  and  of  Snanish  descent;  min- 
ing engineer  by  occupation.  Family  history  not  ob- 
tamable,  but  hi-s  mother  is  living  and  is  past  80 
years  of  age.  Has  always  been  in  good  health  un- 
till present  illness.  His  friend  says  he  has  wor- 
ried considerably  over  finances.  There  is  no  his- 
tory of  mental  or  nervous  diseases  in  the  family. 
On  Aug.  16,  1927.  he  presented  himself  because  of 
aphasia.  At  this  time  he  could  speak  fairly  well 
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but  now  and  then  could  not  think  of  a word.  ItK  * 
might  be  the  most  simple  or  insignificant  word  ) 
that  he  lost  Examination  at  this  time  revealed 
that  he  felt  as  well  physically  as  usual.  No  pains 
nor  headache.  Urinalysis  was  negative.  Blood 
pressure  110  over  80.  On  other  occasions  during 
the  next  few  weeks  systolic  pressure  was  as  low 
as  90.  Blood  Wassermann  was  negative.  Tonsils 
and  nose  negative.  Teeth  were  filthy,  with  bad 
breath  and  gums  unhealthy.  I sent  Mm  to  a den- 
tist for  x-ray.  Dentist  found  some  apical  abscess 
es,  extracted  the  teeth  that  were  affected  or  suspi- 
cious and  cleaned  the  others.  The  reflexes  were 
practically  normal.  The  pupils  were  normal  in  size 
and  regular  and  reacted  to  light.  1 wanted  him 
to  have  a spinal  puncture  but  he  would  not  con- 
sent. He  was  on  treatment  with  K.  I.  but  his 
aphasia  became  progressively  worse  until  Oct.  1st, 
there  were  signs  of  paralysis  in  the  right  arm  and 
hand.  At  this  time  he  still  had  a fair  grip  in  the 
hand  and  could  walk,  but  the  right  leg  did  not  feel 
normal,  and  signs  of  paralysis  could  be  noted  in 
his  face.  By  Oct.  3rd.  his  right  hand  was  moved 
with  difficulty  and  only  slightly;  could  not  walk 
and  there  was  involuntary  urination,  and  no  bowel 
actions.  On  Oct.  6th  he  was  admitted  to  the  hos- 
pital. At  this  time  he  was  unable  to  speak  at  all, 
but  seemed  to  know  everything  that  was  said  to 
him.  A spinal  puncture  was  made  and  there  was 
ho  undue  pressure.  The  fluid  was  clear  with  only 
13  cells  per  cubic  mm.  and  it  was  Wassermann 
negative.  Blood  hemoglobin,  90  per  cent;  leuco- 
cytes, 8,360;  monos.,  22  per  cent;  and  polys.,  78 
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per  cent.  Dr.  Hamer  made  the  following  physical 
examination : : 

Fairly  well  developed,  somewhat  emaciated.  The 
patient  is  a white  man.  foreigner,  who  lies  some- 
what in  a stupor  and  can  be  aroused  only  with  dif- 
ficulty. The  head  is  of  normal  size  and  conforma- 
tion. Ears:  canals  patent  and  normal.  Drums 

show  moderate  thickening ; the  left  is  opaque  in 
its  superior  portion.  Eyes:  dull  expression;  lids 

are  partially  closed  but  are  elevated  equally.  Eyes 
show  a slow  lateral  nystagmus.  No  strabismus, 
ptosis,  exophthalmus.  Pupils  are  average  in  size, 
equal;  the  left  is  irregular;  Doth  react  to  light 
sluggishly,  and  patient  does  not  cooperate  to  test 
for  accommodation.  Nose:  septum  straight,  no 

obstrucitons  or  perforatoins.  Mouth:  teeth  in 

rather  poor  condition.  Tongue  coated  white,  and 
protruded  to  the  right.  Throat  clean.  Face:  mouth 
droops  at  its  right  angle,  and  right  cheek  lags 
when  patient  smiles.  Neck:  symmetrical,  thin.  No 
glandular  or  thyroid  enlargement.  Chest:  sym- 

metrical, right  chest  somewhat  slower  in  expand- 
ing than  left;  resonant  throughout;  no  areas  of 
increased  pitch,  or  density;  bronchovesioular 
breath  sounds  with  a few  coarse,  moist  rales  heard 
at  both  bases.  Heart  borders  within  normal  limits: 
no  murmurs.  Sounds  are  quite  soft  in  quality, 
faintly  heard,  and  not  accentuated.  Aorta:  no  evi- 
dence of  enlargement  or  dilatation.  Abdomen: 
tones  of  right  rectus  less  than  left;  abdomen  flat, 
no  masses  or  fluid;  viscera  not  enlarged  to  palpa- 
tion or  percussion.  Genitalia:  no  abnormaliteis;  no 
penile  eruptions,  scars,  or  discharge.  Extremities' 
no  edema  nor  scars;  nails  are  pale.  Neuromuscu- 
lar reflexes;  biceps,  patellar,  and  achilles,  slight- 
ly more  active  on  left  than  right. 

The  right  upper  extremity  is  the  seat  of  a flaccid 
paralysis.  No  movement  can  be  executed  actively. 


The  right  lower  extremity  is  paretic;  patient  can 
flex  knees  slightly,  also  extend  and  flex  toes  slight- 
ly. No  Babinski  nor  clonus  obtained  on  either  side. 
There  is  little  if  any  atrophy  of  paretic  muscles. 
Patient  responds  to  normal  sensory  stimulations. 
The  patient  cannot  respond  to  questions  involving 
speech,  altho  at  times  an  effort  is  made.  There 
is  a better  recognition  of  things  said  than  of  words 
spoken.  Patient  however,  does  not  cooperate  in 
tests  involving  words  seen  nor  heard;  nor  does 
he  write  things  suggested. 

The  treatment  was  potassium  iodid,  bismuth, 
salicylate  and  mercurosal.  The  first  few  days  at 
the  hospital,  he  seemed  to  improve  slightly  in 
mentality  and  in  the  matter  of  taking  food.  He 
even  tried  to  talk  some,  although  he  could  not  be 
understood.  Paralysis,  on  the  whole,  was  slowly 
progressive  and  there  were  days  when  he  was 
practically  comatose.  On  the  16th,  he  lapsed  into 
unconsciousness,  became  pulseless  with  heart  sounds 
very  indistinct  and  respiration  gradually  slower, 
and  he  died  at  8:30  in  the  evening  of  the  16th. 

With  the  persistent  low  blood  pressure  and  the 
absence  of  any  apparent  arteriosclerosis  together 
with  the  very  gradual  progress  of  the  trouble.  1 
think  the  exact  nature  of  the  lesion  might  be  in 
doubt.  The  cause  of  death  on  the  death  certifi- 
cate was  given  as  endarteritis  of  the  middle  menin- 
geal artery;  hemiplegia. 

DR.  KINGSLEY  said  he  had  seen  this  case  the 
day  before  death.  He  said  that  the  man  was  un- 
able to  write  or  to  speak.  His  speech  soon  became 
a jargon  because  of  the  type  of  aphasia.  The  le- 
sions must  have  been  above  the  pons.  The  conclu 
sions  were  that  there  was  a subcortical  lesion  in 
Broca’s  area  in  the  third  frontal  convolution. 

DR.  VIVIAN  asked  whether  mercurosal  and  po- 
tasisum  iodid  were  adminsitered  at  the  same  time. 
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He  said  that  it  is  printed  upon  the  mercurosal 
box  that  this  drug  is  incompatible  with  potassium 
iodid. 

DR.  SHELLEY  replied  that  he  believed  that  the 
two  drugs  had  been  administered  simultaneously; 
he  further  stated  that  the  case  seemed  to  be  one 
of  hemorrhage;  but  the  fact  that  the  man  had  low 
blood  pressure  made  the  diagnosis  perplexing. 

CASE  IY. 

Case  114  was  presented  by  DR.  WATKINS  as  Dr. 
Vivian  had  been  called  out.  This  was  a female  69 
years  of  age.  Something  over  a year  ago  she  was 
sent  to  the  laboratory  for  an  x-ray  examination  of 
the  shoulder,  for  suspected  subacromial  bursitis.  At 
that  time  minor  changes  in  the  head  of  the  hu- 
merus were  found.  Patient  was  brought  back  for 
second  x-ray  a month  later.  This  showed  definite 
changes  suggesting  sarcoma  of  the  head  of  the 
humerus.  She  was  taken  to  hospital  and  head  of 
humerus  was  operated  upon;  it  was  cauterized  and 
radium  was  implanted  in  the  bone,  as  the  tumor 
had  proved  to  be  a medullary  growth.  Dr.  Wat- 
kins said  he  would  not  now  do  this,  as  more  re- 
cent reports  indicate  that  it  is  not  best  to  put 
radium  inside  bone  cavities. 

The  wound  showed  tendency  to  heal;  she  was 
given  x-ray  treatment  to  entire  shoulder.  Metas- 
tases  however,  began  to  develop.  On  March  30, 
after  lipiodal  injection,  an  x-ray  of  the  shoulder 
showed  a considerable  amount  of  the  opaque  ma- 
terial surrounding  head  of  humerus;  there  was  evi- 
dence of  bone  destruction.  On  May  17,  an  x-ray 
indicated  that  there  had  been  no  definite  advance. 
On  July  14,  the  radiographs  showed  a marked 
involvement  of  the  upper  end  of  the  humerus  and 
a fracture  2 y2  inches  below  articulation.  The  scap- 
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ula  also  showed  a reduction  in  density,  probably 
indicating  diffuse  involvement.  There  was  a very 
complete  record  of  examination  of  this  patient  but 
nothing  of  particular  interest  is  found  except  that 
already  given. 

DR.  HAMER  said  that  this  patient  was  in  the 
hospital  on  March  1,  1927,  when  he  first  came  to 
the  hospital.  He  said  at  that  time  there  was  no 
evidence  of  metastases.  She  had  a very  painful 
urethra;  later  she  had  a rectal  hemorrhage;  a 
cauliflower  growth  was  found  in  the  rectum;  the 
urethral  pain  was  very  difficult  to  control;  various 
agents  were  employed  but  cocaine  gave  about  the 
only  relief.  She  had  marked  gastro-intestinal  dis- 
turbances and  sometimes  evidence  of  bowel  ob- 
struction. At  times  the  nausea  was  so  b'ad  that 
she  could  scarcely  take  even  water.  It  would  indi- 
cate that  metastases  were  general.  No  evidence 
was  found  of  metastases  in  the  lungs.  There  was 
considerable  drainage  from  the  sinuses  about  the 
shoulder  and  there  was  pain  in  the  shoulder. 

DR.  RANDOLPH  said  that  almost  invariably 
the  termination  in  these  cases  was  by  metastases 
in  the  lungs  by  means  of  the  blood  stream.  He 
saw  one  case  in  San  Francisco  who  had  her  foot 
amputated  11  years  before  for  sarcoma  and  at 
that  time  had  metastases  in  the  lungs.  The  type 
of  the  cell  was  the  same  in  each  instance. 

CASE  V. 

Case  1459,  trichiniasis,  was  reported  for  Dr.  Ban 
niister,  by  DR.  HAMER.  Dr.  Hamer  said  that  there 
is  an  incompatibility  here — a Jewish  woman  with 
trichiniasis.  About  the  middle  of  June,  the  patient 
noticed  swelling  of  feet,  ankles  and  legs;  later,  a 
rash  appeared  on  legs,  and  bottoms  of  feet  were 
hard,  although  not  calloused.  In  July,  patient 
noticed  swelling  of  right  arm;  later,  the  left,  and 
swelling  of  all  the  joints;  a rash  appeared  on  both 
arms.  About  four  weeks  ago,  patient  began  hav- 
ing trouble  with  her  stomach,  aching  and  tender- 
ness Bowel  movements  not  normal;  alternating 
constipatoin  and  diarrhea.  Some  nausea  and  vom- 
iting. She  became  restless,  had  frequent  head- 
aches, general  malaise,  and  tired  with  the  slightest 
exertion.  Muscles  of  body  seemed  sore  and  ten- 
der. Has  been  having  a temperature  off  and  on 
during  this  illness,  rising  to  100.  Since  a tentative 
diagnosis  of  trichiniasis  has  been  made,  patient  was 
questioned  about  having  eaten  pork,  and  states 
that  she  does  not  remember  having  ever  eaten  any 
and  that  she  does  not  serve  it  in  her  home. 

When  a child,  she  had  measles,  mumps,  scarlet 
fever,  pertussis  and  pneumonia.  No  complications. 
Had  nasal  polypi  removed  last  winter  by  Dr.  Mc- 
Loone;  otherwise,  no  eye,  ear,  nose  or  throat 
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ing the  present  illness.  No  operations.  Menstrua- 
tion began  at  age  of  14,  regular,  moderate  flow,  du- 
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tender  or  firm.  Those  of  forearm  are  somewhat 
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firm,  indurated,  tight  with  swelling;  movement  of 
flexors  of  right  forearm  is  painful.  Abdominal 
muscles  and  lower  thoracic  extremely  painful,  espe- 
cially on  right  side  in  upper  quadrant;  muscles  of 
extremities  (lower)  feel  slightly  drawn  and  firm, 
but  are  not  tender;  neck  muscles  are  slightly  ten- 
der. Head  and  neck:  no  tenderness  of  face  or 

scalp;  ears  are  normal;  drums  clear,  with  no  ab- 
normalities. Eyes:  expression  dull,  no  devia- 

tions, hemorrhages,  icterus  or  ptosis.  Lids  slightly 
swollen,  right  pupil  irregular;  both  react  to  liighi 
and  accommodation.  Nose:  septum  irregular  and 
lev  ated;  no  tumors.  Mouth:  teeth  in  good  condi- 
tion. Tongue  coated,  breath  foul,  throat  clear.  Sev 
eral  palpable  lymph  nodes  on  left  side  of  neck. 
Voice  husky.  Chest:  expansion  fair  on  both  sides, 
percussion  slightly  higher  in  pitch  over  left  top; 
breath  sounds  clear,  vesicular  throughout;  no  rales 
heard.  Heart  and  vessels  have  no  enlargement  nor 
displacement;  sounds  clear,  rapid;  no  thrills;  aor- 
tic sounds  faint;  no  murmurs;  pulse  full,  regular, 
equal,  with  dicrotism  perceptible.  Abdomen:  tender 
throughout,  especially  on  right;  no  enlargement  of 
liver  or  spleen,  to  percussion  or  palpation;  no  fluid 
or  masses;  no  rigidity  except  for  a protective  re- 
sponse upon  palpation.  Nails  very  pale.  Reflexes 
normal  throughout.  No  gross  sensory  changes.  Im- 
pression: trichiniasis. 

A section  of  muscle  from  the  forearm  was  taken, 
and  was  examined  fresh  in  glycerine,  but  failed  to 
show  any  trichina  or  cellular  changes.  Blood  cul- 
ture was  negative;  leucocyte  count  around  10,000 
Patient  was  discharged  from  the  hospital  for  first 
time,  after  25  days,  and  returned  about  three  weeks 
later.  She  has  since  had  a.  stormy  course.  She 
manifested  a good  deal  of  hysteria  but  the  pain 
has  unquestionably  been  severe.  The  abdomen  has 
been  distended  and  painful  at  Various  times.  Gas- 
tro-intestinal  examination  with  x-ray  showed  a nor- 
mal pylorus  and  duodenal  cap.  Stomach  emptied 
itself  in  normal  time,  and  meal  reached  the  colon 
at  about  the  usual  time.  The  appendix  was  ir- 
regular, filled  and  sharply  curved  but  was  not  ap- 
parently tender.  The  eosinophil  count  has  been 
high,  at  times  as  high  as  30  per  cent.  During  the 
past  week  or  more  the  patient  has  been  gradually 
failing. 

On  motion  of  the  secretary  and  seconded  by  sev 
eral  of  the  men.  Dr.  Thomas  was  unanimously 
voted  thanks  and  appreciation  for  his  two  years  as 
president  of  the  Staff.  Dr.  Randolph  moved,  and 
it  was  seconded  by  Dr.  Greer,  that  vote  of  thanks 
be  extended  to  the  hospital  for  the  excellent  din- 
ner. Carried. 


There  being  no  other  business  the  president  an- 
nounced that  the  meeting  adjourned. 

ORVILLE  HARRY  BROWN, 

Secretary. 


SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections 
enable  us  to  give  superior  service.  Aznoe’s  Na- 
tional Physicians’  Exchange,  30  North  Michigan, 
Chicago.  Established  1896.  Member  The  Chicago 
Association  of  Commerce. 


THE  EL  PASO 
PASTEUR  INSTITUTE 

12th  Floor  First  National  Bank  Bldg. 

□ □ □ 

An  institution  for  the  preventive  treatment 
of  rabies.  Conducted  upon  strictly  ethical 
principles  and  the  technique  as  outlined  by 
Pasteur  rigidly  adhered  to. 

Established  in  1908 

Treatment  lasts  twenty-one  days. 

□ □ □ 

HUGH  S.  WHITE,  M.  D. 

FRED  C.  LAMB,  Analytical  Chemist 


A DESIRABLE  HOME 

FOR  TREATMENT  OF  NERVOUS  AND 
MENTAL  DISEASES 

Located  on  a beautiful  tract  of  25  acres.  Build- 
ings are  commodious  and  attractive.  Rooms  with 
private  bath  are  available. 

Treatment  embraces  all  accepted  therapeutic 
agents. 

Recreation  and  entertainment  amply  provided. 
Golf,  tennis,  croquet,  etc.,  are  for  the  use  of  the 
patients. 

Sanitarium  easily  reached  by  rail,  cab,  or  bus. 
Address : 

G.  WILSE  ROBINSON  SANITARIUM 
Kansas  City,  Mo. 

G.  Wilse  Robinson,  M.  D.,  Medical  Director. 
Kim  D.  Curtis,  M.  D.,  Supt.  and  Internist. 
Office:  Suite  814-817  Medical  Arts  Bldg., 

34th  & Broadway,  Kansas  City 
Sanitarium : 8100  Independence  Road,  Kansas  City. 
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SOUTHWESTERN  MEDICINE 


HANDICAPPED! 

A CHILD  may  be  fed  with  a sufficient 
quantity  of  protein,  carbohydrates,  fats  and 
minerals,  but  if  the  diet  is  not  rich  in  vitamins 
the  food  cannot  be  properly  utilized.  Rickets 
and  other  nutritional  disturbances  are  apt  to 
develop,  and  death  may  be  the  ultimate 
consequence. 

Sound  health  depends  on  these  vital  ele- 
ments and  if  an  infant  is  to  reach  adult  life  not 
handicapped  by  deficiency  in  the  growth  and 
development  of  bone,  with  its  attendant  de- 
formities, impoverishment  of  the  blood,  and 
weakened  musculature,  the  diet  should  be 
supplemented  by  an  oil  rich  in  the  growth- 
promoting  and  resistance -producing  vita- 
min “A,”  and  the  bone-building,  antirachitic 
vitamin  “D.” 

Standardized  Cod'Liver  Oil,  P.  D.  & Co.,  is  carefully  tested  to  insure 
that  each  fluidounce  contains  not  less  than  13,500  vitamin  “A”  units 
and  not  less  than  2000  vitamin  “D”  units.  Specify  “Standardized 
Cod-Liver  Oil,  P.  D.  & Co.,’’  to  protect  your  patient.  Supplied  in 
4-oz.  and  16-oz.  bottles  only. 

Literature  ivill  be  sent  to  physicians  on  request. 

Parke,  Davis  & Company 


DETROIT,  MICHIGAN 


STANDARDIZED  COD-LIVER  OIL,  P.  D.  6c  CO.,  HAS  BEEN  ACCEPTED  FOR  INCLUSION  IN  N.  N.  R.  BY 
THE  COUNCIL  ON  PHARMACY  AND  CHEMISTRY  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


THE  POPULATION  of  the  U.  S. 

doubled  in  40  years.  The  number  of 
Physicians  prescribing  S.  M.  A.  d oubled 
in  22  months.  There  is  no  mistaking  the 
rapid  trend  toward  iS.  Af.  A.  by  Physi- 
cians who  appreciate  Results — more  sim- 
ply and  more  quickly.  Alay  we  send  you 
a Trial  Package?  The  Laboratory  Pro- 
ducts Company,  Cleveland,  Ohio.  Fine 
Products  for  the  Infant’s  Diet. 


The  KAHN  TEST 

is  a valuable  supplement 
to  the 

WASSERMANN  REACTION 


We  do  the  Kahn  Test  on  every 
specimen  received  for  the  Wasser- 
mann  reaction  and  the  Kohlmer 
Titration  on  each  specimen  that 
gives  a positive  Wassermann  reac- 
tion. 


It  is  about  time  to  test  your  pollen  sensitive  patients 


Pathological  Laboratory 

PHOENIX 
Established  1914 


Suite  320  Goodrich  Building 
Mail  Address  P.  0.  Box  1587 
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The  New  York  Academy  of  Medicine 

This  book  must  not  be  retained  for 

LONGER  THAN  ONE  WEEK  AFTER  THE  LAST 
DATE  ON  THE  SLIP  UNLESS  PERMISSION  FOR  ITS 
RENEWAL  BE  OBTAINED  FROM  THE  LIBRARY. 
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